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EDITORIALS 


THE  WASHINGTON,  D.  C.  INDICTMENT 

Indictment  of  the  American  Medical  Association, 
the  Medical  Society  of  the  District  of  Columbia, 
the  Washington  Academy  of  Surgery,  the  Harris 
County  (Texas)  Medical  Society  and  a number 
of  members  and  officers  of  these  organizations  was 
reported  from  Washington,  D.  C.,  on  December 
20.  A review  of  the  events  leading  up  to  this 
action  may  serve  to  make  the  indictment  and  its 
meaning  more  clearly  understood. 

This  action  and  that  which  has  been  making 
newspaper  headlines  for  the  past  few  months  cen- 
ter about  the  Group  Health  Association,  first  con- 
ceived about  two  years  ago  by  a director  of  per- 
sonnel in  the  offices  of  the  Federal  Home  Loan  Bank 
Board,  and  put  into  legal  form  by  means  of  a 
charter  granted  under  the  laws  of  the  District  of 
Columbia,  February  24,  1937.  This  director  is  said 
to  have  made  some  sort  of  study  of  health  records 
of  employees  of  the  Board  upon  which  he  based  his 
plan  for  cooperative  medical  service.  Results  of  his 
study  have  not  been  made  public.  Early  last  year 
he  circulated  a prospectus  of  the  proposed  associa- 
tion among  employees  of  the  Board  and  went  ahead 
with  formation  of  the  Association. 

The  charter  gave  rather  wide  powers  to  the  new 
group  and  inferred  the  possibility  of  extending  its 
coverage  to  all  federal  employees,  not  members  of 
the  Army  or  Navy,  and  their  dependents.  The 
association  was  granted  permission  to  operate  in 
the  District  of  Columbia  and  the  several  adjacent 
states.  At  the  present  time  there  are  about  two 


thousand  employees  in  the  group  and  with  them 
about  three  thousand  dependents.  Medical  coverage 
was  to  be  practically  complete,  while  dues  to  the 
association  were  to  be  paid  voluntarily  or,  by  re- 
quest of  the  individual,  deducted  from  his  pay.  The 
Federal  Home  Loan  Bank  Board  advanced  the  sum 
of  $40,000,  with  which  to  set  up  the  plan,  open  a 
clinic  building  and  hire  physicians  willing  to  work 
for  the  scheme. 

A number  of  difficulties  have  retarded  application 
of  the  plan  and  it  can  not  yet  be  said  to  be  in  full 
operation  or  capable  of  giving  anything  like  the 
complete  care  outlined  when  it  was  started.  Mem- 
bership dues  have  had  to  be  raised  considerably 
from  those  outlined  in  the  original  draft  of  the 
plan.  After  a great  deal  of  public  criticism  the 
$40,000  so  informally  advanced  by  the  Board  had 
to  be  refunded,  since  it  was  found  there  was  no 
legal  ground  upon  which  the  Board  could  donate 
money  for  such  an  activity. 

Shortly  after  the  organization  of  this  scheme  the 
American  Medical  Association  began  to  point  out 
the  defects  of  such  a plan  and  the  dangers  inherent 
in  any  widespread  application  of  service,  in  which 
the  physician  owed  his  responsibility  to  an  imper- 
sonal corporation  and  not  to  the  patient  who  was 
seeking  his  advice  and  treatment.  The  Medical 
Society  of  the  District  of  Columbia  joined  in  con- 
demning the  plan  and  threatened  expulsion  of  any 
member  doing  work  for  the  Association.  This  threat 
was  finally  carried  out  when,  in  a meeting  of  the 
Society  on  March  16,  a young  physician,  who  had 
taken  a position  with  the  Association,  was  expelled 
bv  an  overwhelming  vote  of  the  members  present 
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Since  physicians  on  the  staff  of  the  Association 
were  either  not  granted  membership  in  the  local 
medical  society  or  were  expelled  from  it,  the  hos- 
pitals were  unable  to  admit  them  to  practice.  Con- 
sultation with  recognized  members  of  the  medical 
society  was  also  not  obtainable.  This  action  of  the 
hospitals  and  the  medical  society  angered  certain 
government  officials  who  obtained  cooperation  of 
Mr.  Thurman  Arnold  of  the  Department  of  Justice. 
He  threatened  indictment  of  the  Society  and  the 
American  Medical  Association  under  the  Sherman 
Antitrust  Law. 

Mr.  Arnold  saw  fit  to  take  his  case  to  the  news- 
papers some  little  time  before  the  grand  jury  was 
convened,  but  eventually  did  appear  with  subpenas 
to  be  served  on  the  American  Medical  Association 
and  the  other  defendants  which  were  so  broad  and 
far  reaching  that  on  November  17  they  were  par- 
tially quashed  by  the  Justice  in  charge  of  the  jury. 
He  characterized  Mr.  Arnold’s  demands  as  consti- 
tuting “an  unreasonable  and  oppressive  burden.” 

The  grand  jury  was  convened  October  17,  and 
heard  evidence  until  December  20  when  the  indict- 
ment was  returned.  The  Harris  County  Medical 
Society  of  Texas  was  included  because  it  had  taken 
disciplinary  action  against  one  of  its  members  who 
became  a member  of  the  staff  of  the  Group  Health 
Association.  The  defendants  are  accused  of  “pre- 
venting other  physicians  and  a cooperative  organ- 
ization from  supplying  medical  service.”  Prosecu- 
tion is  to  be  entered  under  the  Sherman  .Antitrust 
Law  which  says  “every  contract,  combination  in  the 
form  of  a trust  or  otherwise,  or  conspiracy,  in 
restraint  of  trade  or  commerce  among  the  several 
States,  or  with  foreign  nations,  is  hereby  declared 
to  be  illegal.” 

The  indictment,  fantastic  as  it  is,  merely  means 
that  a trial  may  be  held.  It  is  an  accusation  which 
must  be  taken  into  court,  where  the  accuser,  in  this 
case  Mr.  Thurman  Arnold  of  the  United  States  De- 
partment of  Justice,  will  attempt  to  prove  his  points. 
It  is  needless  to  point  out  the  many  weaknesses  in 
his  case,  since  the  principles  upon  which  the  Ameri- 
can Medical  Association  conducts  itself  are  the  ac- 
cepted principles  of  any  similar  body  of  skilled  in- 
dividuals who  by  organization  seek  to  maintain  high 
standards  of  ability  and  service.  It  should  also  be 
needless  to  remark  that  the  authors  of  the  Sherman 
Act  obviously  did  not  have  in  mind  any  such  con- 
struction of  the  law  as  that  being  advanced  by 
Mr.  Arnold  of  the  Department  of  Justice. 


MEDICAL  EXECUTIVES  CONFERENCE 

Delegates  to  the  second  Pacific  Coast  Conference, 
held  at  Portland,  December  4,  were  so  impressed 
with  the  similarity  of  problems  facing  the  various 
state  organizations  in  this  region  and  the  value  of 
consultation  on  them  that  they  voted  unanimously 
to  make  the  organization  a permanent  one.  Hence- 
forth it  will  be  known  as  the  Pacific  States  Medical 
Executives  Conference  and  will  include  as  delegates 
the  responsible  officers  of  the  state  medical  associa- 
tions of  California,  Oregon,  Washington  and  Idaho, 
as  well  as  those  from  other  states  of  the  region  who 
may  wish  to  join  in  the  discussions.  The  organiza- 
tion is  to  be  very  loosely  knit,  its  action  to  be  in- 
formal and  its  power  only  that  of  an  advisory 
body. 

First  of  these  conferences  was  held  in  San  Fran- 
cisco in  February,  1938,  and  proved  to  be  of  suf- 
ficient value  to  warrant  calling  of  the  second  meet- 
ing of  the  same  groups  before  the  expiration  of  a 
year.  The  meetings  are  held  as  round  table  discus- 
sion of  the  various  problems  confronting  the  organ- 
izations of  the  various  states;  questions  are  asked 
and  information  is  exchanged.  The  group  makes  no 
attempt  to  pass  any  sort  of  legislation  but  merely 
offers  a place  where  the  officers  of  one  state  may 
obtain  help  and  inspiration  from  those  of  another 
who  may  have  met  and  solved  problems  now  puz- 
zling the  executives  of  the  first. 

In  the  Portland  meeting  one  of  the  most  exten- 
sively discussed  matters  was  that  of  the  care  of  the 
low  wage  group.  Delegates  from  California  out- 
lined the  plans  which  had  been  proposed  for  that 
state  and  which  were  later  presented  to  the  Cali- 
fornia House  of  Delegates  in  special  meeting.  This 
was  unusually  interesting  to  representatives  from 
Oregon,  many  of  whom  were  vigorously  attacking 
the  problem  of  setting  up  the  recently  authorized 
state-wide  plan  to  be  sponsored  by  Oregon  State 
Medical  Society.  Many  questions  and  their  ready 
answers  from  the  California  delegates  attested  the 
interest  of  the  others  and  the  tremendous  amount 
of  work  done  by  the  California  group  in  prepara- 
tion for  the  plan.  Charles  Dukes  of  California  ex- 
plained in  some  detail  the  various  features  of  the 
plan  which  was  to  include  all  doctors  in  the  state 
who  were  licensed  to  practice  medicine  and  to  fur- 
nish service  to  any  one  in  the  state  who  wished  to 
avail  himself  of  the  benefits.  He  showed  how  the 
physicians’  bills  were  to  be  paid  in  full  and  how  the 
three  groups  of  patients  were  to  be  divided  accord- 
ing to  their  incomes.  Questions  about  various 
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phases  of  the  plan  and  the  answering  discussion 
occupied  almost  all  of  the  morning  portion  of  the 
meeting. 

The  American  Medical  Association  study  of  med- 
ical care  was  discussed,  Oregon  reporting  that  all 
data  had  been  obtained  by  utilizing  services  of 
medical  students  of  the  University  of  Oregon.  In 
this  discussion  it  was  revealed  that  Washington  had 
not  yet  started  the  study. 

Considerable  interest  was  evoked  by  a discus- 
sion on  administration  of  federal  funds  to  be  pro- 
vided for  public  health  and  related  activities.  There 
have  already  been  made  available  to  the  various 
states  certain  sums  for  the  furtherance  of  health 
activities  and  after  the  next  session  of  Congress 
there  will  no  doubt  be  more  money  available  for 
each  state.  Consensus  of  opinion  was  that  these 
funds  should  be  administered  by  state  depart- 
ments of  health  as  far  as  possible. 

Plans  for  medical  care  to  clients  of  the  Federal 
Farm  Security  Administration  were  discussed  and 
it  was  discovered  that  there  was  no  uniformity  in 
the  method  of  handling  these  cases.  In  some  sec- 
tions it  has  been  found  difficult  to  get  any  sort  of 
committment  on  the  part  of  the  officials  of  the 
F.  S.  A. 

A portion  of  the  afternoon  program  was  devoted 
to  discussion  of  methods  of  publicizing  organization 
activities  both  to  the  profession  and  to  the  public. 
Oregon  has  taken  the  lead  in  publicity  methods  by 
employing  public  relations  counsel  in  the  person  of 
Mr.  William  F.  Selleck  who  spoke  briefly.  He  em- 
phasized the  advantage  to  the  profession  of  full  and 
free  cooperation  with  the  press.  Speakers  bureaus 
and  medical  supplements  published  by  local  news- 
papers were  also  mentioned  in  this  discussion. 

Closing  discussion  of  the  meeting  dealt  with  mal- 
practice insurance.  The  plan  followed  in  Oregon, 
whereby  one  company  is  given  a practical  monop- 
oly, was  discussed  by  Karl  Martzloff,  while  the 
cooperative  type  of  defense  fund  employed  in 
Washington  was  explained  by  Homer  Dudley. 

Harry  Rhodehamel  of  Spokane  was  named  presi- 
dent of  the  Conference  for  the  ensuing  year  and 
Seattle  was  selected  as  the  next  meeting  place. 
There  is  no  doubt  that  this  annual  conference  of 
those  actively  engaged  in  meeting  the  problems  of 
organized  medicine  can  be  of  incalculable  benefit 
to  the  various  state  organizations  represented  and 
that  the  Pacific  States  Medical  Executives  Confer- 
ence will  grow  in  importance  and  value  as  it  is 
utilized  by  the  various  state  organizations  as  a 
place  to  find  help  on  baffling  problems. 


PROSPECTIVE  MEDICAL  LEGISLATION 

On  the  eve  of  assembling  our  legislatures  there 
is  always  speculation  concerning  the  introduction 
of  bills  pertaining  to  the  practice  of  medicine  and 
public  health.  The  intensive  discussions  and  publi- 
cations relative  to  state  medicine  seem  to  justify 
the  popular  belief  that  some  legislation  is  impend- 
ing along  this  line.  The  need  of  more  adequate 
medical  care  for  low  wage  earners  and  the  indi- 
gent is  recognized  by  every  one.  None  are  more 
conscious  of  this  than  the  physicians  of  our  coun- 
try, who  come  in  constant  contact  with  many  people 
suffering  from  inadequate  provision  for  their  neces- 
sities. Contrary  to  the  popular  belief  which  seems 
to  prevail  in  many  sections,  the  medical  profes- 
sion is  sympathetic  toward  measures  for  relief  of 
these  needs.  Their  whole-hearted  participation  in 
properly  digested  and  regulated  measures  of  relief 
has  been  amply  demonstrated.  Their  opposition  to 
proposed  plans  centers  in  the  protest  against  regu- 
lation of  these  medical  measures  by  laymen  through 
the  agency  of  bureaus  and  commissions,  whose  per- 
sonnel is  not  familiar  with  medical  matters.  Meth- 
ods which  are  properly  controlled  by  physicians 
and  administered  under  their  supervision  are  ac- 
cepted and  willingly  executed  by  groups  of  local 
physicians. 

The  medical  profession  of  our  northwestern  states 
has  demonstrated  its  active  appreciation  of  the 
situation  and  its  needs  by  adopting  methods  to 
supply  medical  care  for  the  underprivileged.  In 
Washington  these  patients  have  had  available  the 
medical  bureau  system  for  a sufficient  number  of 
years  to  demonstrate  the  extent  to  which  it  meets 
the  necessity.  Oregon  State  Medical  Society  has 
launched  a plan  similar  to  this,  whose  purpose  is 
to  extend  medical  service  to  the  same  classes  of 
patients.  In  Idaho  a similar  plan  has  been  instituted 
on  a smaller  scale,  whose  objective  is  the  same.  It  is 
believed  that  these  efforts  to  correct  insufficient 
medical  care  for  certain  classes  of  our  citizens  may 
be  duly  appreciated  by  our  legislators  during  en- 
suing months. 

While  nothing  definite  has  been  pronounced  on 
this  subject,  there  are  rumors  of  the  preparation  of 
bills  for  introduction  in  our  respective  legislatures 
to  set  up  some  form  of  state  medicine.  Such  bills 
are  commonly  presented  by  legislators  fired  with 
enthusiasm  and  zeal,  but  not  familiar  with  the  re- 
quirements of  medical  attention,  nor  prepared  ade- 
quately to  meet  the  conditions  which  they  propose 
to  remedy.  Legislation  on  medical  and  public  health 
matters  require  the  supervision  of  medical  men, 
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both  in  preparation  and  either  acceptance  or  re- 
jection by  the  legislators.  Fortunately,  medical  men 
and  others  familiar  with  medical  matters  have  been 
elected  to  our  legislatures,  in  whom  confidence  may 
be  placed,  with  the  belief  that  they  will  wisely 
direct  bills  of  this  character  that  may  be  intro- 
duced. 

In  Oregon  Drs.  James  A.  Best  of  Pendleton 
and  Joel  C.  Booth  of  Lebanon  have  been  elected 
to  the  Senate.  In  the  House  of  Representatives  will 
be  Drs.  Charles  T.  Hockett  of  Enterprise  and  J.  F. 
Hosch  of  Bend.  Some  of  these  have  had  previous 
legislative  experience,  and  are  familiar  with  the 
necessary  procedures.  In  Washington  Dr.  J.  W. 
Henderson  of  Longview,  who  has  had  previous  legis- 
lative experience,  will  sit  in  the  Senate.  In  the 
House  Dr.  William  G.  Cameron  of  Tacoma  is  an 
experienced  legislator,  while  Dr.  U.  M.  Lauman  of 
Randle  is  serving  his  first  term.  Dr.  David  C. 
Cowen,  dentist  of  Spokane,  has  previously  served 
in  the  legislature.  He  and  Mr.  Thomas  H.  Bienz, 
druggist  of  Dishman,  can  be  depended  upon  to 
support  advisable  medical  legislation.  In  the  Idaho 
Senate  will  be  Dr.  C.  A.  Robbins  of  St.  Maries, 
while  in  the  House  will  sit  Drs.  H.  P.  Belknap  of 
Nampa  and  J.  D.  Shinnick  of  Grangeville.  Another 
month  will  provide  information  which  will  probably 
throw  light  on  prospective  medical  legislation  in  our 
northwestern  states.  Under  supervision  of  the  state 
medical  associations  certain  measures  are  under  con- 
templation which  will  be  further  developed  be- 
fore formal  presentation. 


OREGON  PREMARITAL  EXAMINATION 

It  is  well  known  that  Oregon  is  one  of  the  pro- 
gressive states,  whose  legislators  have  enacted  meas- 
ures promoting  advances  in  many  lines  of  activities. 
Accordingly,  it  was  not  surprising  that  the  last 
legislature  passed  a law  requiring  physical  and 
mental  examinations  for  people  contemplating  mat- 
rimony. When  this  law  went  into  effect  December 
1,  it  produced  consternation  in  the  minds  of  certain 
persons  contemplating  matrimony  who  had  not 
properly  posted  themselves  on  its  requirements  and 
who  developed  exaggerated  impressions  of  its  de- 
mands. If  one  studies  the  law,  he  realizes  that  its 
purpose  is  only  to  place  reasonable  restrictions  upon 
those  engaging  in  matrimony,  with  the  endeavor  to 
restrain  the  physically  and  mentally  unfit  from  re- 
producing others  with  similar  deficiencies. 

The  immediate  announcement  of  its  inauguration 
was  accompanied  by  a cessation  of  applicants  for 


marriage  licenses  in  practically  all  parts  of  the 
state,  with  something  of  a stampede  to  adjacent 
states,  where  marriage  laws  were  easy  as  in  the 
past.  At  first  many  doctors  were  uncooperative, 
some  apparently  not  appreciating  the  requirements, 
others  feeling  that  too  great  demands  were  made 
upon  them  in  the  matter  of  the  physical  examina- 
tions. It  has  been  announced,  however,  by  the  State 
Board  of  Health  that  the  opponents,  both  among 
the  people  and  the  medical  profession,  have  become 
reduced  so  that  marriage  licenses  are  now  approach- 
ing the  normal  number. 

Twelve  other  states  have  adopted  laws  requiring 
a premarital  blood  test,  but  Oregon  is  the  only 
one,  where  certain  hereditary  diseases  make  one 
ineligible  for  marriage.  No  one  can  object  to  the 
prohibition  of  marriage  for  those  exhibiting  active 
venereal  disease,  or  with  existing  mental  deficiency 
which  will  likely  be  transmitted  to  posterity.  If 
one  reviews  the  questionnaire  which  the  applicants 
for  license  must  fill  out  and  return,  together  with 
the  form  of  examination  on  the  part  of  the  physi- 
cian, he  will  recognize  that  provisions  of  this  char- 
acter could  well  be  adopted  by  every  state  for  the 
purpose  of  assuring  a higher  grade  of  citizenship 
and  physical  vigor.  Oregon  should  be  congratulated 
for  enacting  its  law  requiring  premarital  examina-' 
tion,  and  it  is  to  be  hoped  that  its  execution  may 
proceed  with  whole-hearted  approval  of  the  people. 

WESTERN  HOSPITALS  CONVENTION 

The  Association  of  Western  Hospitals  will  hold 
its  annual  convention  in  Seattle,  February  19-23. 
This  association  includes  1350  hospitals  and  insti- 
tutions of  western  states,  British  Columbia,  Alaska 
and  Hawaii,  the  executive  secretary  being  Mr. 
Thomas  F.  Clark  of  San  Francisco.  Many  subjects 
will  be  considered  at  this  meeting,  which  will  be  of 
vital  interest  to  all  practicing  physicians  and  which 
will  probably  in  the  near  future  affect  them  finan- 
cially as  well  as  in  their  professional  relations. 

At  the  next  session  of  Congress,  a proposed  na- 
tional health  program  will  undoubtedly  be  intro- 
duced. American  Hospital  Association  is  prepared 
to  approve  periodic  payment  plans  for  hospital 
care.  California  Medical  Association  is  already  act- 
ing to  forestall  government  competition,  plans  for 
such  action  having  been  considered  at  a December 
meeting. 

There  will  be  notable  speakers  at  this  convention, 
representing  national  and  state  organizations.  There 
will  be  a lively  interest  in  the  exhibition  of  clinical 
and  hospital  equipment,  which  will  have  abundant 
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floor  space  on  the  mezzanine  floor  of  the  Spanish 
ballroom  of  Olympic  Hotel,  where  the  meeting  will 
be  held.  Seventy-one  national  manufacturers  and 
distributors  will  exhibit  their  latest  equipment.  This 
will  be  a meeting  well  worthwhile  for  physicians  to 
attend. 


AID  FOR  THE  CHINESE  RED  CROSS 

The  people  of  our  country  have  a deep  sympathy 
for  the  Chinese  people  in  the  adverse  circumstances 
in  which  they  are  placed  at  the  present  time.  They 
are  specially  in  need  of  medical  supplies,  it  being 
asserted  that  more  of  their  people  die  for  the  lack 
of  medical  care  than  are  killed  by  Japanese  bombs 
and  bullets.  An  appeal  is  made  for  assistance  from 
physicians  of  the  United  States. 

This  appeal  is  not  for  money,  but  for  surgical  in- 
struments and  hospital  supplies,  such  as  gauze, 
bandages  and  the  like.  Many  doctors  have  dupli- 
cate instruments  wThich  they  are  not  using.  The  in- 
struments of  deceased  or  retiring  physicians  are 
often  offered  for  sale  at  prices  ridiculously  low  in 
comparison  with  their  original  cost.  Their  value  to 
hard  pressed  Chinese  physicians  would  be  incalcul- 
able. Contributions  of  surgical  or  hospital  material 
may  be  sent  to  Northwest  Medicine  office.  Provi- 
sion will  be  made  for  its  transmission  to  a suitable 
destination  in  China. 


THE  STATE  JOURNAL  AND  THE  MEDICAL 
PROFESSION 

In  most  of  the  states  the  state  medical  association 
publishes  a journal  devoted  primarily  to  the  inter- 
ests of  its  own  members.  Some  state  associations 
have  so  small  a membership  that  it  is  impossible  to 
maintain  a publication  comparable  to  those  of  other 
state  organizations.  In  a number  of  cases  these 
associations  have  made  financial  arrangements  with 
those  in  adjacent  states  which  provide  them  with 
certain  space  for  the  publication  of  matters  per- 
taining to  their  own  organizations,  but  without  a 
voice  in  journal  management. 

Northwest  Medicine  is  unique  among  state 
association  journals  in  that  it  is  under  the  joint 
ownership  and  publication  of  three  state  associa- 
tions, each  having  equal  representation.  A board  of 
trustees,  with  three  each  from  the  state  associations 
of  Oregon,  Washington  and  Idaho,  controls  its  pub- 
lication, with  equal  authority  from  the  three  or- 
ganizations. This  arrangement  has  been  influential 
in  the  promotion  of  cordial  and  friendly  relation- 
ships among  the  physicians  of  these  states. 

In  the  setup  of  the  journal,  the  custom  has  been 
followed  of  assembling  in  each  issue  under  certain 


headings  matters  affecting  the  three  organizations, 
such  as  personals,  obituaries,  medical  meetings  and 
other  topics.  Hereafter,  the  plan  will  be  followed  of 
grouping  under  the  head  of  each  state  all  matters 
pertaining  to  it,  thus  giving  more  individuality  to 
each  association.  It  is  desired  that  the  membership 
in  the  different  states  shall  be  free  to  offer  criticisms 
or  suggestions  as  to  this  arrangement.  If  it  does  not 
prove  satisfactory  or  alterations  seem  advantageous, 
it  is  desired  that  suggestions  or  requests  along  these 
lines  be  presented. 

PACIFIC  NORTHWEST  MEDICAL 
ASSOCIATION 

Owing  to  multiplicity  of  medical  gatherings  last 
summer,  the  usual  annual  meeting  of  Pacific  North- 
west Medical  Association  was  suspended,  with  the 
expectation  of  resuming  it  during  the  coming  sum- 
mer. On  account  of  other  meetings  in  prospect, 
however,  it  has  been  decided  also  to  cancel  this 
year’s  meeting,  with  the  assurance  that  it  will  be 
positively  set  for  1940.  The  Councillors  have  de- 
cided that  this  will  be  the  most  advisable  plan, 
with  the  assurance  that  the  above  announced  meet- 
ing will  be  of  such  character  that  it  will  be  con- 
spicuous among  the  meetings  of  this  organization. 
In  past  years  under  its  auspices,  programs  have 
been  presented  that  were  among  the  best  sched- 
uled in  the  Northwest.  It  is  believed  that  its  past 
history  may  be  duplicated. 


EDITORIAL  CHANGES 
For  the  coming  year  the  editorial  staff  will  re- 
main as  in  the  past  except  for  changes  in  Idaho. 
J.  N.  Davis,  of  Twin  Falls,  was  elected  secretary  of 
Idaho  State  Medical  Association  at  its  annual  meet- 
ing, which  makes  him  automatically  assistant  edi- 
tor. His  former  position  of  associate  editor  is  filled 
by  the  appointment  of  S.  M.  Poindexter,  of  Boise, 
whose  function  will  consist  of  furnishing  for  pub- 
lication items  of  interest  relative  to  the  Idaho  pro- 
fession. 


American  Board  of  Ophthalmology  announces  a change 
in  methods  of  examination.  Examinations  will  be  divided 
into  two  parts.  Written  examinations  will  be  held  March 
15  and  August  5 on  subjects  previously  covered  by  the 
practical  and  oral  examinations. 

Oral  examinations  will  be  held  at  St.  Louis  May  15,  and 
at  Chicago  October  6,  on  the  subjects  of  external  diseases, 
ophthalmoscopy,  pathology,  refraction,  ocular  motility  and 
practical  surgery.  Only  those  candidates  who  pass  the  writ- 
ten examination  will  be  permitted  to  appear  for  the  oral. 
Application  forms  and  general  information  can  be  obtained 
from  Dr.  John  Green,  secretary,  6830  Waterman  Avenue, 
St.  Louis,  Mo. 
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DIFFERENTIAL  DIAGNOSIS  AND  TREAT- 
MENT OF  DISEASES  ASSOCIATED  WITH 
ENLARGEMENT  OF  SPLEEN  OR 
LYMPH  NODES* * 

Edwin  E.  Osgood,  M.D. 

PORTLAND,  ORE. 

Enlargement  of  the  spleen,  diffuse  enlargement  of 
the  lymph  nodes  or  both  may  be  the  chief  finding 
on  physical  examination.  It  is  the  purpose  of  this 
paper  to  indicate  the  methods  of  differential  diag- 
nosis and  the  more  important  causes  of  splen- 
omegaly and  lvmphadenopathy. 

UNDERLYING  PATHOLOGY 

Enlargement  of  the  spleen  occurs  in  many  dis- 
eases but  from  relatively  few  fundamental  causes. 
These  fundamental  causes  are  active  hyperemia  and 
hyperplasia,  infiltration  or  hyperplasia  of  malig- 
nant cells,  hypertension  in  the  portal  circulation 
with  passive  congestion  and  fibrosis,  and  increase  in 
size  of  the  cells  of  the  spleen  due  to  phagocytosis. 

The  fundamental  cause  of  enlargement  of  the 
lymph  nodes  is  nearly  always  a proliferation  of  cells. 
These  may  be  lymphocytes,  reticulum  cells  or  other 
cell  tj'pes,  or  proliferation  of  infiltrating  cells  from 
other  sources. 

FUNCTIONS  OF  THE  SPLEEN  AND  LYMPH  NODES 

The  chief  functions  of  the  spleen  are  to  remove 
particulate  matter  from  the  blood  stream,  to  destroy 
old  akaryocytes  (non-nucleated  erythrocytes,  to 
serve  as  a reservoir  of  blood  for  emergencies,  and 
as  a source  of  lymphocytes  and,  possibly,  mono- 
cytes. There  is  much  evidence  to  suggest  that  the 
spleen  exerts  a hormonal  influence  on  the  marrow. 
The  spleen  is  not  indispensable  because  the  hemo- 
lvmph  nodes  have  the  same  function,  the  other 
lymphoid  tissue  in  the  body  can  take  over  the 
lymphocyte-producing  function,  and  the  other  retic- 
uloendothelial tissue  in  the  body  can  take  over  the 
function  of  removing  particulate  matter.  The  chief 
function  of  the  lymph  nodes  appears  to  be  produc- 
tion of  the  lymphocytes  and  the  removal  of  infec- 
tion from  the  lymph  stream. 

* From  the  Department  of  Medicine  and  the  Division  of 
Experimental  Medicine,  University  of  Oregon  Medical 
School,  Portland,  Ore. 

* Read  before  the  forty-ninth  annual  meeting  of  Wash- 
ington State  Medical  Association,  Bellingham,  Wash., 
Aug.  29-31,  1938. 

* Much  of  the  material  in  this  paper  has  been  taken 
from  the  Atlas  of  Hematology  by  Edwin  E.  Osgood,  M.  D., 
and  Clarice  M.  Ashworth,  published  by  J.  W.  Stacey,  Inc., 
San  Francisco,  1937,  by  permission  of  the  copyright 
owners. 


EXAMINATION  OF  THE  SPLEEN  AND  LYMPH  NODES 

The  object  of  examination  of  the  spleen  and 
lymph  nodes  is  to  determine  their  size  in  as  accurate 
quantitative  terms  as  possible,  their  shape,  their 
consistency,  the  presence  or  absence  of  tenderness, 
and  if  present,  whether  this  tenderness  is  spon- 
taneous, on  pressure  or  on  movement,  the  degree  of 
fixation  to  surrounding  tissues,  and  the  character 
of  the  surface  and  edge  of  the  spleen. 

Palpation  of  the  spleen  may  be  carried  out  in 
one  of  three  ways.  Two  to  four  plus  enlargement 
is  easily  detectable  with  the  patient  lying  on  the 
back  with  the  knees  drawn  up.  The  examiner 
should  stand  on  the  patient’s  right  side  and  pull 
the  spleen  anteriorly  with  the  left  hand  under  the 
posterior  aspects  of  the  patient’s  tenth  to  twelfth 
ribs,  while  the  edges  of  the  index  and  middle  fingers 
of  the  right  hand  are  pressed  diagonally  into  the 
relaxed  abdominal  wall,  with  the  radial  side  of  the 
index  finger  parallel  to  the  left  costal  margin.  The 
fingers  should  then  be  moved  cephalad  and  anter- 
iorly. If  the  edge  of  the  spleen  is  not  felt,  the 
maneuver  is  repeated,  asking  the  patient  to  take  a 
deep  breath  at  the  same  time  that  the  fingers  are 
moved  anteriorly.  If  the  patient  uses  costal  breath- 
ing, teach  the  use  of  diaphragmatic  breathing  by 
requesting  that  the  abdomen  be  forced  to  bulge 
during  a deep  inspiration. 

If  the  spleen  is  not  felt  with  the  patient  in  this 
position,  ask  him  to  sit  up,  place  the  left  forearm 
behind  the  back,  and  lie  down  on  it;  and  repeat  the 
maneuver,  using  the  left  hand,  which  has  thus  been 
freed,  to  reinforce  the  pressure  of  the  right  hand. 
If  the  spleen  is  not  felt  by  this  method,  ask  the  pa- 
tient to  lie  on  the  right  side  and  repeat  the  palpa- 
tion as  first  described.  If  the  spleen  is  not  palpable, 
measure  and  record  in  centimeters  the  distance  from 
the  intersection  of  the  posterior  axillary  line  and 
the  junction  of  lung  resonance  and  splenic  flatness 
to  the  edge  of  the  spleen  as  determined  by  palpa- 
tion or  percussion.  A one  plus  enlargement  is  over 
8 centimeters  in  length  to  percussion  or  just  pal- 
pable. A two  plus  enlargement  is  an  easily  palpable 
spleen.  A three  plus  enlargement  is  a spleen  extend- 
ing more  than  3 centimeters  below  the  costal  mar- 
gin. A four  plus  enlargement  of  the  spleen  extends 
across  the  midline  and  below  the  umbilicus. 

If  a tumor  is  palpable  in  the  splenic  area,  differ- 
entiate it  from  kidney  by  the  definite  edge  and 
notch  along  the  anterior  border  of  the  spleen,  by 
its  more  superficial  location,  and  by  the  absence  of 
colonic  tympany  over  it.  The  most  important  point 
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is  the  fact  that,  if  one  stands  on  the  right  of  the 
supine  patient,  places  the  fingers  of  the  right  hand 
in  the  angle  between  the  vertebral  column  and 
twelfth  rib  and,  while  palpating  the  tumor  with  the 
left  hand,  makes  vigorous  forcible  flexion  of  the 
fingers  of  the  right  hand,  a splenic  tumor  is  not 
easily  moved,  while  the  kidney  is  moved.  Differen- 
tiate it  from  tumors  in  the  stomach,  omentum  or 
tail  of  the  pancreas  by  the  fact  that  the  dullness 
over  the  palpable  tumor  is  continuous  with  that 
of  the  normal  splenic  area  and  not  separated  by 
an  area  of  tympany  as  in  tumors  of  these  organs. 

In  palpating  for  lymph  nodes,  use  the  tips  of  the 
fingers  and  move  them  back  and  forth,  parallel  to 
the  nearest  long  bone  or  bony  column,  at  the  sites 
of  expected  nodes,  trying  to  feel  the  nodes  between 
the  finger  and  the  bone  as  the  skin  slips  over  them. 
The  following  groups  of  nodes  should  always  be 
felt  for:  submental,  submaxillary,  anterior  cervical, 
posterior  cervical,  supraclavicular,  occipital,  post- 
auricular,  axillary,  epitrochlear,  inguinal  and  pop- 
liteal. 

Bilateral  enlargement  of  the  epitrochlear  nodes  is 
least  likely  to  be  due  to  a local  cause.  The  enlarged 
nodes  of  diseases  of  the  hematopoietic  tissue  are 
usually  not  tender  and  are  intermediate  in  firmness 
between  the  rocky  hard  node  of  carcinoma  and  the 
soft  tender  node  of  infection.  The  nodes  of  lympho- 
sarcoma are  softer  than  those  in  Hodgkin’s  dis- 
ease. 

Occasionally  very  marked  enlargement  of  the 
abdominal  lymph  nodes  may  be  palpated  but,  as  a 
rule,  enlargement  of  these  nodes  is  not  detectable 
by  physical  examination.  Enlargement  of  lymph 
nodes  along  the  anterior  surface  of  the  sacrum  may 
sometimes  be  determined  by  rectal  examination. 
Enlargement  of  mediastinal  nodes  is  not  detectable 
by  palpation  but,  since  these  nodes  are  often  the 
first  to  be  enlarged,  d’Espine’s  sign  and  Kramer’s 
dullness  should  be  searched  for  and  roentgenog- 
raphic  studies  made.  d’Espine’s  sign  is  whispered 
bronchophony  over  the  dorsal  spines,  below  the 
fourth  dorsal  in  adults  and  below  the  second  dorsal 
in  children.  It  means  a solid  tumor  filling  the  space 
between  the  trachea  and  vertebral  bodies.  Such 
tumors  usually  prove  to  be  enlarged  lymph  nodes. 
Kramer’s  dullness  is  an  area  of  impaired  resonance, 
usually  bilateral,  extending  from  the  level  of  the 
second  to  sixth  dorsal  spines  in  the  interscapular 
region.  It  has  the  same  significance  as  d’Espine’s 
sign. 


CAUSES  OF  SPLENOMEGALY  AND  LYMPH  NODE 
ENLARGEMENT 

The  chief  causes  of  enlargement  of  the  spleen 
in  this  part  of  the  country  are  the  leukemias,  Hodg- 
kin’s disease,  lymphosarcoma,  infectious  mononuc- 
leosis, familial  hemolytic  icterus,  subacute  bacterial 
endocarditis,  polycythemia  rubra  vera,  malaria  and 
acute  infections.  Hypertension  in  the  portal  cir- 
culation as  in  cirrhosis  of  the  liver;  thrombosis  of 
the  portal  or  splenic  veins  or  Banti’s  disease;  the 
lipoid  histiocytoses  including  xanthomatosis, 
Gaucher’s  disease,  Niemann-Pick’s  disease;  amy- 
loidosis; and  congenital  syphilis  are  less  common 
causes.  In  new-born  infants,  erythroleukoblastosis 
or  congenital  syphilis  are  the  most  likely  causes.  In 
children  six  months  to  two  years  of  age,  Cooley’s 
anemia  and  Niemann-Pick’s  disease  must  be  con- 
sidered. Kala  azar,  Still’s  disease,  Felty’s  syndrome 
and  typhoid  fever  are  comparatively  uncommon 
causes  of  splenomegaly  in  this  part  of  the  country. 
A one  plus  enlargement  of  the  spleen  is  common  in 
pernicious  anemia. 

Localized  enlargement  of  the  lymph  nodes  is 
most  commonly  due  to  infection  or  malignancy  in 
the  area  drained  by  the  nodes.  Generalized  enlarge- 
ment is  most  often  due  to  Hodgkin’s  disease,  lymph- 
osarcoma, leukemias,  infectious  mononucleosis,  sec- 
ondary syphilis,  German  measles  and  Still’s  disease. 
Plague  and  bovine  tuberculosis  are  now  very  rare 
causes.  In  the  leukemias,  Hodgkin’s  disease,  lymph- 
osarcoma and  infectious  mononucleosis,  enlarge- 
ment of  both  the  spleen  and  lymph  nodes  is  the 
rule ; whereas,  in  the  other  conditions  listed  only  one 
or  the  other  is  involved. 

EXAMINATION  OF  PATIENTS  WITH  SPLENOMEGALY 
OR  ENLARGEMENT  OF  THE  LYMPH  NODES 

It  is  evident  that,  if  either  enlargement  of  the 
spleen  or  lymph  nodes  is  detected,  a careful  history, 
physical  examination  and  laboratory  study  will  be 
necessary  to  establish  the  diagnosis.  The  most  im- 
portant points  in  the  history  are  the  age,  duration 
of  involvement,  the  order  in  which  the  lymph  nodes 
began  to  enlarge,  the  place  of  residence  at  the  time 
of  the  onset  of  the  illness,  and  the  presence  or  ab- 
sence of  fever,  sore  mouth  or  throat,  jaundice,  bleed- 
ing, hematemesis  or  black  stools. 

The  most  important  points  in  the  physical  exam- 
ination aside  from  those  already  described  are  ex- 
amination of  the  mucous  membranes,  eye  grounds 
and  skin  for  hemorrhages,  of  the  mouth  and  throat 
for  evidence  of  infection  or  malignancy,  of  the 
sclera  and  hard  palate  for  jaundice,  of  the  sclera 
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for  the  wedge-shaped  lipoid  deposits  characteristic 
of  Gaucher’s  disease,  pressure  over  the  sternum 
for  the  tenderness  often  associated  with  leukemia, 
examination  of  the  heart  for  evidence  of  endocar- 
ditis, and  accurate  determination  of  the  size,  con- 
sistency, shape  and  character  of  the  liver. 

The  laboratory  studies  which  should  never  be 
omitted  are  routine  hematologic  examination,  in- 
cluding a survey  of  the  slides  under  a magnifica- 
tion of  200  x for  abnormal  cells;  and  if  anemia  is 
present,  color,  volume  and  saturation  indexes,  a 
reticulocyte  count  and  icterus  index.  If  bleeding 
has  occurred,  the  bleeding  and  coagulation  times, 
clot  retraction,  capillary  resistance  test  and  platelet 
count  should  be  determined.  If  the  diagnosis  has 
not  been  established  by  these  examinations,  exam- 
ination of  the  marrow  obtained  by  sternal  puncture 
is  essential.  If  this  does  not  give  the  diagnosis, 
biopsy  of  a lymph  node  or  splenic  puncture  may  be 
necessary. 

DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT 

Leukemias.  One  to  three  plus  enlargement  of  the 
spleen  may  occur  in  any  type  or  form  of  leukemia 
and  in  association  with  any  blood  picture,  but  a 
four  plus  enlargement  of  the  spleen  is  rare  except 
in  chronic  granulocytic  leukemia.  The  lymph  nodes 
in  all  leukemias  usually  show  a one  to  three  plus, 
diffuse,  painless  enlargement,  but  a four  plus  en- 
largement may  occur  in  lymphocytic  leukemias. 
The  lymph  nodes  in  the  cervical  region  are  usually 
tender  and  the  other  lymph  nodes  may  be  tender 
in  acute  leukemias.  In  most  types  of  leukemia  the 
liver  shows  only  a one  or  two  plus  enlargement 
but  in  granulocytic  or  monocytic  leukemias  the 
liver  often  shows  a three  plus  enlargement.  The 
enlargement  of  the  organs  in  leukemia  is  due  almost 
entirely  to  infiltration  by  specific  leukemic  cells. 
Leukemia  may  be  present  without  clinical  enlarge- 
ment of  these  organs.  In  the  liver  this  infiltration 
shows  a characteristic  distribution  in  the  different 
types  of  leukemias,  being  limited  to  the  region  of 
the  portal  trinities  in  lymphocytic  and  monocytic 
leukemias,  and  diffusely  distributed  throughout  the 
liver  lobules  in  the  other  types. 

The  diagnosis  depends  on  the  finding  of  the  type 
cell  of  the  particular  variety  of  leukemia  present 
or  increased  numbers  in  the  blood  or  marrow.  A 
series  of  tables  of  cell  identification1  and  illustra- 
tions2 3 of  the  type  cells  in  leukemias  have  been 

1.  Osgood,  E.  E.,  and  Ashworth,  C.  M. : An  Atlas  of 
Hematology,  pp.  10-11.  J.  W.  Stacey,  Inc.,  San  Francisco, 
1937. 

2.  Vide  1,  pp.  16-71,  101-105  and  110-111. 

3.  Vide  1,  pp.  144-146. 


made  available  to  aid  in  this  diagnosis.  A leukemia 
is  classified5  as  leukemic,  if  the  leukocyte  count  in 
the  blood  is  above  15,000  per  cm.  and  immature 
cells  in  the  blood  are  over  10  per  cent  or  in  the  case 
of  chronic  lymphocytic  leukemia  the  lymphocytes 
constitute  over  80  per  cent.  It  is  characterized  as 
subleukemic,  if  the  leukocyte  count  is  between  500 
and  15,000  but  type  cells  constitute  from  0.1  to  10 
per  cent  of  the  leukocyte  count  in  the  blood.  In 
these  types,  the  diagnosis  may  be  established  by 
blood  examination. 

Leukemias  are  classified  as  aleukemic,  if  the 
leukocyte  count  is  between  500  and  15,000,  and 
there  are  not  sufficient  type  cells  in  the  blood  to 
establish  the  diagnosis.  In  the  aleukemic  and  sub- 
leukemic leukemias  the  diagnosis  should  always  be 
confirmed  by  sternal  puncture.  The  leukemias  are 
further  classified1  as  acute,  subacute  or  chronic,  ac- 
cording to  the  clinical  course,  duration  and  blood 
and  marrow  pictures.  Sore  throat,  stomatitis,  pete- 
chiae,  fever,  and  hemorrhages  from  the  mucous 
membranes  are  the  rule  in  acute  leukemias,  often 
occur  in  subacute,  and  are  usually  absent  in  chronic 
leukemias.  Patients  with  acute  leukemia  rarely  sur- 
vive more  than  six  months,  those  with  subacute 
leukemias  usually  live  six  months  to  a year,  and 
patients  with  chronic  leukemia  may  live  one  to 
sixteen  years,  usually  not  over  six  years. 

In  the  acute  leukemias,  the  predominant  cell  in 
the  blood  or  increased  in  the  marrow  is  usually 
the  stem  or  blast  cell.  In  subacute  leukemias,  the 
predominant  cell  is  the  pro-  stage  with  blasts 
present  but  very  few  more  mature  cells.  In  the 
chronic  leukemias,  all  stages  are  present  but  the 
mature  cells  are  predominant.  In  the  terminal  stage 
of  chronic  leukemia  the  picture  may  change  to  that 
of  an  acute  leukemia.  The  classification  of  leukemias 
as  to  type  depends  on  whether  the  immature  cells 
present  belong  to  the  granulocyte,  lymphocyte, 
monocyte,  plasmacyte  or  thrombocyte  series.  Only 
granulocytic,  lymphocytic  and  monocytic  leuke- 
mias are  common. 

Radiotherapy  will  relieve  pressure  symptoms  and 
anemia  for  a time  in  the  chronic  cases.  Sodium 
perborate  paste  may  prevent  or  relieve  stomatitis 
in  the  acute  cases.  Psychotherapy  will  often  aid  the 
patient  and  the  patient’s  family  to  face  the  situation 
with  maximum  fortitude,  and  a frank  explanation 
may  save  the  family  much  needless  expenditure  on 
quacks  or  useless  therapy. 

(To  be  concluded) 

4.  Vide  1,  pp.  146-149. 
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ALLERGY  IN  INFANTS.  SIGNIFICANCE  OF 
FIRST  ALLERGIC  MANIFESTATIONS* 
Norman  W.  Clein,  M.D. 

SEATTLE,  WASH. 

While  eczema,  asthma  and  at  times  hay  fever 
in  infants  and  children  are  easily  recognized,  very 
little  attention  has  been  directed  to  the  early 
allergic  symptoms  which  are  not  so  striking.  These 
“handwritings  on  the  wall”  are  frequently  over- 
looked. The  diagnosis  of  allergic  disease  is  pos- 
sible in  early  infancy.  Schloss,* 1  Vaughan,2  Casparis3 
and  Piness4  have  called  attention  to  this. 

Is  it  possible  that  early  recognition  and  under- 
standing of  the  first  minor  allergic  manifestation 
may  prevent  or  lessen  the  tendency  to  develop 
major  allergic  symptoms  in  later  life?  It  is  reason- 
able to  assume  that,  if  the  infant  is  not  subjected 
to  small  or  frequent  allergic  insults  from  foods, 
contact  or  inhalation  factors,  he  may  minimize  or 
even  possibly  avoid  major  allergic  manifestations 
such  as  eczema,  asthma,  hay  fever,  perennial  ca- 
tarrhal rhinitis  and  certain  gastrointestinal  disease. 

This  series  of  200  cases  was  taken  from  private 
office  records,  100  records  of  infants  exhibiting 
allergic  symptoms  during  the  first  year  and  100 
without  them  being  studied  carefully.  All  infants 
were  examined  regularly  from  birth  to  four  or  five 
years  of  age.  The  sex  was  about  evenly  divided. 
These  cases  represent  a fair  cross-section  of  the 
average  pediatric  practice.  Since  the  onset  of  this 
study  more  than  five  years  ago,  approximately  1,000 
babies  have  been  observed.  The  conclusions  have 
been  the  same  as  those  reported  in  the  200  cases 
studied  in  this  analysis. 

The  feedings  in  the  bottle-fed  infants  consisted 
of  pasteurized  or  evaporated  milk,  water  and  sugar. 
Cereal  was  added  when  the  infant  weighed  13 
pounds,  vegetables  at  14  pounds,  and  fruits  at  15 
pounds,  regardless  of  age.  Egg  yolk  was  usually 
added  at  two  months  of  age.  Cod  liver  oil  or  vios- 
terol  was  given  at  one  month.  Beef  juice  and  meat 
were  included  at  the  sixth  month.  A baby  soft  diet 
was  given  when  the  infant  weighed  18  to  20  pounds. 
All  examinations  and  treatments  were  conducted 
by  the  author,  so  that  the  same  factors  are  com- 
mon to  all  infants  in  both  groups. 

The  family  history  is  highly  important  (table  1). 
Forty-two  per  cent  of  all  parents  in  these  two  hun- 

•Read at  the  Annual  Meeting  of  the  Association  for  the 
Study  of  Allergy,  San  Francisco,  Calif.,  June  II,  1938. 

1.  Schloss,  O.  M. : Case  of  Allergy  to  Common  Foods. 
Am.  J.  Dis.  Child.,  3:341-362,  June,  1912. 

2.  Casparis,  H. : Gastrointestinal  Allergy  in  Children. 
Ann.  Int.  Med.,  7:625-629,  Nov.,  1933. 

3.  Vaughn,  W.  T. : Minor  Allergy:  Its  Distribution,  Clin- 
ical Aspects  and  Significance.  J.  Allergy,  5:184-196,  Jan., 
1934. 

4.  Piness,  G. : Allergic  Manifestations  in  Infancy  and 
Childhood.  Arch.  Pediat.,  42:557-562,  Sept.,  1925. 


dred  cases  had  allergic  symptoms.  Seventy-one  per 
cent  of  the  parents  in  the  first  group,  father,  mother 
or  both,  gave  a history  of  some  form  of  allergy, 
about  twice  as  many  mothers  as  fathers.  This  was 
probably  due  to  the  fact  that  the  mother  usually 
was  the  source  of  information.  Twelve  per  cent  of 
the  parents  of  the  nonallergic  babies  had  positive 
allergic  histories. 

Parents  Other 

Father  Mother  Only  Children 


Allergic — 

100  cases 22  49  71  20 

Non-Allergic — 

100  cases _S  7 12  3 

Total — 

200  cases 27  56  83  (42%)  23 


Table  1.  Family  history  of  allergy.  This  does  not  include 
other  relatives. 

Infants  of  all  allergic  parents  do  not  necessarily 
manifest  symptoms  of  sensitization,  while  babies 
that  are  allergic  may  have  nonallergic  parents. 
Forty-nine  mothers  in  the  allergic  group  of  infants 
had  positive  histories  and  only  seven  per  cent  in 
the  other  group.  This  suggests  that  a baby  nurs- 
ing from  an  allergic  mother  has  approximately 
seven  times  as  much  chance  of  developing  early 
allergic  manifestations  as  one  nursing  from  a non- 
allergic mother.  Careful  questioning  of  the  parents 
will  reveal  undiagnosed  allergic  diseases,  such  as 
perennial  hay  fever  (chronic  catarrh  and  sinus 
trouble),  seasonal  hay  fever,  chronic  coughs,  mi- 
graine and  food  idiosyncrasies. 


aver. 

No.  of  Cases 1 mo.  1-2  2-3  3-6  6-12  mo. 

Allergic  28  17  13  7 5 2.2 

Nonallergic  24  18  _6  L3  L2  3.4 

Total— 200  cases 52  35  19  20  17  2.8 


Table  2.  Breast  milk  feeding,  age  groups,  months  nursed. 

Does  breast  milk  sensitize  an  infant  (table  2)? 
One  hundred  and  forty-three  mothers  nursed  their 
babies  (71.5  per  cent)  for  an  average  of  2.8  months. 
There  were  seventy  in  the  allergic  group  and  sev- 
enty-three in  the  other.  The  nonallergic  babies  were 
nursed  on  an  average  of  3.4  months  with  twenty- 
five  cases  over  three  months.  The  allergic  group 
nursed  an  average  of  2.2  months  with  only  twelve 
cases  lasting  more  than  three  months.  This  prob- 
ably resulted  from  the  numerous  upsets  that  the 
baby  suffered. 

Twenty-one  infants  developed  allergic  Symptoms 
while  receiving  breast  milk.  Some  of  these  were 
also  receiving  orange  juice.  When  this  was  discon- 
tinued, twelve  continued  to  have  symptoms.  By 
elimination  of  certain  foods  from  the  mother’s  diet 
it  was  possible  to  relieve  the  symptoms  in  all  but 
three  cases.  The  baby  can  be  sensitized  through 
breast  milk  as  illustrated  in  these  infants.  For  in- 
stance, one  baby  developed  a face  rash  whenever 
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the  mother  had  eaten  asparagus;  another  each  time 
the  mother  took  eggs. 

The  analysis  of  the  allergic  manifestations  re- 
veals several  very  interesting  facts.  Seventy-eight 
per  cent  of  this  group  showed  some  evidence  of 
allergic  phenomena  before  they  were  four  months 
old;  22  per  cent  had  symptoms  before  one  month, 
and  almost  half  of  the  group  before  two  months 
of  age;  91  per  cent  were  present  by  the  first  birth- 
day, and  all  of  the  total  number  by  two  years  of 
age  (table  3).  The  diagnosis  of  the  allergic  state 

Months -1  1-2  2-3  3-4  4-6  6-12  12-24  24  up  Total 

No.  Cases. .22  24  17  IS  7 6 7 2 100 

Percent  of 

Total 78  91  100 

Table  3.  Analysis  of  first  allergic  manifestations,  age 
(months  when  first  observed. 

can  definitely  be  established  very  early.  Recognition 
of  the  allergic  agent  is  often  simplified  in  the  first 
few  months  as  there  are  fewer  foods  to  consider. 
Since  the  infant  usually  spends  practically  all  of 
the  time  in  his  crib,  contact  and  inhalation  factors 
are  fewer  in  number  and  more  easily  discovered 
than  in  older  children. 

There  were  two  types  of  allergic  symptoms:  the 
early  minor  group,  and  the  major  diseases  which 
usually  occur  later.  The  first  and  minor  symptoms 
were  primarily  of  three  distinct  types  and  occurred 
usually  before  the  fourth  month: 


1.  Rash  (eczema)  85  cases 

2.  Vomiting  (pylorospasm)  24  cases 

3.  Gastrointestinal  distress,  which  includes  more 

or  less  persistent  colic,  gas,  diarrhea  and  con- 
stipation   16  cases 


One  or  several  symptoms  may  occur  in  the  same 
patient  at  the  same  time.  Occasionally  asthma, 
allergic  rhinitis  and  urticaria  developed  in  the  first 
few  months. 

ANALYSIS  OF  THE  RASH 

The  rash  occurred  in  eighty-five  infants.  It  was 
located  on  various  parts  of  the  body,  especially  the 
cheeks.  Of  the  infants  with  skin  lesions,  82  per 
cent  had  a face  rash  as  the  first  allergic  manifesta- 
tion. It  was  usually  characterized  by  fine  pin  point, 
pink  to  red  papules,  on  an  erythematous  base  which 
often  itched.  Weeping  and  crusting  would  frequently 
occur.  Seborrhea  of  the  eyebrows  and  scalp  was 
often  associated.  Itching  as  evidenced  by  scratch- 
ing, rubbing,  restlessness  and  irritability  is  fre- 
quently present.  Secondary  factors  such  as  physical 
irritation  produced  by  heat,  cold,  light,  wind, 
humidity  and  friction  may  aggravate  an  existing 
allergic  rash. 

All  face  rashes  in  infants  should  be  looked  upon 
with  suspicion,  especially  if  there  is  an  allergic 
family  history.  When  obtaining  the  history  of  an 


older  child  who  has  asthma  or  hay  fever,  the 
mother  will  recall  on  direct  questioning  that  the 
child  had  a face  rash  in  infancy.  This  often  had 
been  erroneously  diagnosed  as  a “teething”  or 
“heat”  rash  when  it  was  really  of  allergic  origin. 

The  body,  buttocks,  cubital,  popliteal,  neck  folds 
and  extremities  are  the  next  most  frequent  sites 
of  the  early  allergic  rash.  It  is  necessary  to  differ- 
entiate folliculitis  of  the  face  and  heat  dermatitis, 
both  of  which  are  fairly  common. 

Removal  of  the  offending  allergens,  such  as  cer- 
tain foods  or  inhalants,  contact  allergens,  such  as 
feather  pillows,  an  old  mattress,  wool  or  silk  covers 
or  fur  toys  was  usually  sufficient  to  gain  relief.  In 
about  10  per  cent  the  rash  persisted  until  twelve  to 
eighteen  months.  The  rash  was  present  for  a longer 
period,  when  the  onset  occurred  in  the  later  months. 
This  was  probably  due  to  the  increase  in  the  num- 
ber of  foods  and  contact  substances. 

VOMITING  OR  PYLOROSPASM 

This  occurred  in  twenty-four  cases,  usually  as- 
sociated with  an  allergic  rash  or  colic.  The  vomiting 
occurred  shortly  after,  during  or  frequently  between 
feedings,  varying  from  small  amounts  to  an  entire 
feeding.  The  chief  characteristic  is  that  it  is  per- 
sistent and  frequent,  often  lasting  until  the  infant 
walks.  Isolated  instances  of  vomiting  occur  com- 
monly. The  mother  states  that  the  baby  vomited 
every  time  he  was  fed  some  certain  food,  particu- 
larly egg. 

Constant  “spitting  up”  of  small  amounts  of  milk 
or  curds  is  the  most  common  type  of  pylorospasm. 
The  mothers  complain  of  “always  having  to  change 
the  babies  shirt”  on  account  of  the  frequent  emesis. 
Many  babies  have  definite  projectile  vomiting  simi- 
lar to  pyloric  stenosis.  Pyloric  waves  were  noted 
in  a few  cases. 

Most  cases  of  pyloric  stenosis  are  probably 
chronic  allergic  pylorospasm.  Since  there  has  been 
a better  understanding  of  the  allergic  nature  of 
vomiting  of  this  type  there  has  been  a tremendous 
drop  in  the  number  of  cases  operated  on  in  the 
past  ten  years.  This  can  be  verified  in  any  chil- 
dren’s hospital. 

The  allergic  vomiting  must  be  differentiated  from 
the  occasional  or  sporadic  attack  which  occurs  in 
overfeeding,  overhandling  or  during  illness. 

GASTROINTESTINAL  SYMPTOMS 

Colic,  caused  by  distension  produced  by  large 
amounts  of  gas,  is  most  distressing.  The  baby  with 
ordinary  colic  is  usually  hungry  and  is  immediately 
relieved  by  a stronger  formula  or  greater  quantities 
of  food.  The  allergic  colic  is  persistent,  regardless 
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of  the  above  changes  or  mild  sedatives.  It  is  only 
relieved  by  discontinuing  the  allergic  food.  Even 
holding  the  baby  gives  no  relief.  Milk,  orange,  to- 
mato juice  and  spinach  are  probably  the  most  fre- 
quent offenders.  Belching,  flatus  and  rumbling  are 
common  symptoms.  Diarrhea  or  constipation  are 
also  caused  by  different  allergens.  Avoiding  the 
causative  food  would  immediately  relieve  the  symp- 
toms. 

Vomiting  and  colic  frequently  occur  together  and 
often  precede  the  rash  as  the  earliest  allergic  mani- 
festations. These  symptoms  may  occur  separately  or 
in  combination.  Of  eight-five  babies  having  a rash, 
twenty-one  also  had  pylorospasm  or  gastrointestinal 
disturbances. 

A short  discussion  of  egg  allergy  will  be  consid- 
ered, inasmuch  as  the  largest  number  of  cases  show- 
ing early  allergic  symptoms  were  sensitive  to  egg 
yolk.  The  addition  of  egg  yolk  to  the  formula  in 
the  early  months  has  become  common  practice.  This 
was  usually  added  during  the  first  few  months.  A 
large  number  of  infants  had  a rash,  pylorospasm  or 
severe  colic  as  a result.  It  is  readily  apparent  that 
it  would  be  less  troublesome  to  exclude  egg  yolk 
entirely  until  the  infant  is  at  least  a year  old.  Abt 
made  this  statement  to  the  author  about  eighteen 
years  ago.  This  is  suggested  primarily  in  those 
infants  with  a positive  family  history  of  allergy  or 
in  whom  some  previous  allergic  symptom  has  been 
or  is  present. 

In  the  nonallergic  group,  85  per  cent  had  egg 
yolk  before  the  fourth  month  with  apparently  nor- 
mal digestion  and  utilization.  In  the  allergic  group, 
fifty-one  had  egg  yolk  addition  before  four  months 
of  age;  six  had  no  apparent  allergy  to  egg  yolk. 
Forty-five  infants  (90  per  cent)  exhibited  one  or 
more  symptoms  of  allergy;  thirty-three  had  a rash, 
seventeen  vomiting  (pylorospasm),  and  twelve  had 
marked  constipation,  abdominal  pain,  gas,  diarrhea 
or  refused  food.  Fifteen  of  twenty  infants,  who  re- 
acted positively  to  the  scratch  tests  for  egg,  had 
never  eaten  egg.  All  of  these  babies  were  from  al- 
lergic families  and  had  been  on  breast  milk  feedings 
for  at  least  one  to  two  weeks.  These  were  probably 
sensitized  to  egg  yolk  through  the  medium  of 
mother’s  milk.  The  other  five  babies  reacting  to  egg 
apparently  inherited  a sensitivity.  Three  infants 
had  received  egg  yolk  in  the  formula;  the  remain- 
ing two  never  had  egg. 

Multiple  sensitization  with  a variety  of  symptoms 
may  occur  in  the  same  patient.  One  baby  had  a face 
rash  from  milk,  gas  and  belching  from  apple,  con- 


stipation from  egg  and  vomiting  from  orange  juice. 
The  same  allergen  may  cause  different  symptoms  in 
different  patients. 

The  same  allergen  may  cause  different  allergic 
symptoms  at  different  ages  in  the  same  individual. 
Orange  juice  frequently  causes  gastrointestinal  up- 
sets in  the  first  few  months.  When  removed  from 
the  diet  the  symptoms  disappear.  When  added 
again  five  or  six  months  later,  it  may  cause  eczema 
instead  of  a gastrointestinal  upset. 

The  above  symptoms  were  labeled  “allergic”  be- 
cause they  disappeared  with  the  elimination  of  the 
offending  food  and  recurred  when  this  substance 
was  added  to  the  diet.  The  clinical  trial  verified 
the  diagnosis.  Although  the  symptoms  may  come  on 
immediately  after  the  ingestion  of  the  food,  there  is 
an  occasional  cumulative  effect  so  that  symptoms 
may  occur  a few  days  or  weeks  after  the  first  con- 
tact is  made. 

Asthma,  hay  fever  (seasonal  or  perennial)  and 
urticaria  were  not  uncommonly  associated  with  the 
early  allergic  symptoms  in  the  first  few  months.  In 
practically  all  of  the  older  children  with  hay  fever 
(seasonal  and  perennial),  asthma  or  frequent  allergic 
colds  and  persistent  coughs,  we  have  been  able  to 
obtain  a history  of  an  allergic  manifestation  in  in- 
fancy, either  eczema,  pylorospasm  or  gastrointesti- 
nal allergy. 

Many  puzzling  symptoms  in  babies  can  be  ex- 
plained on  an  allergic  basis.  Uticaria  and  angio- 
neurotic edema  are  not  infrequent.  The  solution 
to  a recent  severe  case  of  the  latter  was  removal  of 
a cotton  mattress  and  the  substitution  of  one  made 
of  kapok.  Frequent  “stuffy”  nose  colds  and  chronic 
coughs5  of  allergic  origin  are  common  occurrences 
the  first  few  years.  Certain  types  of  persistent  but- 
tock ulcers  can  be  relieved  by  allergic  treatment.  The 
so-called  “geographical  tongue”  is  pathognomonic 
of  the  allergic  state  either  present  or  impending. 
Carotinemia  occurs  practically  always  in  allergic 
babies.  Certain  types  of  pulmonary  edema  and  an 
occasional  case  of  purpura  are  seen.  One  infant 
had  convulsions  from  tomato,  which  recurred  on 
two  occasions  when  tomato  was  purposely  given 
the  baby. 

The  diagnosis  of  the  offending  agent  is  not  al- 
ways apparent  or  easy  to  determine.  Painstaking 
observation  of  the  family,  diet  and  environment 
are  important.  The  diagnosis  of  an  allergic  etiology 
is  based  on  the  following: 

5.  Clein,  N.  W. : Allergy  as  Cause  of  Frequent  Colds  and 
Chronic  Coughs  in  Children.  Northwest  Med.,  35:347-353, 
Sept.,  1936. 
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1.  The  family  history,  as  previously  mentioned. 

2.  Observation  of  the  infant,  his  home,  particu- 
larly his  bedroom,  contacts  with  animals,  smoke, 
toys,  clothes,  powder,  dust  and  plants  must  be 
studied. 

3.  Elimination  of  foods  is  important.  This  is 
fairly  simple  in  young  infants  as  the  number  of 
foods  in  the  diet  are  limited.  In  older  children  a 
food  diary  often  gives  valuable  information. 

4.  When  the  above  methods  have  failed  to  re- 
lieve the  patient,  tests  should  be  performed.  They 
should  include  foods,  epidermals,  miscellaneous  sub- 
stances such  as  orris  root,  cotton,  kapok,  pvrethrum, 
etc.  and  pollens.  Testing,  both  skin  and  intradermal, 
is  fairly  accurate  in  infants  and  gives  valuable  in- 
formation. Persistent  symptoms  require  repeated 
testing.  The  common  foods  such  as  egg,  wheat,  milk 
and  orange  juice  are  the  most  frequent  offenders. 
Feathers,  wool,  silk  and  powders  are  often  causa- 
tive factors. 

SUMMARY 

1.  A series  of  one  hundred  allergic  and  one  hun- 
dred nonallergic  infants  from  private  practice  were 
studied  from  birth  to  four  or  five  years  of  age.  The 
feedings,  examinations  and  observations  were  uni- 
form in  all  patients. 

2.  The  allergic  infants  had  71  per  cent  allergic 
parents;  the  nonallergic  had  12  per  cent. 

3.  In  the  allergic  infants,  78  per  cent  exhibited 
some  allergic  symptoms  before  four  months  of  age, 
91  per  cent  by  one  year,  and  100  per  cent  by  two 
years  of  age;  as  follows:  (a)  rash  (eczema)  in  85 
cases,  occurring  chiefly  on  the  face;  (b)  vomiting 
(pylorospasm),  24  cases;  (c)  colic  (abdominal 
pain,  gas,  or  diarrhea),  16  cases.  One  or  more  of 
these  symptoms  were  frequently  present  at  the  same 
time. 

4.  Egg  yolk  should  not  be  added  to  the  diet  of 
allergic  infants  too  early  as  many  are  sensitized 
through  mother’s  milk  or  inherit  the  sensitivity. 

5.  Diagnosis  by  family  history,  present  allergy, 
elimination  and  testing  is  often  necessary  for  a 
proper  solution. 

CONCLUSIONS 

As  a result  of  these  observations,  I believe  that 
the  significance  of  diagnosing  the  first  allergic  mani- 
festation in  infancy  is  primarily  that  of  recognizing 
the  presence  of  an  allergic  state.  Specific  attention 
to  the  diet  and  the  environmental  factors  during 
childhood  may  prove  to  be  important  prophylactic 
measures  in  preventing  or  minimizing  the  major 
allergic  diseases. 
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During  the  past  school  year  of  about  eight  and 
one-half  months,  we  became  interested  in  a small 
epidemic  of  pneumonia  that  exhibited  a rather  typi- 
cal course.  Our  report  is  based  on  thirty-six  cases, 
in  which  there  were  roentgen  and  physical  as  well 
as  clinical  evidence  of  involvement  of  lung  paren- 
chyma, a case  incidence  of  about  twelve  per  one 
thousand.  In  addition  to  the  cases  reported  there 
was  one  of  pneumococcic  pneumonia  (type  VII) 
that  was  quite  different  from  all  the  other  cases  and 
is  not  included  in  this  report. 

In  general,  our  cases  were  mild,  the  duration  of 
illness  and  of  clear-cut  physical  findings  short,  and 
the  laboratory  findings  rather  constant.  In  the 
voluminous  recent  literature  on  pneumonia  there  is 
very  little  to  be  found  that  parallels  our  observa- 
tions in  these  cases.  One  British  writer* 1  under  the 
term  “pneumonitis”  describes  a series  of  cases  simi- 
lar to  ours  but  we  are  unable  to  distinguish  clearly 
between  these  two  terms  and,  therefore,  prefer  to 
retain  the  older  term  of  pneumonia. 

In  the  scientific  exhibit  all  of  our  roentgenograms 
may  be  viewed  as  well  as  the  graphic  representation 
of  ten  of  our  cases  selected  as  a typical  cross-section 
of  the  epidemic.  However,  only  two  cases  will  be 
presented  here. 

With  thirty-six  cases  this  year,  we  had  only  four 
similar  cases  in  the  preceding  year.  At  Oregon  State 
College2  and  at  Stanford3  there  were  fifty-four  and 
fifty-two  cases,  or  about  the  same  case  incidence, 
with  strikingly  similar  observations,  and  on  in- 
quiry we  learn  that  similar  cases  have  not  been 
lacking  in  private  practice.  However,  in  a school  or 
army  post,  where  cases  are  reported  early  and  hos- 
pitalized throughout  their  entire  course,  an  unusual 
opportunity  is  presented  for  their  studyr. 

Of  three  recent  reports  one4  comes  from  an  army 
post  and  another5  from  a school  infirmary.  It  is,  of 
course,  possible  that  barracks  or  dormitory  life 

* From  Student  Health  Service,  University  of  Oregon. 

* Read  before  the  sixty-fourth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Mount  Hood  Timberline  Lodge.  Ore., 
Aug.  24-27,  1938. 

1.  Gill,  A.  M. : Pneumonitis,  Brit.  M.  J.  1:504-507,  March 
5,  1938. 

2.  Reynolds.  D.  C. : Oregon  State  College,  Personal  Com- 
munication. 

3.  Shepherd,  C.  E. : Stanford  University,  Personal  Com- 
munication. 

4.  Allen,  W.  H. : Acute  Pneumonitis,  Ann.  Int.  Med.  10: 
441-446,  Oct.,  1936. 

5.  Gallagher.  .7.  R. : Bronchopneumonia  in  Adolescence, 
Yale  J.  Biol,  & Med.  7:23-40,  Oct.,  1934. 
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favors  the  spread  of  this  disease  but  it  is  our 
opinion  that  it  is  not  as  rare  in  private  practice 
as  reports  in  the  literature  would  seem  to  indicate. 
It  is  interesting  that  two  of  our  cases  were  seen 
but  not  diagnosed  by  other  physicians,  probably  be- 
cause they  were  not  seen  over  a long  enough  time. 

From  the  thirty-six  cases  sputum  was  typed  and 
cultured  in  fourteen;  in  one  case  sputum  was  typed 
and  not  cultured  and  in  eleven  cultures  only  were 
made.  In  our  laboratory  eleven  cases  were  cultured, 
in  all  of  which  streptococci  not  further  identified 
were  found.  In  eleven  cases  typed  and  cultured  in 
the  laboratory  of  Dr.  Emil  Furrer,  streptococci 
were  reported  in  all,  hemolyticus  alone  in  one  case, 
viridans  only  in  four  and  both  in  six  cases.  Certainly 
our  cases  are  entirely  different  from  those  reported 
by  Sharp1’'  as  due  to  streptococcus  hemolyticus  or 
from  a case  we  had  a few  years  previously  which 
came  to  autopsy  and  gave  pure  cultures  of  strep- 
tococcus hemolyticus  from  the  lungs  and  heart 
valves. 

It  is  generally  recognized  that  streptococcus  hem- 
olyticus causes  a serious  type  of  pneumonia  with 
frequent  complications,  especially  empyema  and  a 
high  mortality.  At  Stanford  and  Oregon  State  Col- 
lege the  infections  were  reported  as  “mixed.”  On 
the  other  hand,  Allen4  assumes,  in  the  absence  of 
typing  or  cultures,  that  his  cases  were  due  to  “a 
filtrable  virus”  with  a secondary  invasion  by  the 
ordinary  bronchial  tract  organisms. 

Unfortunately  our  bacteriologic  work  was  not 
comprehensive  enough  for  conclusions  to  be  drawm. 
Both  culturing  and  typing  were  done  in  a recog- 
nized laboratory.  But  typing  was  not  done  for  all 
recognized  strains  of  pneumococci  (typing  was 
done  for  I,  II,  III,  IV,  V,  VI,  VII,  VIII,  IX,  XII, 
XIV,  XV,  XVII)  and  the  streptococcus  viridans 
was  identified  solely  from  a blood  agar  plate.  As 
no  further  attempt  was  made  to  distinguish  it  from 
the  pneumococcus,  we  cannot  be  sure  of  the  iden- 
tity of  our  so-called  streptococcus  viridans. 

While  the  clinical  picture  suggests  an  infection  of 
low  virulence,6 7  it  is  recognized  that  pneumococci  as 
well  as  nonhemolytic  streptococci  may  produce  what 
is  sometimes  called  atypical  pneumonia,  and  it  is 
well  known  that  there  is  a wide  variation  in  the 
severity  of  disease  produced  by  pneumococci  of 
different  types.  Perhaps  we  may  say  this  much: 
if  these  cases  were  caused  by  streptococci,  prob- 
ably those  involved  were  nonhemolytic;  if  they 
were  caused  by  pneumococci,  they  were  caused  by 
one  of  the  higher  types.  We  hope  to  investigate  this 


question  more  carefully,  for  it  is  generally  recog- 
nized that  prognosis  is  determined  more  by  the  or- 
ganism than  by  the  extent  of  the  lung  involved. 

ROENTGENOLOGY 

It  is  difficult  to  generalize  on  the  character  of 
the  lesion  demonstrated  in  the  roentgenograms 
made  of  the  thirty-five  cases  here  studied.  This 
much  can  be  said,  that  the  infiltration  was  classi- 
fied as  dense  in  only  seven,  and  of  these  only  one 
showed  involvement  of  an  entire  lobe.  As  the  pa- 
tients were  not  all  radiographed  at  the  height  of 
illness,  this  figure  may  be  smaller  than  it  should 
be.  There  is  clinical  evidence  that  would  indicate 
this  was  probably  true  of  at  least  three  cases.  The 
remaining  twenty-eight  showed  an  infiltration  con- 
sisting of  soft  spots  which  were  classified  as  scat- 
tered in  half  and  moderately  dense  in  the  remain- 
ing half. 

Of  the  entire  series,  twenty-five  showed  a single 
lobe  involvement,  and  of  these  the  lesion  was  con- 
fined to  the  right  side  in  sixteen  cases.  The  infil- 
tration involved  the  bases  in  twenty-eight  and  of 
these  it  was  confined  to  the  bases  in  twenty-five 
cases. 

As  suggested  by  the  title  of  this  paper,  mildness 
of  symptoms  characterized  our  cases  as  well  as 
those  at  Oregon  State  College  and  Stanford.  Malaise 
was  sometimes  slight  and  rarely  very  severe.  A 
characteristic  tight  paroxysmal  cough  sometimes 
led  to  a suspicion  of  the  diagnosis  before  either 
physical  signs  or  roentgenologic  changes  could  be 
detected.  Usually  there  was  produced  a scanty  or 
moderate  amount  of  sputum  often  only  after  three 
or  four  days  of  illness,  and  on  a few  occasions  no 
sputum  could  be  obtained.  In  no  cases  was  there 
blood-tinged  sputum,  though  Gill  of  Great  Britain 
reports  this  symptom. 

Prior  rhinitis  or  sore  throat  occurred  in  five  pa- 
tients. The  maximum  respiratory  rate  averaged  23. 
Loss  of  appetite  was  common,  but  some  of  our 
patients  desired  and  received  a full  general  diet. 
Nausea  and  vomiting  occurred  in  four  cases,  severe 
abdominal  distention  once.  There  were  no  genito- 
urinary symptoms.  The  average  maximum  fever 
was  102.2°,  the  average  duration  of  fever  was  seven 
days  and  of  hospitalization  about  twice  this  time. 
One  case  developed  pleurisy  that  cleared  spontane- 
ously and  there  were  three  cases  of  simple  otitis 
media,  all  of  which  cleared  without  rupture  or 
paracentesis. 

6.  Sharp,  A. : Streptococcus  Hemolyticus  Pneumonia, 

Rhode  Island  M.  J.  13:23-29,  Feb.,  1930. 

7.  Boyd.  W. : Pathology  of  Internal  Diseases,  pp.  135- 
169,  Lea  & Febiger,  Philadelphia,  1935. 
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Physical  signs  of  some  degree  of  consolidation 
could  usually  be  elicited.  Allen  states  that  physi- 
cal signs  “were  conspicuous  by  their  absence”  and 
reports  rales  in  72  per  cent  of  his  cases  and  im- 
paired resonance  in  6 per  cent.  However,  we  found 
impaired  resonance  and  suppression  of  breath  tones 
in  27  per  cent  of  our  cases.  Rales  in  our  series  were 
always  found,  but  often  manifested  themselves 
rather  late,  frequently  only  after  the  patient  be- 
gan to  feel  better  and  fever  had  begun  to  subside. 
This  is  an  important  observation,  for,  unless  these 
cases  are  examined  carefully  frequently  and  over 
a considerable  period  of  time,  the  diagnosis  may 
easily  be  missed. 

With  Allen  and  Shepherd  we  found  leukocyte 
counts  that  were  usually  little  if  at  all  elevated 
(10,400  average),  a definite  shift  to  the  left  in  the 
differential  count  and  a considerable  acceleration 
of  sedimentation  rate.  The  curve  of  these  blood 
changes  was  of  considerable  help  in  the  manage- 
ment of  these  cases,  for  usually  both  the  differen- 
tial count  and  the  sedimentation  rate  began  to  re- 
turn to  normal  as  improvement  became  marked. 

Treatment  was  symptomatic  except  for  the  ex- 
hibition of  sulfanilamide.  However,  we  reached  no 
conclusion  concerning  the  value  of  this  drug.  In 
one  case  intravenous  fluids,  blood  transfusion  and 
oxygen  were  used.  Codiene  was  the  drug  of  choice 
to  control  cough. 

CASE  REPORTS 

Case  34.  White  male,  24  years  of  age,  presented  himself 
at  the  outpatient  department  complaining  of  backache,  sore 
throat,  running  nose,  cough,  pain  in  chest  on  deep  breath- 
ing and  loss  of  appetite  for  the  past  two  days. 

Physical  examination.  Fever  101.0°,  pulse  100,  respiration 
20,  slight  redness  of  throat  and  nose,  otherwise  negative. 
The  patient  was  admitted  to  the  University  Hospital.  Dur- 
ing the  next  four  days  there  was  persistent  headache,  pro- 
fuse perspiration  and  cough  with  a small  amount  of  muco- 
purulent sputum. 

Repeated  examinations  of  the  chest  were  negative  until 
suppression  of  breath  tones  at  the  right  base  was  noted  on 
the  fifth  day.  Diagnosis  of  bronchopneumonia  was  con- 
firmed by  roentgenogram.  Impairment  was  noted  on  the 
sixth  and  bronchial  breathing  on  the  seventh.  Rales  were 
not  noted  until  the  eighth  day,  when  abundant  medium 
moist  rales  were  heard  at  the  right  base.  Malaise  and  cough 
gradually  improved.  The  maximum  temperature  of  103° 
was  reached  on  the  fifth  and  sixth  days.  Temperature  sub- 
sided by  lysis  and  remained  normal  after  the  twelfth  day. 
The  maximum  pulse  was  108.  Respirations  varied  from 
18  to  22.  The  patient  was  discharged  on  the  sixteenth  day. 

Roentgen  Findings.  The  roentgenogram  of  the  chest  taken 
on  the  fifth  day  was  read  as  follows:  There  is  an  increased 
density  at  the  right  base  in  the  medial  one-half  of  eighth 
and  ninth  posterior  interspaces.  The  density  is  soft  in 
character  and  fades  into  the  periphery.  There  are  a few 
light  spots  on  the  left  next  to  the  cardiac  border  in  the 
seventh  to  ninth  posterior  interspaces.  In  the  roentgeno- 
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gram  taken  on  the  sixteenth  day  only  increased  markings 
at  both  bases  were  noted. 

Laboratory.  On  admission  total  white  count  and  sedi- 
mentation were  normal,  with  staff  count  of  19  per  cent. 
Three  days.later  the  staffs  had  increased  to  34  and  the  sedi- 
mentation was  S3,  but  the  staffs  had  decreased  to  11.  The 
total  white  count  varied  between  8,000  to  10,000.  Sputum 
examination  was  made  on  fifth  day.  No  types  I,  II,  III,  IV, 
V,  VI,  VII,  VIII,  IX,  XII,  XIV,  XV,  XVII  were  reported 
by  Dr.  Furrer.  Sputum  culture-streptococci  not  further 
identified. 

Case  14.  White  male,  31  years  of  age,  was  admitted  to 
University  Hospital  complaining  of  tightness  and  pain  in 
the  chest,  cough  and  general  malaise.  The  patient  did  not 
look  particularly  ill.  He  had  a fever  of  100°,  pulse  of  84, 
respiration  of  20.  Medium  moist  rales  were  heard  at  the 
right  base.  Cough  persisted  with  a small  amount  of  muco- 
purulent sputum. 

A diagnosis  of  bronchopneumonia  was  confirmed  by 
roentgenogram  on  the  fourth  day.  The  patient  had  no 
complaints  and  did  not  appear  ill  after  the  fifth  day.  The 
maximum  temperature  of  100°  occurred  on  the  first  day. 
Temperature  subsided  by  lysis  and  was  normal  after  the 
fifth  day.  The  maximum  pulse  was  84,  respirations  varied 
between  18  and  20.  The  patient  was  discharged  on  the 
thirteenth  day  in  good  condition. 

Roentgenogram  Findings.  The  roentgenogram  of  the 
chest  taken  on  the  fourth  day  of  illness  was  read  as  fol- 
lows: There  is  a definite  density  at  the  right  base  in  the 
ninth  and  tenth  posterior  interspaces.  This  density  is  soft 
and  irregular  in  character.  There  is  also  a wedge-shaped 
homogeneous  density  obscuring  the  costophrenic  angle.  The 
roentgenogram  made  on  the  twelfth  day  of  illness  showed 
only  increased  markings  at  the  right  base. 

Laboratory.  The  white  blood  counts  taken  on  the  third, 
eighth  and  eleventh  days  varied  from  11,600  to  12,000. 
The  staff  counts  were  17,  9 and  8 respectively  and  the  one 
hour  readings  of  the  sedimentation  rate  30,  40,  30. 

Sputum.  No  types,  culture  revealed  streptococcus  viridans 
and  hemolyticus. 

SUMMARY 

1.  Thirty-five  cases  of  bronchopneumonia,  a case 
incidence  of  twelve  per  thousand,  are  presented.  In 
contrast  there  was  only  one  case  (0.4  per  1000) 
of  pneumococcic  pneumonia  in  this  group. 

2.  From  three  institutions  141  similar  cases  are 
reported  and  two  cases  of  pneumococcic  pneumonia 
during  the  past  year. 

3.  Streptococci  were  present  in  the  twenty-two 
cases  cultured. 

4.  In  all  of  our  cases  there  is  roentgenologic  evi- 
dence of  lung  involvement. 

5.  Unless  these  cases  are  examined  frequently 
and  over  a considerable  period  of  time,  the  physical 
signs  of  parenchymal  involvement  may  be  missed. 

6.  Most  of  the  cases  were  mild,  with  an  average 
fever  duration  of  seven  days  and  complications 
were  rare. 

7.  The  total  white  blood  count  averaged  10,400; 
there  was  a definite  acceleration  of  sedimentation 
and  a shift  to  the  left  in  the  differential  count. 
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PREVENTION  OF  RECURRING  HERPES* 
E.  V.  Ullmann,  M.D. 

PORTLAND,  ORE. 

In  reporting  observations  on  a small  series  of 
recurrent  herpetic  lesions  I am  struck,  first,  by  the 
question  how  is  it  to  be  explained  that  the  large 
literature  and  extensive  research  on  the  problem 
of  herpes  and  related  diseases  is  not  more  widely 
known  among  the  practicing  profession.  I believe 
the  answer  can  be  found  in  the  two  following  facts: 
first,  that  the  practitioner  is  rarely  consulted  be- 
cause of  a herpes,  this  being  a transient  annoyance 
without  grave  consequences;  and,  second,  because 
the  vast  research  on  the  problem  has  so  far  not  re- 
sulted in  any  therapeutic  remedy  which  could  be 
commercialized,  and  so  the  whole  problem  has  re- 
mained within  the  covers  of  books  and  behind  the 
walls  of  laboratories. 

Nevertheless,  the  problem  of  herpes  is  one  of  the 
most  astounding  in  the  field  of  biologic  reactions. 
Before  I turn  to  my  immediate  observations  I would 
like  to  give  a brief  survey  about  what  we  know  on 
the  subject.  The  stimulus  to  the  whole  herpetic  re- 
search was  given  by  the  since  famous  experiment 
of  Grueter,  an  ophthalmologist  in  Budapest,  dur- 
ing the  war.  He  succeeded  in  producing  a keratitis 
dendritica  in  rabbits  after  inoculating  the  rabbit’s 
cornea  with  a smear  from  a human  case  of  herpes 
corneae.  Herpes  corneae  is  bacteriologically  sterile. 
It  produces  ulcerations  on  the  human  cornea  which, 
because  of  their  ramified  appearance,  are  often 
called  dendritic  keratitis.  Grueter’s  experimental 
keratitis  on  rabbits  showed  the  same  dendritic 
forms  as  the  human  keratitis,  was  bacteriologically 
sterile  and  could  be  transferred  from  animal  to 
animal  with  the  greatest  ease.  Soon  after  his  work 
became  known  an  extensive  research  set  in  on 
febrile  herpes  which  resulted  in  the  fact  that  the 
contents  of  herpetic  vesicles,  whenever  inoculated 
in  a rabbit’s  cornea,  produce  there  invariably  a 
dendritic  keratitis. 

Grueter’s  experiments  were  published  around  the 
time  when  the  great  epidemic  of  lethargic  encepha- 
litis raged  throughout  the  world  between  1919  and 
1921.  Influenced  by  the  researches  in  this  line, 
some  investigators  inoculated  the  contents  of  her- 
petic vesicles  as  well  as  diseased  corneal  tissues 
into  the  brains  of  rabbits  and  produced  in  these 
animals  a disease  with  all  the  clinical  manifestations 
of  encephalitis.  This  cerebral  disease  again  could 
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♦ Read  before  the  Sixty-fourth- Annual  '.Meeting  of  Ore-' 
gon  State  Medical  Society,  Mcuot  Hood  Timberline  Lodge, 
Government  Camp,  Oie. 
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be  transferred  in  passages  endlessly  from  animal  to 
animal,  always  producing  the  same  symptoms. 

In  1921  Lipschutz  reported  a series  of  experi- 
ments, in  which  he  succeeded  in  transferring  febrile 
herpes  and  a year  later  herpes  zoster  from  the  skin 
of  man  to  the  skin  of  man.  Soon  thereafter  reports 
came  out  about  the  transferability  of  chickenpox 
and  a little  later  of  herpes  genitalis  from  the  skin 
of  man  to  the  skin  of  man.  All  these  diseases 
proved  to  be  transmissible  to  the  rabbit’s  cornea 
as  well  as  to  the  rabbit’s  brain  and  could  be  car- 
ried on  in  passages  from  animal  to  animal.  All 
manifestations  of  the  disease  were  bacteriologically 
negative  but  proved  later  on  to  carry  a filtrable 
virus. 

The  next  question  of  interest  was  that  of  im- 
munity. In  man  there  is  apparently  no  immunity 
for  herpes  in  any  of  its  forms,  whereas  the  experi- 
mental herpetic  lesions  on  the  rabbit  cornea  proved 
to  render  the  cornea  immune  against  reinfection 
with  the  same  virus.  This  means  that  a rabbit 
cornea,  infected  with  the  virus  of  herpes  febrilis, 
becomes  immune  against  a reinfection,  while  a rein- 
fection of  the  same  cornea  with,  let  us  say,  herpes 
zoster  virus  would  again  produce  a keratitis. 

The  sensibility  of  the  rabbit  cornea  against  dif- 
ferent types  of  herpes  virus  was  shown  to  be  so  deli- 
cate that  it  need  not  even  be  the  virus  of  a different 
form  of  herpes  to  produce  a reinfection.  It  was 
sufficient,  if  the  virus  came  from  another  laboratory. 
So  it  was  discovered  that  the  virus  used  in  the  Pas- 
teur Institute  of  Paris  produces  an  infection  on 
corneas  that  had  previously  been  infected  and  ren- 
dered immune  with  and  against  a herpes  virus  from 
the  Institute  in  Vienna.  I mention  this  because  the 
reader  on  the  subject  will  soon  meet  with  virus  one, 
two  or  three,  or  virus  Paris,  Rockefeller  Institute 
or  Vienna,  which  denotes  no  more  than  herpes  vir- 
uses from  different  laboratories,  a different  herpes 
case  or  a different  strain  of  animals. 

In  the  course  of  this  research  we  also  learned  that 
the  epithelial  tegument  of  all  herpetic  blisters  on 
the  skin,  as  well  as  those  of  the  cornea  in  man  and 
animal,  showed  certain  characteristics.  These  had 
the  appearance  of  granulated  bodies  within  the 
nuclei  of  the  epithelial  cells  which  are  easily  dis- 
cernible with  the  staining  methods  of  Giemsa  and 
Pappenheim.  Because  of  the  fact  that  all  these 
bodies  are  included  in  the  vacuolized  nuclei,  they 
were  called  inclusion  bodies  and  since  are  regarded 
as  the  characteristic  histologic  element  in  all  herpe- 
tic lesions. 

It  soon  became  apparent  that  these  bodies  show 
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a striking  resemblance  to  Guarnieri’s  bodies  in 
smallpox,  differing  from  them  only  in  this,  that  they 
are  located  in  the  nuclei,  while  Guarnieri’s  bodies 
appear  in  the  protoplasm  of  the  cell.  Morphologi- 
cally and  in  their  staining  qualities,  though,  both 
inclusions  are  alike. 

Further  research  and  comparative  studies  have 
led  to  the  general  acceptance  that  all  diseases  which 
showed  inclusion  bodies  either  in  the  nuclei  like 
the  herpes  group,  or  in  the  protoplasm  like  small- 
pox or  in  the  protoplasm  as  well  as  in  the  nuclei 
like  the  group  of  warts,  must  be  counted  among 
the  diseases  caused  by  filtrable  viruses.  Moreover, 
the  concensus  of  opinion  has  accepted  the  point 
of  view  that  the  inclusion  bodies  are  the  outstanding 
morphologic  characteristics  of  the  large  group  of 
diseases  which  are  caused  by  a filtrable  virus. 

The  question  whether  the  inclusion  bodies  rep- 
resent some  form  of  development  in  the  life  of  the 
virus  itself  or  are  but  reactionary  products  of  the 
cell  against  the  virus  was  debated  for  many  years 
but  seems  to  be  settled  now  in  favor  of  the  latter. 
Recent  reports  from  Washington  University  in  St. 
Louis  and  the  Rockefeller  Institute  in  New  York 
bring  news  of  the  work  of  Beams,  Weed  and  Pickels 
who  are  approaching  the  problem  with  specially 
built  ultramicroscopes  and  ultracentrifuges  in  the 
hope  of  throwing  more  light  upon  the  still  mysteri- 
ous nature  of  these  bodies. 

In  order  to  demonstrate  the  wide  range  of  dis- 
ease which  this  research  includes,  I have  made  this 
table  which  shows  the  many  diseases  that  fall  under 
the  group  characterized  by  inclusion  bodies  and 
caused  most  likely  by  a filtrable  virus  (table  1). 


IN  MAN 

Appearance 
of  Lesion 

Disease 

Variola  (smallpox) 
Varicella  (chickenpox) 
Vaccine  and  paravaccine 
Herpes  febrilis 
Herpes  genitalis 
Herpes  zoster 

Author 
Guarnieri 
Bose  and  Borrel 
Lipschutz 
Grueter 
Unna 

Goodpasture  and 

Vesiculated 

Teague 

Herpes  cornea 
Herpes  laryngis 

Grueter 

Molluscum  contagiosum 

Henderson  and 

Patterson 

Myringitis  bullosa 

Ullmann 

Verruga-peruviana 

Rocha-Lima 

Wart-like 

Condyloma  acuminatum 

Waelsch 

Verruca  vulgaris 

Lipschutz 

Larynx  Papilloma 

Ullmann 

Follicular 

Trachoma 

Prowacek 

Lyssa  (rabies) 

Negri 

Epidemic  encephalitis 

Economo 

Neurogenic 

Sciatica 

Goodpasture  and 
Teague 

Facial  neuralgia 
Neuritis 

IN  ANIMALS 


Chicken  plague 

Schiffmann 

Carp  pox 

Joest 

Jaundice  of  silk  worms 
(in  caterpillars) 

Bolle 

Myxomatosis  of  rabbits 

Beaurepaire 

Hoof  and  mouth  disease 
Distemper  in  dogs 
Myeloencephalitis  epidem. 
in  horses 

Boma 

IN  PLANTS 

Rosette  and  mosaic  disease 
in  wheat 

McKinney 

Table  1 

A special  place  within  the  range  of  this  problem 
must  be  given  the  work  of  Goodpasture  and  Teague 
of  the  Singer  Memorial  Medical  Research  Labora- 
tory in  Pittsburgh,  Pennsylvania.  These  authors  in 
their  experimental  work  showed  that  there  are  cer- 
tain herpetic  viruses  which,  after  being  inoculated 
in  the  cornea  of  the  rabbit,  pass  along  sensory  fibers 
of  the  fifth  cranial  nerve  and  produce  local  and 
unilateral  lesions  in  the  pons  and  medulla  of  the 
same  side,  corresponding  to  the  distribution  of  the 
sensory  fibers  of  this  nerve.  The  same  authors  car- 
ried out  experiments  in  which  they  recovered  the 
herpetic  virus  from  within  spinal  ganglia  and  the 
gasserian  ganglion,  and  produced  with  the  filtrate 
of  those  ganglia  a characteristic  herpetic  keratitis. 

These  experiments  are  of  interest  because  they 
admit  of  the  speculation  as  to  whether  there  are  not 
certain  forms  of  neuralgias  (facial,  sciatic  and  in- 
tercostal) that  are  caused  by  a herpetic  virus  which 
in  such  cases  might  intrude  the  skin  or  mucous 
membrane  without  leading  to  a herpetic  lesion  of 
the  skin,  pass  along  sensory  fibers  to  the  ganglia, 
infect  them  and  thus  give  cause  for  lasting  pain. 
For  the  possibility  of  such  a process  we  have  the 
precedence  of  tetanus,  in  which  the  smallest  skin 
lesion  allows  the  tetanus  bacillus  to  migrate  and 
reach  the  central  nervous  system.  To  which  extent 
these  thoughts  and  experiments  will  be  useful  in 
the  sphere  of  neuropathology  and  neurosurgery  is 
a matter  of  conjecture.  I am  mentioning  them 
here  only  to  show  the  wide  range  which  the  re- 
search of  herpetic  investigations  opens. 

After  these  preliminaries  let  me  make  a few  re- 
marks about  the  clinical  aspect  of  herpes.  Looking 
through  the  scanty  literature,  I found  that  herpes 
febrilis  and  genitalis  are  usually  taken  as  identical 
skin  lesions  which  differ  only  as  to  their  sites.  Yet 
the  few  cases  I had  occasion  to  observe  and  a few7 
remarks  I found  made  on  this  subject  by  Besnier 
and  Lipschutz  permit  me  to  regard  recurrent  herpes 
febrilis  and  herpes  genitalis  as  two  different  entities 
within  the  whole  group  of  herpetic  lesions.  I think 
we  can  formulate  the  'difference  as  follows: 
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1.  Herpes  febrilis  may  occur  in  every  age.  Herpes 
genitalis  is  exclusively  a disease  of  the  sex-active 
period  of  life;  it  occurs  mostly  after  sexual  inter- 
course and  is  missed  in  old  age  when  abstinence 
is  exercised.  Most  dermatologists  look  upon  herpes 
genitalis  as  a coital  disease,  whereby  the  once  in- 
fected individual  may  become  a germ  carrier.  Of 
course,  in  rare  instances  it  might  happen  that  dur- 
ing general  malaise  a herpes  febrilis  is  found  on 
the  genitals  and  even  on  the  genitals  of  children, 
but  in  these  rare  instances  the  skin  manifestations 
will  lack  certain  characteristics  that  must  be  as- 
cribed to  the  herpes  genitalis  proper.  There  has 
never  been  a case  of  recurring  herpes  genitalis  re- 
ported in  a child  or  intact  virgin.  Besnier  makes 
the  remark  that  genital  herpes  is  more  rarely  found 
in  normal  married  life  and  more  often  after  “rela- 
tions avec  une  femme  nouvelle.” 

2.  Herpes  genitalis  is  accompanied  by  neuralgic 
pain  along  the  nerve  distributions  of  this  region  and 
the  formation  of  a mild  lymphadenitis  at  a stage 
when  the  blisters  are  not  yet  ruptured  and  no  signs 
of  a secondray  infection  are  present.  This  stands 
in  definite  contrast  to  the  febrile  herpes  which  is 
never  accompanied  by  neuralgia  nor  by  swelling  of 
lymph  glands  as  long  as  secondary  infection  is  ab- 
sent. 

3.  The  most  remarkable  difference,  though,  is  to 
be  found  in  the  experimental  transmission  from 
human  skin  to  human  skin.  When  febrilis  is  inocu- 
lated from  man  to  man  it  produces  herpetic  lesions 
on  exactly  the  spot  on  which  it  had  been  inoculated, 
whereas,  if  herpes  genitalis  is  inoculated  from  man 
to  man  it  does  not  develop  the  lesions  in  the  exact 
place  of  its  inoculation  but  appears  after  the  incu- 
bation period  at  a point  somewhat  distant  from  it 
as  if  it  had  wandered  along  a certain  path.  This 
most  interesting  phenomenon  caused  Lipschutz  to 
group  herpes  genitalis  somewhere  in  between  herpes 
febrilis  and  herpes  zoster.  This  behavior  during 
the  experimental  inoculation  is  the  more  arresting, 
if  one  watches  a genuine  recurring  herpes  genitalis 
closely  as  to  its  location,  namely,  one  will  find  that 
the  first  attack  heals  with  slight  pigmentation  and 
the  spot  of  the  next  recurrence  is  located  a little 
distance  away  from  its  previous  seat.  It  seems  that 
herpes  genitalis  is  a diminutive  form  of  herpes  zos- 
ter, somehow  connected  with  the  period  of  sex- 
active  life. 

One  more  word  about  herpetic  laryngitis.  This, 
too,  belongs  in  the  group  of  herpes  which  are  ac- 
companied by  pain  and  lymphadenitis.  There  are  no 


experiments  known  to  have  been  carried  out  be- 
cause it  is  almost  impossible  to  secure  the  contents 
of  herpetic  vesicles  from  the  larynx  in  a sterile  way. 
The  lesions  in  most  cases  are  located  on  the  epi- 
glottis, cause  severe  pain  in  swallowing  which  quite 
frequently  radiates  toward  one  or  both  ears.  If  it 
were  not  for  the  presence  of  some  swollen  glands 
around  one  or  both  sides  of  the  neck,  the  behavior 
of  the  patient  during  swallowing  could  easily  mis- 
lead one  into  the  quick  diagnosis  of  tuberculous 
laryngitis.  The  three  cases  of  herpetic  laryngitis 
that  I have  observed  in  my  practice  were  all  of  a 
recurrent  nature  which  coincides  with  reports  by 
other  authors.  Now  let  us  turn  to  my  own  observa- 
tions. 

Case  1.  A twenty-five  year  old  married  woman  presented 
herself  because  of  large  herpes  on  her  upper  lip  with  a 
large  secondary  infection  at  the  entrance  of  her  nose.  She 
had  suffered  off  and  on  for  the  past  three  years  from 
herpes,  once  on  her  lips  and  then  on  her  genitals.  While 
it  occurred  occasionally  shortly  before  her  menstruation, 
she  could  not  be  sure  whether  to  connect  it  with  her 
period,  remembering  distinctly  once  when  she  suffered 
from  it  without  menstruating.  Furthermore,  she  had  one 
eruption  on  her  genitals  in  the  fourth  month  of  pregnancy. 
She  advised  me  to  take  out  her  tonsils  in  the  firm  convic- 
tion that  they  were  the  cause,  and  was  so  insistent  about 
this  that  after  a few  weeks  I removed  her  tonsils. 

Two  months  later  she  had  another  herpes  on  her  lip.  By 
the  end  of  the  school  year  she  consulted  me  about  being 
vaccinated  before  going  to  the  Orient.  I vaccinated  her 
against  typhoid  and  smallpox  and  both  produced  a positive 
reaction.  She  had  been  vaccinated  for  smallpox  twenty- 
three  years  before.  For  the  past  five  years  she  has  been 
free  of  herpes. 

Case  2.  A thirty-two  year  old  woman  suffered  from  re- 
peated herpes  of  the  larynx.  Since  her  sixteenth  year  she 
was  subject  to  herpes  of  her  lips  and  since  her  marriage 
to  recurring  herpes  genitalis.  The  latter  ones  were  usually 
connected  with  pain  on  the  inner  side  of  the  thigh  which 
persisted  for  some  time  after  the  herpetic  eruptions  were 
gone.  At  the  time  of  my  last  call  she  told  me  of  taking 
her  children  to  the  doctor  to  be  vaccinated  because  of  a 
smallpox  epidemic  in  her  town.  I advised  her  to  be  vac- 
cinated too.  She  has  never  had  a recurrence  of  herpes 
since. 

Case  3.  A twenty-four  year  old  student  presented  himself 
with  painful  herpetic  eruptions  on  the  upper  eye  lid.  He 
gave  a history  of  recurring  eruptions  of  herpetic  vesicles 
on  the  glands  of  his  penis  which  usually  caused  sharp  pain 
radiating  toward  the  scrotum  and  the  right  side  of  his 
thigh. 

While  listening  to  his  story  I suddenly  remembered  to 
have  read  in  the  question  and  answer  column  of  The 
A.M.A.  Journal  this  query:  “What  would  you  advise  for 
a patient  who  suffers  from  unduly  often  recurring  herpes 
on  her  lips,”  to  which  the  answer  was:  “vaccinate  against 
smallpox.”  During  the  preparation  of  this  paper  I looked 
through  some  five  years  of  A.M.A.  Journal  without  being 
able  to  find  this  reference  and  do  not  know  to  this  day 
whether  I actually  had  read  or  just  imagined  it.  I vacci- 
nated the  patient  who  had  a strong  reaction  for  an  adult 
who  had  been  vaccinated  as  a child.  For  the  three  re- 
maining years  of  his  life  (he  was  killed  in  an  accident)  he 
stayed  free  of  herpes. 
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Case  4.  A forty  year  old  woman,  wife  of  physician.  For 
the  past  five  years  recurring  herpetic  eruptions  on  her  lips, 
alternating  with  eruptions  on  her  genitals.  She  suffered 
from  herpes  only  since  her  second  marriage  five  years  ago. 
The  eruptions  on  the  genitals  were  always  connected  with 
some  swelling  of  the  inguinal  glands  and  pain  radiating 
into  the  thigh.  Once  she  had  a typical  herpetic  eruption 
on  the  middle  finger  of  her  right  hand.  Vaccination  against 
smallpox  and  since  no  recurrence. 

CONCLUSIONS 

I cannot  help  expressing  a curious  thought.  Ever 
since  my  experiments  with  laryngeal  papilloma  and 
warts  (1920-1923)  I have  wondered  about  the  odd 
phenomenon  that  laryngeal  papilloma,  as  well  as 
most  forms  of  warts,  disappear  at  some  time  without 
anything  having  happened  at  all. 

Moreover,  it  is  a commonly  known  fact  that 
most  kinds  of  warts  and  particularly  the  common 
ones  disappear  after  some  sort  of  suggestive  treat- 
ment. I,  myself,  have  experienced  that  on  patients 
a good  many  times  and  have  reported  on  it.  Now, 
warts  and  laryngeal  papilloma  can  definitely  be 
classed  as  diseases  due  to  a filtrable  virus  and 
show  histologically  inclusion  bodies,  as  do  all  forms 
of  herpes. 

My  series  of  four  cases  of  recurring  herpes  which 
ceased  to  recur  after  vaccination  for  smallpox  is, 
of  course,  too  small  to  derive  conclusions,  and  leaves 
me  still  startled  as  to  whether  I have  dealt  with 
a phenomenon  of  immunization  or  one  of  suggestion. 


STRANGULATED  HERNIA  WITH  ACUTE 
HEMORRHAGIC  INFARCTION  OF 
TESTICLE  IN  INFANTS* 

Millard  S.  Rosenblatt,  M.D. 

AND 

W.  H.  Bueermann,  M.D. 

PORTLAND,  ORE. 

Case  1.  C.  G.,  one  month  old  white  male,  entered  Doern- 
becher  Hospital  Jan.  20,  1935  with  a mass  in  right  groin. 
Physical  examination  revealed  a strangulated  right  in- 
guinal hernia. 

At  operation,  when  the  sac  was  opened,  about  10  cm.  of 
dark  intestines  were  found.  The  testicle  was  dark  and  gan- 
grenous after  reduction  of  the  intestine,  and  so  unilateral 
castration  was  performed,  and  herniorrhaphy  done.  Path- 
ologic studies  showed  the  entire  testicular  stroma  to  be 
suffused  with  fresh  hemorrhage.  The  child  made  an  eventful 
recovery,  and  was  discharged  on  its  eleventh  postoperative 
day. 

Case  2.  W.  D.,  three  week  old  white  male,  entered  Doern- 
becher  Hospital  Dec.  18,  1937,  with  the  history  of  vomiting 
for  thirteen  and  one-half  hours.  Some  of  the  stools  since 
onset  had  contained  blood.  Physical  examination  revealed  a 
strangulated  right  inguinal  hernia. 

At  operation,  when  the  sac  was  opened,  dark  intestines 
were  found  to  me  in  the  scrotum.  After  reduction  the  intes- 

*  From,  the  Doernbecher  Hospital  and  University  of 
Oregon  Medical  School. 


tines,  whose  color  did  not  seem  to  warrant  resection,  was 
found  to  be  gangrenous,  and  unilateral  castration  of  the 
testicle  was  done.  Pathologic  diagnosis  was  acute  hemor- 
rhagic infarction  of  the  testicle. 

The  baby  seemed  to  progress  fairly  well  after  this,  until 
a stronger  formula  was  attempted,  at  which  time  he  de- 
veloped symptoms  of  partial  intestinal  obstruction.  With  in- 
travenous and  subcutaneous  glucose  and  Wagensteen  suc- 
tion, the  baby  recovered  from  two  such  attacks,  which  had 
consisted  of  vomiting  and  distension,  and  it  was  decided 
that  there  must  be  partial  obstruction. 

On  Jan.  31,  1938,  laparotomy  revealed  that  the  ileum  had 
been  pinched  almost  in  two  by  scar  tissue  at  the  point  of 
original  strangulation,  leaving  the  lumen  of  the  bowel  at 
this  point  only  about  2 mm.  Following  this  procedure,  the 
baby  got  along  for  about  three  days,  but  then  suddenly  de- 
veloped vomiting,  distension  and  signs  of  obstruction  and 
expired  Feb.  6,  fifty  days  after  the  first  operation  and  six 
days  after  the  second.  Autopsy  was  not  done. 

Two  cases  of  strangulated  hernia  in  infants  with 
acute  hemorrhagic  infarction  of  the  testicle  are  re- 
ported because  of  the  fact  that  the  incidence  of 
this  is  relatively  uncommon.  Only  one  case  reported 
similar  to  these  is  to  be  found  in  the  recent  litera- 
ture. The  apparent  reason  for  the  occurrence  of  this 
condition  in  infants  and  not  in  adults  is  due  to  the 
relatively  fragile  blood  supply  of  the  testicle  at 
this  early  age  and  the  encroachment  and  pressure 
thereon  by  the  strangulated  hernia. 

Besides  these  two  cases  reported  and  the  one  re- 
ferred to  in  the  literature,1  we  have  verbal  reports 
from  two  other  similar  cases  observed.2 

It  is  desirable,  therefore,  in  all  cases  of  strangu- 
lated inguinal  hernia  in  male  infants  to  inspect  and 
observe  the  condition  of  the  testis  on  the  side  of 
the  hernia.  If  infarction  has  occurred,  removal  of 
the  testis,  of  course,  is  indicated. 

1.  Golden,  J.  L.  and  Hamilton,  H.  H. : Strangulated  In- 
guinal Hernia  with  Unusual  Complications  in  Infant  of 
Five  Weeks.  New  England  J.  Med.  210:857-858,  April  19, 
1934. 

2.  Lipschutz,  J. : Verbal  communication;  Stratford,  E. 
W. : Verbal  Communication. 


New  Metal  for  Bone  Fracture  Fixation  Is  Absorb- 
able. A new  alloy  of  magnesium  which  is  completely 
absorbed  by  the  body  when  used  for  fixation  of  bone 
fractures  in  preference  to  cow  horn  and  beef  bone  is  de- 
scribed by  Earl  D.  McBride,  M.D.,  Oklahoma  City,  Okla., 
in  The  Journal  of  the  American  Medical  Association  for 
December  31. 

Since  the  new  alloy  is  absorbed,  it  does  not  remain  in 
the  body  as  a foreign  substance. 

The  alloy,  containing  95.7  per  cent  of  magnesium,  4 per 
cent  of  aluminum  and  0.3  per  cent  of  manganese,  has 
proved  to  be  more  generally  satisfactory  for  bone  screws 
and  pins  in  fractures. 

The  metal  holds  the  bone  fragments  in  place  long  enough 
for  them  to  unite,  yet  is  gradually  but  completely  absorbed 
in  a much  shorter  time  than  other  absorbable  materials 
that  have  been  used  up  to  now. 

The  alloy  screws  have  been  used  as  onlay  bone  grafts  in 
six  cases  of  fracture.  All  have  held  firmly  and  absorption 
of  the  metal  has  left  the  graft  thoroughly  amalgamated 
and  the  fragments  firmly  united.  The  stimulation  of  bony 
callus  was  notable  in  each  case. 

The  rate  of  absorption  depends  on  the  size,  shape  and 
quantity  of  metal  used. 
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COCCIDIOIDAL  GRANULOMA* 1' 

Kyran  E.  Hynes,  M.D.** 

SEDRO  WOOLLEY,  WASH. 

This  paper  includes  two  of  the  early  cases  of 
coccidiosis  reported  from  the  State  of  Washington, 
the  necropsy  findings  in  one  of  them,  and  the  strik- 
ing results  obtained  in  the  other  by  the  use  of 
sulfanilamide. 

Coccidiosis  was  first  described  as  a disease  en- 
tity in  Buenos  Aires  in  1892,  and  Rixford  described 
the  first  case  in  North  America  in  San  Francisco  in 
1894.  Ophuls’1  investigations  showed  that  the  in- 
fective agent  of  this  disease  is  not  of  the  animal 
kingdom  but  a fungus  that  characteristically  occurs 
in  the  living  tissue  as  spherules,  50  mu.  in  diameter, 
with  a thick,  doubly  contoured  hyaline  wall  and 
numerous  granules  in  the  substance.  These  spherules 
reproduce  not  by  budding  but  by  endosporulation 
with  rupture  of  the  capsule  (fig.  1).  When  cultured 
artificially  the  spherules  develop  into  septate  my- 
celial growths,  the  hyphae  of  which  segment  into 
chlamydospores.  It  is  now  generally  believed  these 
chlamydospores  are  the  true  infective  agents  of  the 
disease  (figs.  2,  3). 


manifestation  that  may  be  chronic  for  a period  of 
years;  (2)  a systemic  form  with  pulmonary  path- 
ology and  metastatic  lesions  of  the  bones  and  rest 
of  the  body.  It  is  the  latter  group  that  accounts 
largely  for  the  49  per  cent  mortality  found  in  large 
series  of  cases.  Dickson2  states  that,  when  the  in- 
fective agent  has  become  disseminated  in  the  body, 
the  disease  progresses  rapidly  until  the  death  of  the 
patient. 

Case  1.  M.  G.,  31  years  old,  single,  Filipino,  was  first 
seen  in  the  medical  Outpatient  Department  of  King  County 
Hospital,  July  7,  1937,  complaining  of  multiple  swellings  of 
his  body,  many  of  them  draining. 

His  present  illness  dated  back  four  months,  when  he  was 
engaged  in  herding  sheep  onto  a train  in  California  (exact 
locality  unknown).  He  first  noted  a sore  throat  with  a slight 
cough  that  gradually  became  more  severe  and  productive 
of  thick  yellow  material.  He  experienced  at  this  time  in- 
creasing fatigue,  afternoon  fever  with  night  sweats,  and  a 
swelling  of  the  left  neck  that  gradually  enlarged  to  about 
the  size  of  a small  orange.  Soon  he  noted  other  similar 
swellings  in  the  supraclavicular,  both  axillary  and  left  in- 
guinal regions  (fig.  4).  He  consulted  a physician  who  lanced 
one  of  the  fluctuant  regions,  obtaining  an  abundance  of 
thick  yellow-gray  foul  material.  Soon  after  the  patient 
migrated  to  Seattle. 

Physical  findings  were  negative  except  for  a slight  fever 
and  the  swollen  fluctuant  regions  indicated  above,  many  of 
them  ulcerating  and  draining.  The  attending  physician’s  im- 


Fig.  1.  Oil  immersion  microphotograph  of  a section  of 
lung  of  M.  G.  demonstrates  how  the  fungus  reproduces 
in  human  tissues  by  endosporulation  with  rupture  of  the 
spherule’s  capsule. 

Fig.  2.  Photograph  of  an  agar  culture  of  coccidioides, 
showing  the  septate  mycelial  growth  with  segmentation 
of  the  hyphae  into  chlamydospores. 

In  the  San  Joaquin  Valley  in  California,  where 
the  disease  is  endemic,  a common  mode  of  onset  has 
been  noted  to  be  with  a sore  throat,  coryza  or 
bronchopneumonia,  often  followed  in  a few  days  by 
an  attack  of  erythema  nodosum.  It  is  believed  that 
many  acute  cases  presenting  this  clinical  picture 
often  recover  without  ever  having  been  diagnosed. 
In  those  cases  diagnosed  the  disease  is  generally 
noted  in  one  of  two  forms:  (1)  a local  cutaneous 


*From  Departments  of  Medicine  and  Pathology,  King 
County  Hospital,  Seattle. 

**  Pathologist,  Northern  State  Hospital,  Sedro-Woolley, 
Washington. 

1.  Ophuls,  W. : Coccidioidal  Granuloma.  J.  A.  M.  A., 
45:1291-1296,  Oct.  28,  1905. 

2.  Dickson,  E.  C. : Coccidioides  Infection.  Arch.  Int. 
Med.,  59:1029-1044,  June,  1937. 


Fig.  3.  Microphotograph  of  the  typical  histologic  changes 
of  coccidiosis.  The  microscopic  picture  of  caseation,  tu- 
bercle formation  and  extensive  infiltration  of  lymphocytes 
and  plasma  cells  resembles  that  of  tuberculosis.  Spherules 
of  coccidiosis  are  prominent,  occasionally  within  a giant 
cell. 


Fig.  4.  Photogroph  of  M.  G.,  illustrating  the  coccidioidal 
adenitis  and  superficial  abscesses. 
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pression  was  that  the  patient  had  pulmonary  tuberculosis 
with  adenitis,  and  he  recommended  that  the  patient  be  hos- 
pitalized. 

The  Kahn  test  was  negative.  The  Mantoux  test  was 
negative  in  a 1:1000  dilution  in  forty-eight  hours.  Repeated 
sputum  examinations  were  negative  for  acid-fast  rods,  and 
the  blood  culture  was  negative.  There  was  a slight  normo- 
cytic  anemia,  and  the  leukocyte  count  was  17,000  with  84 
per  cent  polymorphonuclear  leukocytes  and  16  per  cent 
lymphocytes.  A radiogram  of  the  chest  showed  a bilateral 
mottling  of  the  lung  fields  with  clouding  of  the  bilateral 
apices,  interpreted  by  the  roentgenologist  as  suggestive  of 
an  early  silicosis. 

Under  sterile  precautions  a fluctuant  subcutaneous  region 
was  aspirated  and  the  material  injected  intraperitoneally 
into  a male  guinea  pig.  In  three  weeks  the  guinea  pig  ap- 
peared extremely  ill.  It  had  lost  much  of  the  hair  on  its 
pelt,  and  the  testicles  were  bilaterally  swollen  to  6 cm., 
red,  hot  and  tender.  Studding  the  entire  visceral  and  parietal 
peritoneum,  lungs  and  liver  were  innumerable  gray-white 
tuberclelike  nodules  up  to  0.5  cm.  in  diameter,  a few  of 
which  showed  central  caseation.  In  microscopic  sections  of 
these  tissues  the  spherules  of  coccidioides  granuloma  were 
identified.  Cultures  of  these  nodules  on  agar  produced  the 
same  fluffy,  cottonlike  cultures  as  had  recent  cultures  of 
the  patient’s  sputa. 

Recalling  the  investigations  of  Meyers  and  his  associates 
who  reported  remarkable  success  in  the  treatment  of  fungus 
infections  of  actinomycosis  and  varying  success  in  coccidio- 
sis,  a program  of  thymol  and  iodide  medication  by  mouth 
was  outlined.  Because  of  a marked  toxic  reaction,  this 
medication  was  of  necessity  discontinued,  and  the  patient 
gradually  failed  until  death  supervened  some  five  months 
from  the  date  of  admission. 

Important  excerpts  from  the  necropsy  findings 
four  days  after  death  on  the  embalmed  body  were 
as  follows: 

This  is  the  recently  embalmed  body  of  a brown  (Fili- 
pino) male,  31  years  of  age,  of  estimated  weight  of  100 
pounds,  length  of  64  inches.  Body  nourishment  and  mus- 
cular development  are  extremely  poor.  There  is  an  irregular 
ulcerating  sinus  in  the  right  anterior  thoracic  wall,  6 cm. 
from  the  nipple,  from  which  can  be  expressed  an  abundance 
of  thick,  yellow  gray  material.  In  an  irregular  region  14  cm. 
in  diameter  about  this  sinus  the  subcutaneous  and  muscular 
tissues  down  to  the  pectoralis  minor  muscle  are  soft,  yellow- 
gray  and  necrotic.  Smaller  similar  regions  are  present  in 
the  left  supraclavicular,  left  inguinal  and  right  upper  thor- 
acic wall  posteriorly. 

The  left  pleural  cavity  is  completely  obliterated  by  fusion 
of  the  parietal  and  visceral  pleura.  The  right  visceral  pleura 
is  thickened  to  0.4  cm.  and  is  opaquely  gray-pink,  smooth 
and  glistening,  with  a 10  to  15  per  cent  subsurface  stippling 
of  small  milletlike,  dull  gray  nodules  up  to  0.3  cm.  in 
diameter.  The  cut  substance  of  this  pleura  is  firm  and 
yellow-gray,  with  several  ovoid  regions  1.5  cm.  in  diameter 
that  are  granular,  yellow,  and  cheesy. 

The  right  lung  weighs  980  grams  and  in  its  embalmed 
state  is  practically  void  of  air.  The  surfaces  made  by  cut- 
ting are  mottled  red-gray  and  red-purple.  The  cut  sub- 
stance is  stippled  30  to  40  per  cent  with  innumerable  dull, 
gray,  milletlike  nodules  up  to  0.4  cm.  in  diameter.  In  the 
apex  is  an  irregularly  defined,  dry,  cheesy,  granular  yellow- 
gray  region  2.5  x 2.5  cm.,  and  in  the  adjacent  lung  tissue 
are  several  smaller  regions  of  the  same  character,  up  to 
1.5  cm.  The  left  lung  resembles  grossly  the  right,  except 
for  the  absence  of  caseous  regions. 

Within  the  gray-red  lining  of  the  trachea  and  bronchi  is 
a moderate  quantity  of  turbid  gray-yellow  mucoid  fluid. 
Two  and  one-half  cm.  from  its  vertebral  articulation  the 


left  eighth  rib  expands  to  a maximum  diameter  of  4.5  cm. 
and  is  fractured,  with  soft  yellow-gray  turbid  material 
overlying  the  ragged  fragments.  There  is  a diffuse  matting 
of  the  tracheobronchial  lymph  nodes  in  a firm  gray  mottled 
with  black,  -homogenous,  smooth  tissue,  3.0  cm.  in  thick- 
ness that  extends  through  the  anterior  and  middle  medias- 
tinum to  the  hilar  portions  of  the  lung.  In  the  cut  sub- 
stance of  this  tissue  are  occasional  ovoid  and  irregular  dry, 
granular,  cheesy  regions. 

The  left  adrenal  glands  weigh  11  grams  and  in  surfaces 
made  by  cutting  there  are  several  ovoid  and  irregular  but 
well  demarcated,  firm  yellow-gray  nodules  up  to  1.5  cm. 
in  diameter,  replacing  about  70  per  cent  of  the  gland  sub- 
stance. In  one  of  the  medullary  pyramids  of  the  right 
kidney,  1.0  cm.  from  the  apex,  is  an  irregular  but  well  de- 
marcated, soft  yellow-gray  region  0.5  cm.  in  maximum 
diameter  that  is  dry  and  cheesy.  There  are  no  important 
gross  alterations  in  any  of  the  other  viscera,  cranial  bones, 
pachymeninges,  leptomeninges  or  brain. 

In  the  microscopic  sections  of  practically  all  of  the  altered 
tissue  described  above  there  is  the  same  histologic  picture 
of  caseation  with  numerous  multinucleated  (up  to  60) 
giant  cells,  a few  containing  the  spherules  of  coccidioides 
granuloma  (fig.  2).  Spherules  in  all  stages  of  development 
are  identified,  and  occasionally  they  are  seen  with  ruptur- 
ing of  the  capsule  and  free  granular  spores  in  the  adjacent 
tissue  (fig.  1).  There  are  abundant  lymphocytes,  plasma 
cells,  and  larger  mononucleated  cells  of  the  epithelioid  type, 
often  in  typical  tubercle  formation  (fig.  3).  In  microscopic 
sections  of  nodule  described  grossly  in  the  right  kidney  is  the 
same  histologic  picture  above  described.  In  both  kidneys 
the  glomeruli  are  in  various  degree  of  distortion,  with  a 
moderate  subendothelial  deposit  of  a homogenous  pink 
(hemotoxylin  and  eosin)  substance,  separating  the  endo- 
thelium from  the  capsular  epithelium  and  in  many  places 
obliterating  the  glomerular  capillary  lumen. 

The  final  anatomic  postmortem  diagnosis  is:  nodular 
caseous  coccidiosis  of  the  right  lung  with  extensive  nodu- 
lar coccidiosis  of  both  lungs;  bilateral  chronic  nonsuppura- 
tive pleuritis  with  nodular  caseous  coccidiosis  of  the  right 
visceral  pleura  and  mediastinum;  nodular  caseous  coccidio- 
sis of  the  right  kidney  and  right  adrenal  gland;  chronic 
coccidioidal  cellulitis  of  the  right  thoracic  wall,  left  supra- 
clavicular, and  left  inguinal  regions;  chronic  coccidioidal 
osteomyelitis  with  spontaneous  fracture  of  the  left  eighth 
rib;  diffuse  amyloidosis  of  the  kidneys;  marked  emaciation. 

Case  2 is  that  of  D.  C.,  single,  30-year-old  Filipino.  This 
patient  was  admitted  to  the  hospital  February  21,  1938, 
after  treatment  in  the  outpatient  clinics  for  suppurative 
thyroiditis.  His  chief  complaint  was  swelling  of  the  neck. 
The  present  illness  dated  back  to  November,  1937.  At  that 
time  he  began  to  have  a persistent  nonproductive  cough 
while  employed  on  a farm  in  California  (exact  locality  un- 
known) . 

Gradually  he  began  to  experience  afternoon  fever  and 
night  sweats,  and  a physician  in  that  community  did  a 
tonsillectomy.  About  December  20,  or  one  week  after  the 
operation,  he  noted  a small  swelling  of  the  right  side  of 
the  neck.  This  nodular  swelling  gradually  increased  in  size, 
became  tender,  and  when  first  seen  at  this  hospital  the 
lesion  was  fluctuant. 

Physical  examination  was  essentially  negative  other  than 
the  abscess  described  by  the  patient.  The  tentative  diagnosis 
was  suppurative  thyroiditis  and  the  abscess  was  incised. 

One  week  after  admission  to  the  hospital  the  spherules 
of  coccidiodes  granuloma  were  recognized  in  hanging  drop 
preparations  of  the  content  of  the  abscess.  This  diagnosis 
was  confirmed  by  culture  and  guinea  pig  inoculation.  Radio- 
grams at  this  time  showed  cloudiness  in  both  apices,  in- 
creased hilar  density,  and  questionable  caseation  of  the 
lower  left  lung  field. 
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From  March  1 to  April  IS  the  patient  was  placed  under 
general  systemic  treatment,  with  incision  and  drainage  of 
the  superficial  abscesses  and  thymol  and  iodide  medication 
by  mouth.  He  gradually  failed.  His  temperature  fluctuated 
daily  between  99.5°  and  103°.  The  cough  became  so  wrack- 
ing, persistent  and  productive  that  it  could  scarcely  be 
controlled  with  codeine.  The  abscesses  continued  to  extend 
and  drain  profusely,  and  gradually  but  progressively  the 
patient  became  emaciated  and  cachetic. 

On  April  IS  it  was  decided  that,  since  we  were  dealing 
with  such  a hopeless  condition,  sulfanilamide  would  be 
tried.  On  April  19,  after  four  days  treatment  with  this 
most  recent  panacea  in  the  usual  dosage  of  20  grains  every 
six  hours,  the  temperature  dropped  to  normal  for  the  first 
time  since  admission.  Subsequently  the  decline  in  tem- 
perature recordings  was  striking,  and  99.5°  was  the  highest 
reading  obtained  until  May  25.  After  forty  days  of  treat- 
ment with  this  cure-all  in  reduced  dosage,  the  temperature 
dropped  to  normal  on  May  30,  and  has  remained  at  nor- 
mal levels  to  date,  September  S.  Two  fifteen-day  treatment 
periods  with  this  drug  have  been  interspersed  in  this  time 
interval. 

The  clinical  improvement  of  this  patient  was  as 
striking  as  the  temperature  curve.  The  cough  rapid- 
ly subsided  with  expectoration  becoming  minimal 
and  finally  absent.  Drainage  from  subcutaneous  ab- 
scesses lessened  markedly  in  extent,  becoming  scant 
and  serous.  The  patient’s  appetite  became  voracious 
and  at  present-  he  has  gained  some  forty  pounds 
back  to  his  normal  weight.  The  chest  roentgenogram 
shows  definite  improvement.  Cough  plates  are  nega- 
tive for  fungi.  He  definitely  appears  to  be  an  ar- 
rested case  and  has  been  up  and  around  the  isola- 
tion cubicle,  afebrile,  the  past  four  months. 

SUMMARY 

Two  cases  of  coccidiosis  from  the  state  of  Wash- 
ington with  necropsy  findings  in  one  of  these  cases, 
and  the  startling  results  of  sulfanilamide  therapy  in 
the  other  have  been  presented. 


MASSIVE  GASTROINTESTINAL 
HEMORRHAGE* 

T.  T.  Manzer,  M.D. 

SEATTLE,  WASH. 

Massive  gastrointestinal  hemorrhage  as  herein 
discussed  applies  to  those  cases  in  which  the  hemor- 
rhage is  suddenly  of  such  severity  as  to  cause  alarm- 
ing symptoms.  There  are  various  causes,  by  far  the 
most  common  being  gastric  or  duodenal  ulcer,  prob- 
ably the  next  most  common  being  rupture  of  an 
esophageal  varix.  Finsterer* 1  considers  causes  other 
than  ulcer  to  be  so  negligible  as  to  hardly  warrant 
consideration. 

It  is  generally  agreed  that  a massive  gastrointes- 
tinal hemorrhage  should  be  treated  on  the  basis  of 

•Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Nov.  8,  1938. 

1.  Finsterer,  H. : Operative  Treatment  of  Severe  Gastric 
Hemorrhage  of  Ulcer  Origin.  Lancet.,  2:303-305,  Aug.  8, 
1936. 


an  ulcer  as  its  cause  unless  proven  otherwise.  Ex-  I 
istence  of  an  ulcer  does  not  necessarily  depend  on 
a positive  history  of  dyspepsia  or  positive  roentgen 
findings,  because  it  is  rather  common  to  find  pa- 
tients with  acute  perforations  who  deny  any  previ- 
ous disturbance  or  knowledge  of  ulcer.  However,  a 
definite  history  of  preexisting  disease  such  as  cir- 
rhosis, ulcer  or  cancer  will  aid  in  directing  us  to  the 
proper  cause  of  the  hemorrhage. 

Until  comparatively  recent  years  the  treatment  of 
the  acute  symptoms  has  been  conservative,  that  is, 
the  patient  was  placed  at  rest,  as  well  as  the  gastro- 
intestinal tract.  Administration  of  morphine,  trans- 
fusions and  various  agents  designed  to  promote 
clotting  have  been  the  chief  treatments  relied  upon. 
Recently,  however,  in  many  centers  there  is  a 
swing  toward  more  radical  treatment  in  the  way 
of  surgical  intervention.  Ten  years  ago  the  advice 
was,  do  not  operate  during  hemorrhage,  because  of 
the  patient’s  poor  condition.  The  emergency  did  not 
permit  differential  diagnosis  and  recovery  under 
conservative  management  was  the  rule. 

The  truth,  however,  as  we  now  see  it,  can  be 
shown  by  statistics  taken  from  local  sources  and 
other  medical  centers  all  over  the  world.  From  the 
records  of  King  County  Hospital  for  the  past  eight 
or  nine  years  I found  eighty-four  cases  of  massive 
gastrointestinal  hemorrhage  and  the  mortality  rate 
was  about  20  per  cent.  The  mortality  rate  from 
ages  60  to  80  was  50  per  cent,  from  50  to  60  years 
35  per  cent,  from  40  to  50  years  20  per  cent,  30  to 
40  years  15  per  cent,  and  20  to  30  years  10  per 
cent.  By  far  the  greatest  mortality  was  in  patients 
over  fifty  years  of  age.  This  is  in  line  with  the 
statistics  from  other  centers  both  in  this  country 
and  abroad. 

At  the  present  time  there  are  able  men  who  feel 
there  are  a number  of  otherwise  hopeless  cases 
which  would  survive,  were  immediately  surgical 
attention  given,  and  they  feel  that  the  present  mor- 
tality can  be  greatly  reduced  by  early  surgical  in- 
tervention. There  are  those  who  would  treat  con- 
servatively patients  under  40  to  50  years  of  age  be- 
cause of  their  tendency  to  spontaneous  recovery, 
but  would  use  direct  and  immediate  surgery  for 
patients  past  the  age  of  fifty  years,  because  of  their 
lack  of  ability  to  heal  spontaneously,  due  probably 
to  various  causes  but  more  likely  to  degeneration 
of  their  vascular  systems.  Suffice  it  to  say,  that  im- 
mediate surgical  intervention  at  an  opportune  time 
in  any  patient,  regardless  of  age  where  there  is  a 
history  of  repeated  hemorrhage,  is  now  considered 
good  treatment  in  many  quarters. 
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Finsterer,  the  most  outstanding  advocate  of  early, 
first  twenty-four  hour  surgical  treatment,  claims  to 
have  brought  his  mortality  down  to  6 per  cent.  He 
operates  on  all  cases  of  all  ages  under  local  and 
splanchnic  anesthesia,  is  very  cautious  in  the  use 
of  morphine  which  he  considers  is  distinctly  dan- 
gerous in  these  cases.  He  attacks  the  bleeding  area 
first  and  there  concludes  his  operation,  treating 
the  ulcer  itself  at  some  more  favorable  time,  uses 
transfusion  before,  during  and  after  surgery  as  in- 
dicated and  warns  that  the  patient  must  not  be 
allowed  to  lose  blood  and  remain  in  a grave  state 
of  anemia  longer  than  forty-eight  hours,  if  surgical 
treatment  is  contemplated.  After  a state  of  anemia 
over  several  days,  considerable  tissue  damage  has 
been  done  and  no  amount  of  blood  transfusion  can 
bring  the  patient  back  to  the  state  he  was  in  dur- 
ing the  first  few  hours  following  his  hemorrhage; 
therefore,  he  urges  early  surgery. 

Taylor,  Allen  and  Benedict2  and  Blackford3  have 
given  extensive  reports  substantiating  the  high 
death  rate  in  the  older  age  group.  At  the  Massa- 
chusetts General  Hospital  in  one  report  they  have 
divided  their  cases  according  to  the  amount  of  hem- 
orrhage and  the  age  of  the  patient,  and  have  in- 
stituted conservative  treatment,  allowing  one  to  sev- 
eral days  in  which  to  decide  whether  or  not  surgical 
intervention  is  indicated.  Numerous  transfusions  are 
utilized,  they  are  given  slowly  and  in  that  way 
there  is  no  fear  of  increasing  blood  pressure  and 
in  consequence  more  blood  loss.  The  patient’s  gen- 
eral condition  is  noted  from  hour  to  hour  and  day 
to  day,  taking  note  of  the  blood  pressure  reading 
and  pluse  rate.  One  author  would  not  allow  the 
systolic  blood  pressure  to  drop  below  70  mm.  of 
mercury  without  surgical  intervention. 

During  the  period  of  observation  gastrointestinal 
rest  is  important,  but  sufficient  caloric  intake  in  the 
way  of  smooth  high  protein  carbohydrate  diet  is 
allowed  and  desirable.  Meulengracht  literally 
pushes  down  blood  with  food.  In  other  words,  a 
patient  vomiting  blood  is  induced  to  take  food  re- 
gardless of  this  and  his  reports  compare  most  favor- 

2. Allen,  A.  W.  and  Benedict,  E.  B. : Acute  Massive 
Hemorrhage  from  Duodenal  Ulcer.  Ann.  Surg.,  98:736-749, 
Oct.,  1933. 

3.  Blackford,  J.  M.  and  Dwyer,  M.  F. : Gastric  Symp- 
toms ; with  Particular  Reference  to  Gallbladder  Disease. 
J.  A.  M.  A.,  83:412-416,  Aug.  9,  1924. 

Dwyer,  M.  T.  and  Blackford,  J.  M. : Interpretation  of 
Gastric  Symptoms  ; Clinical  and  Roentgenological  Study  of 
3000  Cases.  Radiology,  34:38-44,  Jan.,  1930. 

Blackford,  J.  M.  and  Baker,  J.  W. : Acute  Perforating 
Peptic  Ulcer.  Am.  J.  Surg.,  12:18-22,  April,  1931. 

Blackford,  J.  M.,  Smith,  A.  L.  and  Afflick,  D.  H. : Peptic 
Ulcer  Emergencies.  Study  of  Massive  Hemorrhages  and 
Acute  Perforations  Treated  during  Diagnosis  of  916  Pri- 
vate Cases  Suffering  from  Peptic  Ulcer.  Am.  J.  Digest. 
Dis.  & Nutrition,  14:646-650,  Dec.,  1937. 


ably  with  those  of  any  other  conservative  manage- 
ment anywhere. 

Literature  from  the  Scandivanian  countries  indi- 
cates the  adherence  to  conservative  management 
the  rule.  Extensive  reports  from  Mayo  Clinic  urge 
conservative  management  and  Rivers  states  that 
the  precipitous  institution  of  radical  therapeutic 
measures  without  calm  deliberate  diagnosis  may  put 
in  jeopardy  rather  than  save  the  life  of  the  patient. 

In  one  report  from  an  eastern  center  there  were 
1300  cases  of  ulcer,  of  which  600  had  bleeding  in 
varying  degrees  and  130  were  what  we  here  call 
massive  hemorrhage.  There  were  twenty  deaths, 
twelve  under  the  conservative  plan  and  all  eight  of 
those  operated  upon,  but  the  surgeon  reports  that 
the  surgical  cases  had  been  allowed  to  bleed  to  a 
state  of  hopelessness  before  intervening  and,  there- 
fore, could  hardly  be  a fair  test  of  surgery. 

In  consideration  of  the  low  mortality  rate  re- 
ported by  Finisterer,  he  includes  the  younger  group, 
works  under  the  most  favorable  hospital  conditions 
and  his  skill  as  an  operator  is  unquestionable.  His 
procedure  is  to  determine  at  once,  if  possible, 
whether  this  is  to  be  a surgical  or  medical  case. 

If  surgical  he  proceeds  thus: 

1 . The  method  of  surgical  procedure  demands  im- 
mediate hospitalization  in  a well  equipped  hospital. 

2.  Transfusion  immediately,  during  and  after 
operation  with  matched  donors,  whose  blood  is  not 
mixed  unless  they  are  of  the  same  type. 

3.  Local  anesthesia  throughout,  if  possible,  is 
preferable. 

4.  The  source  of  bleeding  should  be  located  by 
rapid  external  examination  and  exploration  of  the 
organ.  Bleeding  vessel  controlled  by  ligation  or  tam- 
ponage  until  the  extrinsic  vessel  or  vessels  can  be 
located  and  ligated. 

5.  Closure  without  further  surgery. 

My  own  experience  in  acute  massive  gastrointes- 
tinal hemorrhage  leads  me  to  believe  the  conserva- 
tive management  is  the  one  of  choice,  the  surgical 
treatment  should  be  based  on  sufficient  data  to  sup- 
port the  likelihood  of  ulcer  being  the  cause.  Re- 
cently in  my  own  practice  in  two  explorations  on 
men  between  forty  and  fifty  years  of  age  no  gastric 
or  duodenal  lesion  was  revealed  to  account  for  the 
hemorrhage.  Another  patient,  age  sixty-six  years, 
with  no  previous  digestive  history,  was  treated  con- 
servatively, but  died  in  a few  hours.  The  post- 
mortem showed  cirrhosis  of  the  liver  and  ruptured 
esophageal  varix. 

Theoretically  one  visualizes  massive  hemorrhage 


January,  1939 


DISABLING  SCABIES ALLISON 


23 


from  a large  vessel  in  the  stomach  or  duodenum. 
Nothing  can  be  more  tempting  than  a rapid  ex- 
ploration, ligation  of  the  vessel  and  a life  spared. 
But  the  difficulty  lies  in  finding  the  patient  who 
will  die  without  surgical  intervention,  who  really 
has  the  spurting  vessel  you  expected  to  find,  who 
has  not  bled  to  a state  of  exhaustion,  who  is  really 
in  an  adequate  hospital  with  all  technical  details 
in  perfect  order,  including  suitable  donors  and  skill- 
ful surgeon.  I do  believe,  however,  that  more  of 
these  cases  will  be  found  in  the  future  where  these 
requirements  are  met  and  that  many  otherwise  fatal 
cases  of  the  old  age  group  will  be  saved  and  our 
mortality  lowered  by  proper  surgical  intervention. 


DISABLING  COMPLICATIONS  OF  SCABIES* 
Samuel  D.  Allison,  M.D. 

PORTLAND,  ORE. 

Every  physician  who  has  treated  a case  of  scabies 
is  aware  of  the  frequent  pyogenic  complications,  the 
numerous  reactions  of  the  skin  to  therapeutic  agents 
and  some  of  the  more  rare  complications.  In  spite 
of  the  frequency  of  such  sequellae  there  is  a dearth 
of  literature  regarding  them,1,2  and  a marked 
paucity  of  recorded  disabling  cases. 

During  the  last  year  we  have  noticed  a number 
of  interesting  complications  and,  as  little  has  been 
written  concerning  their  nature  or  frequency,  it  was 
felt  that  it  would  be  of  interest  to  review  our  series. 
Five  hundred  consecutive  cases  of  scabies  at  Uni- 
versity of  Oregon  Clinic  were  subsequently  anal- 
yzed and  the  most  interesting  ones  are  presented. 

Case  1.  A 23  year  old  Italian  farmer  in  otherwise  good 
health  entered  the  clinic  with  a pruritic,  papulovesicular 
rash,  involving  the  interdigital  spaces  of  the  hands,  the 
volar  surfaces  of  the  wrists  and  arms,  the  axillae  and  the 
abdomen.  Several  of  these  areas  were  badly  excoriated,  and 
about  the  wrists  and  at  the  site  of  a healed  burn  on  his 
left  elbow  were  dry  crusted  lesions,  about  1 cm.  in  diam- 
eter. 

He  was  given  a routine  5 per  cent  sulfur  and  5 per 
cent  balsam  of  Peru  ointment  with  explicit  directions  for 
its  use.  Two  days  lated  he  returned  with  the  clinical  picture 
of  a left  basilic  thrombophlebitis.  He  was  admitted  to  the 
hospital,  where  with  elevation  and  wet  packs  the  throm- 
bosis resolved.  The  temperature,  urine  analysis,  Wasser- 
mann,  sedimentation  time  and  hemoglobin  were  normal.  The 
white  blood  count  was  6,050,  with  66  per  cent  polymor- 
phonuclears,  2 per  cent  easinophiles,  9 per  cent  small  lymph- 
ocytes, 5 per  cent  monocytes  and  8 per  cent  rhabdocytes. 
Six  days  later  he  was  discharged. 

Case  2.  A 7 year  old  boy  was  admitted  to  the  hospital 

♦Compiled  during  the  last  year  while  Fellow  in  Derma- 
tology and  Syphilology  of  University  of  Oregon  Medical 
School,  headed  by  Dr.  Lyle  B.  Kingery,  Portland,  Oregon. 

1.  Stokes,  J.  H. : Scabies  Among  the  Well-to-Do.  J.  A. 
M.  A.  106:  674-678,  Feb.  29,  1936. 

2.  Clark,  T.  J.  and  Stibbens,  F.  H. : Scabies  and  Its 
Complications.  California  & West.  Med.  32:  26-28,  Jan., 
1930. 


with  a thenar  abscess  of  his  right  hand.  Prior  to  incision  and 
drainage  his  temperature  was  100  degrees,  and  his  blood 
count  showed  15,400  white  cells  with  a normal  differential 
count.  He  was  hospitalized  six  days. 

Case  3.  A 51-year  old  male  kitchen  helper  developed  a 
furuncluosis,  resulting  in  seven  visits  to  the  clinic  and  two 
admissions  to  the  hospital,  the  first  being  for  five  days  dur- 
ing which  time  a fluctuant  lesion  4 cm.  in  diameter  above 
the  symphysis  pubis  and  two  similar  but  smaller  lesions  on 
the  abdomen  were  opened  and  drained,  and  the  second  visit 
of  nine  days,  during  which  time  abscesses  on  the  right  index 
finger  and  on  the  left  hip  were  treated. 

Case  4.  Nine  days  of  hospitalization  were  required  for  the 
relief  of  an  acute  suppurative  right  inguinal  adenitis  in  a 
seven  year  old  male. 

Case  5.  A 24  year  old  laborer  was  treated  for  two  ab- 
scesses in  his  left  axillary  space,  and  an  eleven  year  old 
boy  required  surgical  intervention  for  an  abscess  of  the 
right  forearm. 

In  addition  to  these  more  serious  complications 
many  others,  listed  in  the  following  tabulation,  were 
noted  in  the  series. 

Complications  before  treatment  by  physician, 
13.6  per  cent. 

Per  cent 

Impetigo  6.0 

Dermatitis  venenata 3.0 

Secondary  infection  2.5 

Pustules  1.0 

Abscess  3 cases 

Accompanying  primary  or  secondary  syphilis 2 cases 

Paronychia  1 case 

Thrombophlebitis  1 case 

Complications  following  treatment,  13.0  per  cent. 

Per  cent 

Dermatitis  venenata  8.0 

Recurrence  5.0 

Impetigo 

Impetigo 1 

Secondary  infection I 2.0 

Pustules [ 

Pruritis  and  Urticaria j 

Average  number  of  visits. 

1.  Cases  complicated  prior  to  treatment 2.3  visits 

2.  Cases  complicated  by  or  after  treatment 3.7  visits 

3.  Non  complicated  cases 1.3  visits 

It  is  evident  that  scabies  unless  properly  diag- 
nosed and  treated  may  be  a serious  condition.  Our 
figures  give  only  a relative  idea  of  the  frequency  of 
complications  as  prescriptions  were  often  given  for 
a whole  family,  many  patients  failed  to  return  for 
observation'  and  due  to  lack  of  time  many  minor 
sequellae  were  undoubtedly  overlooked. 

SUMMARY 

1.  Of  the  five  hundred  cases  reviewed,  four  were 
hospitalized  for  a total  of  thirty-five  days. 

2.  Early  complications  before  adequate  treatment 
doubled  the  number  of  visits,  and  complications 
subsequent  to  or  as  a result  of  treatment  tripled 
the  number  of  visits  necessary  for  clinical  cure. 

3.  A list  of  complications  are  given. 
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MEDICAL  NOTES 


Basic  Science  Examination.  The  State  of  Oregon  Board 
of  Higher  Education  will  hold  examinations  in  the  basic 
sciences  in  Portland  February  25  and  October  28,  in  Cor- 
vallis July  8.  Examinations  will  be  held  in  anatomy, 
pathology,  physiology,  chemistry,  hygiene. 

Reciprocity  on  the  basis  of  examinations  has  been  estab- 
lished with  basic  science  examining  boards  of  Minnesota, 
Wisconsin  and  Iowa.  Certificates  of  proficiency  in  the  basic 
sciences  will  be  issued  to  applicants  who  present  evidence 
of  having  passed  such  examinations  in  any  of  the  above 
mentioned  states,  providing  they  fulfill  the  requirements  of 
the  Oregon  board.  Application  blanks  and  general  instruc- 
tions may  be  obtained  from  Charles  D.  Byrne,  secretary, 
State  Board  of  Higher  Education,  Eugene.  Applications  for 
the  first  examination  should  be  filed  not  later  than  noon  of 
February  8. 

Portland  Labor  Council  Asks  Federal  Hospitals.  Cen- 
tral Labor  Council  of  Portland  has  been  active  recently  in 
sponsoring  a resolution  which  it  first  passed  three  years  ago 
dealing  with  hospitals.  A portion  of  the  resolution  condemns 
the  present  hospital  system  as  being  run  for  profit,  and 
states  that  a majority  of  the  people  are,  therefore,  unable 
to  pay  for  proper  hospital  treatment.  Because  of  these 
things,  the  resolution  states,  “thousands  of  people  suffer 
sickness,  lack  of  care  and  proper  advice,  and  thousands  die 
every  year.”  Establishment  of  a system  of  Government 
hospitals  is  demanded  by  the  resolution. 

Payments  for  Insurance  Reports.  The  Council  of  the 
State  Medical  Society  recommends:  (1)  that  no  charge  be 
made  to  insurance  companies  in  connection  with  reports  of 
proof  of  death  and  proof  of  disability;  (2)  that  a mini- 
mum charge  of  $3  each  be  made  for  reports  requested  by- 
insurance  companies  concerning  applicants  or  claimants 
who  have  been  seen  previously  by  the  physician  as  private 
patients;  (3)  that  refusal  of  an  insurance  company'  to 
compensate  as  outlined  in  Item  2 be  reported  to  the  secre- 
tary of  the  society'. 

Grants  Pass  Chamber  Honors  Medical  Society.  Mem- 
bers of  Josephine  County  Medical  Society  were  guests 
December  5 of  the  Grants  Pass  Chamber  of  Commerce  at 
a luncheon  meeting.  C.  L.  Ogle  presented  the  views  of  or- 
ganized medicine.  C.  L.  Coyle  discussed  syphilis,  relating 
some  of  the  recent  history  of  attempts  to  control  it  and 
making  a plea  for  more  frequent  Wasserman  tests.  Both 
discussions  were  enthusiastically  received  by  those  in  at- 
tendance. 

Controversy  Over  Health  Examinations  at  The 
Dalles.  Employes  who  are  required  by  city  ordinance  to 
undergo  periodic  health  examinations  have  protested  so  vig- 
orously against  payment  of  the  usual  $2.50  fee  charged  by 
private  physicians  that  consideration  is  being  given  a plan 
to  have  this  work  done  free  or  for  a nominal  charge  by 


the  county  physician.  Food  handlers,  barbers  and  beauti- 
cians come  under  the  present  ordinance.  It  has  also  been 
proposed  to  require  only  annual  examination  after  three 
negative  semiannual  examinations. 

Child  Guidance  Conference  at  Bend.  Members  of  the 
medical  profession  met  with  representatives  of  the  Deschutes 
county  health  association,  teachers,  nurses,  county  court 
and  county  relief  committee  in  Bend,  December  16,  to  hear 
discussion  of  the  work  of  the  Child  Guidance  Clinic 
throughout  the  state.  Speakers  were  C.  B.  Houghens,  Mar- 
garet Ringer,  and  W.  H.  Hutchins  of  University  of  Ore- 
gon Medical  School  and  Mr.  Alan  East,  social  worker  in 
Portland.  Previous  to  the  meeting  the  four  visitors  con- 
ducted a clinic  at  the  high  school. 

Extortion  Attempted.  Three  young  men  were  arrested 
in  Portland,  November  25,  after  they  made  an  unsuccess- 
ful attempt  to  extort  $15,000  from  W.  E.  Savage  of  that 
city.  A special  delivery  letter  which  he  received  about  mid- 
night two  days  before  the  arrests  threatened  harm  to  him- 
self, his  wife  or  one  of  his  three  children,  if  the  demands 
for  money  were  not  met  promptly. 

New  County  Physician.  Wasco  county  relief  committee 
has  appointed  Gerald  Van  der  Vlugt  of  Maupin  to  serve 
as  county  physician  for  care  of  the  indigent.  His  salary, 
for  full  time  work,  is  to  be  paid  jointly  by  the  county  and 
state  relief  committees. 

Health  Officer  Resigns.  C.  R.  Sharp,  health  officer  for 
Douglas  county,  has  resigned  in  order  to  accept  commission 
in  the  medical  corps  of  the  Army.  His  successor  will  not  be 
named  until  later. 

A.  J.  Loeffler,  formerly  of  Detroit,  Mich.,  has  opened 
an  office  for  general  practice  at  Medford. 


OBITUARIES 


Dr.  Arthur  John  McLean  of  Portland,  Ore.,  was  killed 
in  an  automobile  accident  in  Portland  December  7.  He  was 
44  years  of  age.  His  medical  degree  was  granted  by  Johns 
Hopkins  University  in  1925  and  he  came  to  Portland  in 
1931.  He  had  specialized  in  neurosurgery. 

Dr.  William  Hall  Richardson  of  Milton,  Ore.,  died  of 
bronchopneumonia  November  17,  aged  59.  He  graduated 
from  St.  Louis  University  School  of  Medicine  in  1905  and 
settled  in  Oregon  in  1917. 


American  Board  of  Obstetrics  and  Gynecology  will 
hold  general  oral,  clinical  and  pathologic  examinations  for 
all  candidates.  Part  II  examinations  (Groups  A and  B) 
will  be  held  in  St.  Louis  May  15-16,  prior  to  annual  meet- 
ing of  American  Medical  Association.  Application  blanks 
and  booklets  of  information  may  be  obtained  from  Dr. 
Paul  Titus,  secretary,  1015  Highland  Building,  Pittsburgh 
(6),  Penn. 
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STATE  COUNCIL  AND  BUREAU  OF 
ECONOMICS  MEETINGS 


Portland,  Oregon,  Dec.  25,  1938. 

A meeting  of  the  Council  of  the  Oregon  State  Medical 
Society,  the  second  meeting  of  the  Bureau  of  Medical  Eco- 
nomics, the  annual  meeting  of  Multnomah  County  Medical 
Society  were  the  highlights  of  December  activities  in  Oregon. 

At  each  of  these  gatherings,  the  subject  of  medical  eco- 
nomics played  an  important  part.  Following  closely  on  the 
heels  of  his  indictment  by  a Federal  Grand  Jury  for  alleged 
violation  of  the  Sherman  Anti-Trust  Law,  Dr.  R.  G.  Le- 
land,  Director  of  the  Bureau  of  Medical  Economics  of  the 
American  Medical  Association,  was  principal  speaker  at  the 
annual  meeting  of  the  Multnomah  County  Medical  Society 
on  December  21. 

Bureau  of  Medical  Economics 

Meeting  to  formulate  plans  and  policies  to  govern  the 
newly  established  Bureau  of  Medical  Economics,  seventeen 
members  of  the  Bureau  and  the  Council  met  at  the  Mal- 
lory Hotel  December  3.  The  meeting  was  immediately  di- 
vided into  committees  announced  shortly  after  the  meeting 
was  called  to  order  by  Charles  E.  Sears,  President  of  the 
Society. 

Committees  included  the  following:  By-Laws,  Forms  of 
Contracts,  Accounting  Practices,  Organization  and  Interor- 
ganization Relations,  Subscriber  Eligibility  and  Fees,  Pub- 
lic Relations,  Fee  Schedules,  Ethics  and  Professional  Con- 
duct, and  Liaison  Committee  to  Oregon  Association  of  Hos- 
pitals. Two  additional  committees  were  authorized  before 
the  meeting  adjourned,  one  on  Dentistry  and  Pharmacy  and 
one  on  Research. 

Adjourning  to  separate  meetings  for  the  afternoon,  the 
various  committees  returned  with  the  following  reports  and 
recommendations : 

COMMITTEES  ON  BY-LAWS 

Under  the  chairmanship  of  James  C.  Hayes  of  Medford, 
the  committee  recommended  that  existing  local  organiza- 
tions rendering  medical  service  on  a prepaid  basis  and 
bearing  the  approval  of  their  local  societies  and  the  Bureau, 
be  requested  to  forward  copies  of  their  by-laws  to  the  com- 
mittee in  order  that  they  might  be  referred  to  legal  counsel 
for  review  and  recommendations. 

COMMITTEE  ON  FORMS  OF  CONTRACTS 

The  Committee  on  Forms  of  Contract  recommended  to 
the  Bureau  that  samples  of  various  contracts  now  in  use  be 
assembled  for  study. 

COMMITTEE  ON  ACCOUNTING  PRACTICES 

F.  L.  Ralston  of  La  Grande,  Chairman  of  the  Committee 
on  Accounting  Practices,  presented  the  recommendation 
that  his  committee  place  special  emphasis  on  the  establish- 
ment of  uniform  methods  of  assembling  statistical  data  with 
respect  to  cost  of  rendering  services  to  various  types  of  sub- 
scribers and  further  advised  the  establishment  of  uniform 
cost  accounting  records. 

COMMITTEE  ON  ORGANIZATION  AND  INTERORGANIZATION 
RELATIONS 

Under  the  chairmanship  of  L.  S.  Kent  of  Eugene,  the 
following  recommendations  were  made: 

1.  The  addition  to  this  committee  of  a representative  from 
each  district  of  the  state  (districts  to  be  based  on  areas 
covered  by  the  present  mutuals) . 

2.  That  this  committee  be  empowered  to  district  or  re- 
district areas  as  new  organizations  became  necessary. 


3.  That  operating  names  be  allocated  to  each  district 
based  on  the  Oregon  Medical  Service  Bureau. 

4.  That  this  committee  be  empowered  to  decide  scope  of 
contract:  (a)  statewide  or  semistatewide,  (b)  location  of 
master  contract,  (c)  interdistrict  problems. 

SUBSCRIBER  ELIGIBILITY  AND  FEES  COMMITTEE 

Under  the  chairmanship  of  Karl  H.  Martzloff  of  Port- 
land, the  committee  requested  from  the  Council  definition 
of  groups  to  be  included  as  eligible  to  prepayment  plans: 

1.  Whether  groups  other  than  those  engaged  in  industry 
shall  be  included. 

2.  Whether  effort  should  be  made  to  limit  the  number  of 
subscribers  to  be  accepted. 

The  committee  recommended  that  the  opinion  of  phy- 
sicians in  various  parts  of  the  state  be  “sampled”  to  deter- 
mine maximum  income  level,  above  which  subscribers  would 
not  be  eligible. 

The  committee  further  recommended  that  information  re- 
garding subscriber  fees  be  requested  from  various  profes- 
sionally operated  medical  service  groups  in  the  Northwest 
with  particular  reference  to  whether  or  not  such  fees  have 
been  found  to  be  adequate. 

COMMITTEE  ON  PUBLIC  RELATIONS 

Charles  E.  Hunt,  of  Eugene,  Chairman  of  the  Committee 
on  Public  Relations,  rendered  the  committee’s  report  which 
included  the  following  recommendations: 

1.  Publicity  should  be  to  (a)  the  medical  profession  and 
(b)  the  public. 

2.  Publicity  to  the  medical  profession  by  means  of:  (a) 
local  bulletins,  (b)  local  medical  society  meetings,  (c)  of- 
ficial state  journal,  (d)  state  meetings,  (e)  state  society 
bulletins. 

3.  Publicity  to  the  public  by  means  of  (a)  news  stories, 
(b)  radio,  (c)  public  meetings,  (d)  speakers,  (e)  prospectus 
outline  of  the  plan,  (f)  pamphlets  of  information  and  de- 
tails of  plan  to  be  given  out  to  prospects  only  when  apply- 
ing for  service,  said  pamphlets  to  be  descriptive  and  gotten 
out  by  the  Bureau  of  Medical  Economics,  to  be  uniform  in 
character  except  for  local  lists  of  names  of  participants  and 
to  be  printed  locally. 

4.  All  publicity  to  conform  to  the  Code  of  Ethics  of  the 
American  Medical  Association  and  to  be  given  out  in  the 
name  of  the  local  county  society  and  the  state  society,  and 
to  be  approved  by  the  Bureau  of  Medical  Economics  and 
the  State  Council,  except  in  emergencies.  Publicity  originat- 
ing locally  in  case  of  emergency  to  conform  to  the  prin- 
ciples of  ethics  and  policy  set  down  by  the  American  Medi- 
cal Association  and  the  State  Society. 

COMMITTEE  OF  FEE  SCHEDULES 

The  Committee  on  Fee  Schedules,  under  the  chairman- 
ship of  George  E.  Henton  of  Portland,  recommended  that 
no  immediate  change  be  made  in  present  fee  schedules,  that 
information  relative  to  fee  schedules  and  various  methods 
in  force  relative  to  physicians’  compensation  be  freely  in- 
terchanged, and  that  such  schedules  and  methods  be  as- 
sembled for  study  by  the  committee. 

LIAISON  COMMITTEE  TO  THE  OREGON  ASSOCIATION 
OF  HOSPITALS 

Louis  P.  Gambee  of  Portland,  in  reporting  for  his  com- 
mittee, recommended  that  free  interchange  of  information 
between  the  Bureau  and  the  Oregon  Association  of  Hospitals 
be  encouraged  and  maintained. 

PHARMACISTS  REPORT 

A committee  from  the  Oregon  State  Pharmaceutical  Asso- 
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ciation  appeared  before  the  Bureau  with  an  exhaustive 
report  pointing  out  certain  problems  relating  to  pharmacy 
which  arise  from  prepaid  plans  of  medical  care.  The  com- 
mittee urged  the  Bureau  to  give  special  attention  to  the 
solution  of  these  problems  in  formulating  future  plans 
and  in  dealing  with  various  medical  service  groups  now  in 
operation. 

F DENTISTS  PRESENT 

C.  M.  Harrison,  Chairman  of  the  Committee  on  Medical 
Economics  of  Oregon  State  Dental  Association,  presented 
the  following  resolution  which  had  been  adopted  by  the 
Association: 


Whereas : Various  prepayment  plans  of  medical  care  for 
low-wage  industrial  groups  have  been  and  are  being  organ- 
ized by  groups  of  physicians  in  various  parts  of  the  state; 
and 

Whereas:  These  plans  provide  a limited  amount  of  dental 
service  and  hence  affect  the  practice  of  dentistry  in  these 
districts;  threfore  be  it 

Resolved:  that  Oregon  State  Dental  Association  create  a 
permanent  committee  on  the  Dental  Care  of  Low-Wage  In- 
dustrial Groups  to  formulate,  under  the  direction  of  the 
Executive  Council,  policies  with  respect  to  this  subject  and 
to  seek  the  cooperation  of  Oregon  State  Medical  Society  in 
obtaining  the  adoption  of  such  policies  in  connection  with 
prepayment  plans  of  medical  and  dental  care  sponsored  by 
groups  of  physicians. 


Council  Meeting 

Immediately  following  the  meeting  of  the  Bureau  of 
Medical  Economics,  a meeting  of  the  Council  of  Oregon 
State  Medical  Society  was  called  to  order  at  6:30  p.  m. 

Climaxing  many  months  of  effort  by  the  Executive  Com- 
mittee and  officials  of  the  Farm  Security  Administration, 
general  principles  to  govern  a program  of  medical  care  for 
Farm  Security  Administration  clients  were  approved  by 
the  Council.  Details  of  the  plan,  including  fee  schedules, 
were  referred  to  the  Executive  Committe  with  power 
to  act. 

General  policies  set  forth  in  the  plan  provide  that  medical 
service  for  Farm  Security  Administration  clients  should  be 
paid  for  out  of  pooled  funds,  disbursed  by  a trustee  ac- 
ceptable to  the  society  and  the  Farm  Security  Administra- 
tion. The  plan  will  be  operated  on  a prepayment  basis, 
after  each  individual  family  has  been  brought  up  to  a 
“health  parity.”  The  cost  of  immediate  treatment  to  accom- 
plish a health  parity  shall  be  paid  in  advance  through  a 
special  loan  to  the  client.  Under  this  method,  each  family 
will  assume  the  cost  of  placing  itself  upon  a health  parity. 
Not  until  that  has  been  achieved  will  the  insurance  principle 
prevail.  By  this  method,  it  is  thought,  predictions  of  medi- 
cal needs  for  the  year  may  be  more  accurately  made. 

Approval  of  the  plan  was  given  for  the  period  of  only 
one  year,  with  renewal  contingent  upon  successful  operation 
of  the  plan. 

F BUDGET  APPROVED 

The  budget  for  1939,  amounting  to  $13,859.80,  was  ap- 
proved by  the  Council.  The  budget  provides  for  an  ex- 
panded program  of  public  relations  and  increased  expendi- 
ture to  guarantee  an  attracttive  scientific  program  for  the 

annual  session.  „,T „„„ 

PLAY  SUBMITTED 

At  the  request  of  the  Federal  Theatre  Project,  Works 
Progress  Administration,  the  play  “Spirochete”  was  briefly 
reviewed  by  Morris  L.  Bridgeman,  Chairman  of  the  Com- 
mittee on  Syphilis  Control.  The  play,  tracing  the  history 
of  the  disease  and  methods  of  treatment,  is  scheduled  to 
open  in  Portland  and  other  cities  in  February.  Official  en- 
dorsement of  the  Society  was  sought  and  subsequently 
granted  by  the  Executive  Committee. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  C.  E.  Hunt;  Secty.,  T.  A.  McKenzie 
The  regular  monthly  meeting  of  Central  Willamette 
Medical  Society  was  held  at  Hotel  Osburn,  Eugene,  De- 
cember 1. 

The  following  officers  were  elected  for  the  year  1939. 
President,  J.  C.  Booth,  Lebanon;  President-elect,  H.  Garn- 
jobst,  Corvallis;  Vice-President  A.  G.  Prill,  Scio;  Secretary- 
Treasurer,  L.  M.  Bain,  Albany. 

For  the  second  time  in  the  history  of  the  Society  Dr. 
Booth  was  elected  president,  he  and  Dr.  Prill  being  the 
only  two  living  charter  members  of  the  society  which 
was  organized  thirty-seven  years  ago. 

A very  interesting  paper  on  ‘“The  Manifold  Indications 
for  and  Proper  Use  of  Thyroid  Substance”  was  given  by 
Hans  Lisser  of  San  Francisco. 

The  largest  attendance  of  the  year  was  present  at  this 
meeting  and  included  in  addition  to  the  members  of  the 
local  society  several  members  from  the  Marion-Polk-Yam- 
hill  society. 

CLATSOP  COUNTY  MEDICAL  SOCIETY 
Pres.,  L.  W.  Hyde;  Secty.,  A.  M.  Boyden 
Regular  meeting  of  the  Clatsop  County  Medical  Society 
was  held  at  Astoria  December  8.  Election  of  officers  resulted 
in  naming  of  L.  W.  Hyde  to  succeed  himself  as  president, 
F.  W.  Rafferty  vice  president  and  A.  M.  Boyden  secretary. 
The  meeting  was  addressed  by  Mr.  E.  D.  Towler,  principal 
of  the  Astoria  High  School,  who  explained  the  plans  under 
which  athletes  at  the  school  were  given  medical  care  when 
necessary.  Motion  picture  film  on  “Abdominoperineal  Re- 
section of  the  Rectum”  was  shown. 


JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Dodson;  Secty.,  Harvey  Woods 
Regular  meeting  of  the  Jackson  County  Medical  Society 
was  held  December  16  at  La  Tosca  Inn,  Phoenix.  William 
Holt  of  Medford  was  host  at  the  dinner  which  preceded 
the  meeting.  Dwight  Findley  of  Medford  conducted  the 
scientific  portion  of  the  program  discussing  hypothyroidism. 
Following  the  reading  of  the  paper  election  of  officers  was 
held.  A.  E.  Dodson,  Medford  was  named  president,  Warren 
Bishop,  Medford,  vice  president  and  Harvey  Woods,  Ash- 
land, secretary-treasurer.  D.  M.  Brower  of  Ashland  was 
named  historian,  Edwin  Durno,  Medford,  delegate  to  the 
Oregon  State  Medical  Society,  E.  R.  Green,  Medford,  alter- 
nate and  Dwight  Findley  member  of  the  Board  of  Censors. 


LANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  G.  E.  Beardsley;  Secty.,  E.  D.  Furrer 

Lane  County  Medical  Society  held  a meeting  December 
16  at  Osburn  Hotel,  Eugene. 

After  dinner  the  paper  of  the  evening  was  given  by 
John  H.  Hutton,  head  of  the  department  of  anesthesia  at 
Multnomah  County  Hospital,  Portland,  on  “Newer  Meth- 
ods in  Anesthesia.” 

The  following  officers  were  elected  for  1939:  C.  H.  Phette- 
place,  president-elect;  R.  C.  Romig,  secretary-treasurer, 
both  of  Eugene.  E.  D.  Furrer,  Eugene,  who  was  president- 
elect, assumed  the  office  as  president  for  the  coming  year. 
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LINN  COUNTY  MEDICAL  SOCIETY 
Pres.,  G.  E.  Fortmiller;  Secty.,  L.  M.  Bain 

The  regular  monthly  meeting  of  the  Linn  County  Medi- 
cal Society  was  held  at  Hotel  Lebanon.  Lebanon,  Dec.  14. 

Officers  elected  for  the  coming  year  were:  President, 
A.  G.  Prill,  Scio;  Vice-President,  Ralph  Herron,  Browns- 
ville; Secretary-Treasurer,  R.  S.  Langmack,  Sweet  Home. 

John  Abele  of  the  Crippled  Childrens  Program  of  the 
State  Relief  Committee  explained  the  program  to  the  so- 
ciety. 

Motion  pictures  on  several  operative  procedures  were 
shown. 


MULTNOMAH  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  R.  Mount;  Secty.,  H.  C.  Stearns 
The  principal  speaker  at  the  annual  meeting  of  Mult- 
nomah County  Medical  Society  on  December  21  was  R.  G. 
Leland,  Director  of  the  Bureau  of  Medical  Economics  of 
the  American  Medical  Association.  Dr.  Leland,  catapulted 
into  newspaper  headlines  because  of  his  indictment  by  a 
Federal  Grand  Jury  the  previous  day,  was  widely  quoted 
in  the  press.  He  characterized  the  indictment  as  “one  of  the 
most  diabolical  persecutions  of  the  medical  profession  we 
have  ever  witnessed.” 

He  reviewed  the  progress  of  organized  medicine  in  the 
field  of  medical  economics  and  declared  that  the  medical 
profession  is  not  opposed  to  the  search  by  wage  earners 
for  new  methods  of  payment  for  medical  service,  but  that 
it  is  opposed  to  the  lowering  of  the  quality  of  medical  care. 


OFFICERS  ELECTED 

The  following  officers  for  the  coming  year  were  unani- 
mously elected  for  the  ensuing  year: 

President-Elect Roy  A.  Payne 

Vice-President W.  H.  Bueermann 

Secretary Charles  P.  Wilson 

Treasurer Stanley  Lamb 

Frank  R.  Mount,  retiring  President  of  the  Society,  turned 
the  gavel  over  to  Eugene  W.  Rockey,  President  for  1939. 

COUNCILORS  ELECTED 

The  following  Councilors  were  elected  for  the  two-year 
term,  ending  in  1940: 

Ernest  L.  Boylen  Earl  M.  Anderson 

Ralph  V.  Moore  Birchard  A.  Van  Loan 

Charles  E.  Sears  Dean  B.  Seabrook 


DELEGATES  TO  OREGON  STATE  MEDICAL  SOCIETY 


The  following  Delegates  to 
Society  were  elected: 

H.  v.  H.  Thatcher 
John  R.  Montague 
Earl  M.  Anderson 
C.  O.  Sturdevant 
Joseph  F.  Wood 
J.  E.  Buckley 
Richard  B.  Adams 
R.  Lindsay  McArthur 
R.  A.  Bissett 


the  Oregon  State  Medical 

W.  H.  Bueermann 
Harry  B.  Moore 
Thomas  D.  Robertson 
Birchard  A.  Van  Loan 
George  Ainslie 
Otis  F.  Akin 
B.  O.  Woods 
F.  H.  Dammasch 
Roger  Holcomb 


EMERGENCY  MEETING  OF  A.  M.  A. 

A narrative  report  of  the  emergency  session  of  American 
Medical  Association  House  of  Delegates  last  September 
was  made  by  John  H.  Fitzgibbon.  He  declared,  “the  House 
of  Delegates  is  not  going  to  be  stampeded  by  this  indict- 
ment,” and  added  that  it  is  part  of  a “well  organized  prop- 
aganda effort  to  get  us  into  state  medicine.” 


WASHINGTON 


MEDICAL  NOTES 


Seattle  General  Seminar.  Annual  seminar  in  internal 
medicine  held  at  Seattle  General  Hospital  in  the  week  be- 
tween Christmas  and  New  Years  Day  was  given  Decmber 
28-30.  Dwight  L.  Wilbur  of  Stanford  University  conducted 
the  seminar,  the  major  portion  of  his  discussion  being  de- 
voted to  nutrition,  the  vitamins  and  diseases  of  the  digestive 
tract. 

Hospital  Opened.  Kitsap  County  Hospital,  formerly 
known  as  Sunny  view,  was  opened  January  1 after  con- 
siderable remodeling,  construction  of  a new  wing  and  in- 
stallation of  new  equipment. 

Hospital  Contract  Let.  Contract  was  let  December  17 
for  construction  of  a hospital  at  Ilwaco.  Formerly  spon- 
sored by  Pacific  County,  the  project  was  approved  as 
suitable  for  P.  W.  A.  aid  but  difficulties  arose  which  neces- 
sitated the  city  of  Ilwaco  acting  as  the  sponsor.  Action 
finally  was  obtained  under  this  plan.  Cost  of  the  structure 
is  to  be  $17,000. 

Tacoma  Not  To  Purchase  Medical  Arts  Building. 
Proposal  to  purchase  the  Medical  Arts  Building  so  that  a 
portion  of  the  floor  space  could  be  used  for  housing  city 
hall  offices  was  turned  down  by  the  Tacoma  city  council 
in  a spirited  meeting  December  12.  The  move  had  been 
vigorously  protested  by  members  of  the  medical  profession. 

Highmlller  Resigns.  Ralph  Highmiller,  medical  adviser 


in  the  Department  of  Labor  and  Industries  at  Olympia,  has 
resigned  in  order  to  enter  private  practice  in  that  city. 

Sterilization  Considered.  County  advisory  board  of 
Columbia  County  is  considering  advisability  of  offering 
sterilization  to  families  on  relief  or  coming  under  social 
security  benefits.  The  board  expects  the  county  social  secur- 
ity department  to  stand  the  expense. 

Indigent  Service  Given  New  Accounting  Plan.  County 
welfare  administrator  of  Clark  County  has  instituted  a new 
system  of  accounting  for  patients  of  the  county  hospital, 
county  clinic  and  county  farm.  Exact  records  are  kept  of 
all  treatment  and  hospitalization  and  charges  at  regular 
rates  are  entered  against  the  account  of  each  person.  Later, 
if  a patient  is  found  able  to  pay  all  or  part  of  the  cost  of 
his  care,  he  is  requested  to  do  so. 

Returns  From  World  Tour.  Ross  Wright,  formerly  of 
the  Northern  Pacific  Hospital  at  Tacoma  and  the  Mason 
Hospital  at  Mason  City,  has  returned  to  Tacoma  after  a 
world  tour,  including  visits  to  medical  centers  in  England, 
Scotland,  Holland,  Germany,  Austria,  Poland,  Czechoslo- 
vakia, Switzerland,  Italy,  France  and  Spain. 

New  Member  on  State  Examining  Board.  D.  G.  Cor- 
bett of  Spokane  was  recently  named  to  the  State  Board  of 
Medical  Examiners  to  replace  D.  A.  Hewitt  of  Spokane,  re- 
signed. 

Wedding.  S.  P.  Lehman  of  Olympia  and  Miss  Constance 
Jones  of  Ann  Arbor,  Michigan,  were  married  in  Seattle 
November  25. 
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OBITUARIES 


Dr.  George  Wilkins  Swift  of  Seattle,  Wash.,  died  sud- 
denly of  a heart  attack  December  18,  aged  56.  He  was 
born  on  Whidby  Island,  where  he  maintained  a summer 
home  near  the  site  of  his  birth.  Death  came  at  this  sum- 
mer home  as  he  was  carrying  a Christmas  tree  from  the 
nearby  woods.  He  graduated  from  Northwestern  University 
Medical  School  in  1907  and  for  a number  of  years  practiced 
ophthalmology  in  Seattle.  During  the  World  War  he  was  a 
member  of  the  Army  Medical  Corps  and  was  stationed  at 
Ft.  Riley,  Kansas.  Here  he  was  assigned  to  duty  with  the 
neurosurgical  service  and  following  the  war  he  continued  in 
this  field.  His  contributions  to  the  field  of  neurosurgery 
have  been  many  and  he  has  read  papers  on  his  work  in 
many  parts  of  the  world.  Always  keenly  interested  in  the 
problems  of  organized  medicine,  he  devoted  much  time  to 
medical  society  affairs  and  helped  in  organization  and  de- 
velopment of  a number  of  scientific  bodies. 

Dr.  Henry  Eward  Frost  of  Anacortes,  Wash.,  died  in 
his  office  November  21  after  illness  of  six  months  duration. 
He  was  59  years  of  age.  He  was  born  in  New  York  state 
and  received  his  medical  education  at  Jefferson  Medical 
College,  graduating  in  1906.  He  immediately  came  to  Ana- 
cortes and  had  practiced  constantly  there  since. 

Dr.  Cyrus  Knapp  Merriam  of  Spokane,  Wash.,  died  at 
his  home  December  6,  aged  90.  He  received  his  medical 
degree  from  New  York  University  Medical  College  in  1879. 
He  came  to  the  West  with  the  pioneers  and  for  a number 
of  years  was  an  army  surgeon,  being  stationed  for  a time 
at  old  Fort  Spokane.  He  had  been  retired  for  a number  of 
years. 


STATE  BOARD  OF  TRUSTEES  MEETING 


Seattle,  Washington,  Nov.  13,  1938. 
The  meeting  of  the  Board  of  Trustees  of  Washington 
State  Medical  Association  was  called  to  order  by  president 
H.  E.  Rhodehamel,  at  10:30  a.m.,  November  13,  at  Olympic 
Hotel,  Seattle.  A quorum  was  present,  the  following  trustees 
responding  to  the  roll  call:  H.  E.  Rhodehamel,  Spokane; 
A.  J.  Bowles,  Seattle;  D.  G.  Corbett,  Spokane;  H.  D.  Dud- 
ley, Seattle;  J.  W.  Henderson,  Longview;  J.  G.  Matthews, 
Spokane;  J.  R.  Morrison,  Bellingham;  W.  B.  Penney,  Ta- 
coma; W.  D.  Read,  Tacoma;  C.  W.  Sharpies,  Seattle; 
V.  W.  Spickard,  Seattle;  R.  L.  Zech,  Seattle. 

J.  E.  Bittner  of  Yakima,  C.  W.  Knudson  of  Seattle, 

G.  R.  Marshall  of  Seattle,  and  J.  H.  O’Shea  of  Spokane 
came  after  the  meeting  was  started.  George  Anderson  of 
Spokane  and  A.  E.  Gerhardt  of  Wenatchee  were  absent. 

Visitors  were:  C.  B.  Ward,  Chairman  of  the  Library  Com- 
mittee, Seattle;  D.  G.  Evans,  State  Health  Director,  Seattle; 

H.  L.  Hartley,  Assistant  Editor  of  Northwest  Medicine, 
Seattle. 

INTERNES  REGULATION 

Dr.  Spickard  brought  up  the  matter  of  regulation  of  in- 
terneships  as  adopted  by  the  1938  session  of  the  House  of 
Delegates.  It  was  definitely  established  by  the  Board  that 
this  regulation  applied  only  to  internes  who  were  starting 
their  interneship  on  or  after  July  1. 

On  motion  by  Dr.  Dudley,  it  was  voted  that  a copy  of 
the  resolution  relative  to  internes  adopted  by  the  House  of 


Delegates,  be  sent  to  all  standardized  hospitals  in  this  state 
and  to  the  A.  M.  A.;  that  superintendents  of  these  hospitals 
be  requested  to  post  a copy  of  this  resolution  on  their  bul- 
letin boards,  and  in  the  internes’  quarters,  and  that  a letter 
incorporating  the  resolution  be  given  each  interne  by  the 
superintendent,  and  that  this  provision  be  incorporated  in 
all  application  blanks  for  future  interneships. 

EXPENSES  OF  ANNUAL  MEETING 

After  discussion  relating  to  bills  incurred  at  the  Belling- 
ham meeting  which  were  still  unpaid,  it  was  voted  that 
the  State  Association  pay  to  Whatcom  County  Medical 
Society  the  sum  of  $436.45  to  take  care  of  the  balance  of 
the  meeting  expenses  still  unpaid.  (On  later  motion  of  Dr. 
Morrison  this  amount  was  reduced  to  $100.) 

COST  OF  EXHIBITS 

Dr.  Rhodehamel  asked  for  an  expression  of  the  Trustees’ 
opinion  as  to  the  separation  of  the  cost  of  the  scientific 
and  technical  exhibits  in  the  future.  After  a general  discus- 
sion, it  was  voted  that  a committee  of  three  be  appointed, 
consisting  of  the  President,  the  President-Elect,  and  some- 
one appointed  by  the  President,  to  bring  in  a report  as  to 
the  feasible  means  of  arranging  the  financing  of  the  meet- 
ings and  as  to  what  items  are  to  be  charged  to  the  budget, 
to  be  presented  and  acted  upon  at  the  next  Board  of  Trus- 
tees’ meeting.  It  was  suggsted  by  Dr.  Rhodhamel  that  Dr. 
Marshall  make  arrangements  to  get  the  lantern  slides  taken 
of  the  technical  exhibits  at  the  meeting  to  the  various 
county  medical  societies,  as  an  additional  stimulus  to  in- 
crease attendance. 

1939  MEETING  DATES 

It  was  moved  that  the  President  and  the  Secretary  be 
authorized  at  this  time  to  arrange  the  dates  of  the  1939 
annual  meeting.  Dr.  Rhodehamel  announced  the  dates  as 
August  28-30. 

APPROVAL  OF  COMMERCIAL  EXHIBITS 

Dr.  Penney  moved  that  no  commercial  exhibits  be  pre- 
sented at  the  annual  meeting  which  are  not  approved  by 
the  A.  M.  A.  After  some  discussion  it  was  agreed  that  this 
matter  should  be  left  to  the  committee  in  charge  of  ar- 
rangements. 

COMMITTEE  APPOINTMENTS 

After  calling  for  and  receiving  suggestions  from  the  Board. 
Dr.  Rhodehamel  announced  the  appointment  of  a new  Re- 
settlement Committee,  consisting  of  W.  D.  Read,  chairman 
J.  E.  Bittner,  J.  T.  Rooks,  C.  L.  Smith. 

A Social  Security  Committee  was  similarly  announced, 
consisting  of  J.  W.  Henderson,  chairman;  L.  A.  Hopkins 
and  M.  S.  Jared. 

G.  R.  Marshall  was  appointed  chairman  of  the  Commit- 
tee on  Scientific  Exhibits,  and  was  instructed  to  appoint 
such  members  as  he  desired.  Pursuant  to  this,  Dr.  Marshall 
appointed  V.  W.  Spickard  and  asked  Dr.  Rhodehamel  to 
suggest  a member  from  Spokane. 

APPROPRIATION  FOR  LIBRARY  BILL 

Dr.  Spickard  informed  the  Board  that  the  Legislative 
Committee  had  recommended  an  appropriation  of  $125  be 
made  for  the  purpose  of  drawing  up  the  Library  Bill.  It 
was  voted  that  the  Board  of  Trustees  grant  this  $125  ap- 
propriation. 

EXECUTIVE  SECRETARY  EX-OFFICIO  SECRETARY 
OF  ALL  COMMITTEES 

Pursuant  to  the  recommendation  contained  in  the  report 
of  the  Executive  Secretary  Committee  to  the  Board  of 
Trustees  at  the  August  30  meeting,  it  was  voted  that  the 
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executive  secretary  be  the  ex-officio  secretary  of  all  the 
committees  of  the  State  Medical  Association. 

SECOND  PACIFIC  COAST  CONFERENCE 

It  was  voted  that  the  President  of  the  State  Medical  As- 
sociation, the  Secretary,  the  A.  M.  A.  Delegates,  the  execu- 
tive secretary  and  any  other  the  President  may  appoint,  be 
delegated  to  attend  the  Second  Pacific  Coast  Conference  to 
meet  in  Portland  December  4,  and  that  their  expenses  be 
paid. 

It  was  suggested  by  Dr.  Spickard  that  Dr.  Zech  attend 
in  his  capacity  as  Chairman  of  the  Public  Health  League 
and  that  his  expenses  be  paid  by  the  League. 

In  addition,  it  was  agreed  that  a representative  of  North- 
west Medicine  should  be  present,  at  no  expense  to  the 
Association,  and  that  Dr.  Henderson  and  others  living  close 
to  Portland  be  informed  of  the  meeting. 

A.  M.  A.  STUDY  OF  MEDICAL  CARE 

It  was  voted  that  the  State  Medical  Association  proceed 
to  cooperate  with  the  A.  M.  A.  in  its  study  of  Medical 
Care. 

KITTITAS  COUNTY  MEDICAL  SOCIETY 

The  matter  of  a charter  for  the  newly  organized  society 
in  Kittitas  County  was  brought  up,  pursuant  to  the  instruc- 
tions of  the  House  of  Delegates  to  issue  a charter  when 
“the  Board  of  Trustees  is  satisfied  that  it  has  complied  with 
Section  I,  Article  IV  of  the  by-laws.” 

The  records  showed  that  the  society  had  sent  in  a copy  of 
a properly  adopted  constitution  and  by-laws,  which  con- 
formed to  the  required  standards,  and  that  officers  had  been 
duly  elected.  Nevertheless,  since  the  adoption  of  the  by-laws 
and  election  of  the  officers,  correspondence  had  been  received 
from  six  of  the  fourteen  doctors  who  had  signed  the  appli- 
cation for  the  charter,  asking  that  their  names  be  with- 
drawn. 

After  general  discussion,  it  was  voted  that  action  on  the 
granting  of  a charter  to  the  Kittitas  County  Society  be 
postponed,  and  that  a representaive  be  sent  from  this  Board 
to  discuss  the  matter  with  the  doctors  in  Kittitas  County 
and  iron  out  the  difficulties.  R.  L.  Zech  was  named  as  the 
Board’s  representative. 

REPORT  OF  EXECUTIVE  SECRETARY 

Dr.  Rhodehamel  called  on  the  executive  secretary  to  give 
a report  of  his  activities  to  date.  This  report  included  a 
brief  description  of  the  visit  he  made  to  the  state  medical 
associations  or  societies  in  Wisconsin,  Ohio,  Indiana,  Mis- 
souri, Kansas  and  Colorado,  together  with  a partial  analysis 
of  the  nature  of  the  work  which  could  properly  be  done  by 
the  central  office. 

MEETING  OF  THE  ASSOCIATION  OF  WESTERN  HOSPITALS 

A letter  was  read  from  Mr.  Thomas  F.  Clark,  executive 
secretary  of  the  Association  of  Western  Hospitals,  informing 
the  Board  of  the  1939  convention  to  be  held  in  the  Olympic 
Hotel  in  Seattle  February  21-23.  All  members  of  the  State 
Medical  Association  were  invited  to  attend  this  convention. 
It  was  voted  that  this  invitation  be  accepted,  and  the  details 
of  the  matter  be  attended  to  by  the  central  office. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
INSURANCE  RELATIONS 

Dr.  Knudson  gave  a report  on  the  conference  of  the  Com- 
mittee on  Industrial  Insurance  Relations  with  Mr.  Kelly 
of  the  Department  of  Labor  and  Industries.  The  commit- 
tee consists  of  C.  W.  Knudson,  R.  L.  Zech,  H.  T.  Buckner 
and  H.  E.  Nichols. 


This  committee  suggested  to  the  Department  that  there 
should  be  a type  of  identification  card  furnished  by  the 
employer  to  be  presented  to  the  physician  upon  treatment. 
Several  other  suggestions  were  made  and  favorably  acted 
upon,  although  no  action  had  ben  taken  upon  the  sugges- 
tion of  providing  an  advisory  medical  council.  A revised  fee 
schedule  is  now  being  drawn  up  by  the  Department. 

At  the  conclusion  of  the  report,  Dr.  Rhodehamel  stated 
that  the  central  office  would  supply  this  new  schedule  to 
each  county  society  as  soon  as  available,  and  inform  the 
societies  that  any  suggestions  in  regard  to  the  revised  sched- 
ule should  be  referred  to  Dr.  Knudson  and  his  committee. 

REPORT  OF  COMMITTEE  ON  GROUP  HOSPITALIZATION 

Dr.  Sharpies  gave  a progress  report  for  the  Committee  on 
Group  Hospitalization,  indicating  briefly  the  plans  in  opera- 
tion throughout  the  country.  The  committee  then  asked  the 
Board  for  instructions  relative  to  further  procedure. 

After  general  discussion,  the  consensus  was  that  the  com- 
mittee should  continue  to  function  and  should  have  avail- 
able at  least  a preliminary  report  for  the  legislature  in  Janu- 
ary. This  report  could  answer  most  of  the  questions  that 
might  arise  in  connection  with  group  hospitalization  and 
might  bring  forth  a development  to  act  as  a distinct  offset 
to  any  plans  for  socialized  or  state  medicine. 

MEETING  WITH  STATE  AND  COUNTY  PLANNING  COUNCIL 

Dr.  Reed  reported  that  the  State  Planning  Council  was 
having  meetings  devoted  to  the  question  of  medical  in- 
digency. He  stated  that  the  plan  of  caring  for  the  indigents 
last  year  had  collapsed  because  the  expenditures  could  not 
be  controlled.  Since  certain  amounts  of  Social  Security 
funds  are  to  be  set  aside  for  the  medical  indigents,  he  sug- 
gested that  representatives  of  the  State  Medical  Association 
should  met  with  some  governmental  committee  to  devise 
plans  to  safeguard  this  money. 

After  general  discussion  is  was  voted  that  the  Social 
Security  Committee  be  authorized  to  contact  the  Health 
Section  of  the  State  Planning  Council  for  the  purpose  of 
considering  the  matter  of  W.E.R.A.  clients;  and  to  arrange 
a meeting  with  the  Governor  to  request  that  funds  for  this 
purpose  be  included  in  the  budget  funds. 

REPORT  OF  THE  COMMITTEE  ON  FARM  SECURITY 
ADMINISTRATION 

A report  for  the  Committee  on  Farm  Security  Administra- 
tion was  given  by  Dr.  Read.  The  following  paragraph  was 
read  from  a letter  from  Mr.  Herbert  M.  Peet,  Regional  Co- 
operative Adviser  of  the  Farm  Security  Administration, 
Portland,  under  the  date  of  September  30: 

“Dr.  Read  contended  during  our  conference  with  him  and 
Dr.  Penney  July  22  that  the  particular  arrangements  for 
providing  medical  care  for  our  clients  in  any  county  or  dis- 
trict should  be  worked  out  by  us  with  the  medical  society 
of  that  county  or  district.  We  are  in  agreement  with  that 
contention.  It  is  necessary,  however,  before  we  approach 
any  county  or  district  medical  society  on  this  proposal,  that 
the  State  Medical  Association  agree  with  us  on  the  basic 
principle  to  govern  any  agreements  we  make  with  those 
societies.” 

It  was  voted  that  the  Secretary  be  instructed  to  write 
Mr.  Peet  that  the  medical  care  of  the  Farm  Security  Ad- 
ministration clients  is  so  diversified  as  to  needs  and  locali- 
ties that  no  general  state  plan  can  be  devised  to  handle  the 
matter  satisfactorily.  We  believe  that  it  is  entirely  a local 
problem  to  be  taken  up  with  the  local  medical  units. 
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REDUCTION  OF  APPROPRIATION  PROVIDED  FOR  BELLINGHAM 
MEETING  EXPENSE 

Dr.  Morrison  requested  that  the  appropriation  previously 
made  to  the  Whatcom  County  Society  to  cover  bills  still 
unpaid,  which  were  incurred  by  reason  of  the  state  meeting 
in  Bellingham,  be  reduced  to  one  hundred  dollars.  It  was 
voted  that  the  Board  of  Trustees  accept  this  proposition. 

PUBLICITY  REGARDING  SOCIALIZED  MEDICINE 

A request  was  made  by  Dr.  Knudson  that  there  should  be 
more  publicity  on  the  part  of  the  medical  profession  in  re- 
gard to  the  harmful  aspects  of  socialized  medicine.  Dr. 
Rhodehamel  announced  that  the  president  of  the  Woman’s 
Auxiliary  had  contacted  each  local  auxiliary  in  this  state, 
recommending  that  all  members  read  the  articles  in  the 
AM. A.  Journal  so  that  they  would  be  conversant  with  the 
problem. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  met  at  a dinner  meet- 
ing at  Hotel  Monticello,  Longview,  December  21. 

Guy  Strohm,  Professor  of  Urology,  University  of  Oregon 
Medical  School,  gave  a very  interesting  paper  on  “Diagnosis 
and  Treatment  of  Kidney  and  Bladder  Stones.”  He  also 
gave  a demonstration  of  his  diagnostic  methods  by  lantern 
slides.  He  stressed  the  importance  of  early  diagnosis  in 
treatment  of  genitourinary  ailments.  If  diagnosed  in  the 
early  stages,  they  can  be  treated  more  successsfully. 

The  election  of  officers  for  the  coming  year  were  as  fol- 
lows: J.  S.  McCarthy,  President;  C.  J.  Hoffman,  Vice- 
President;  R.  E.  Freeman,  Secretary-Treasurer. 

The  auxiliary  met  at  the  same  time  at  the  Hotel  Monti- 
cello, Mrs.  J.  S.  McCarthy  and  Mrs.  John  Barton  were  joint 
hostesses.  Mrs.  Roy  Freeman  gave  the  play,  “Susan  and 
God,”  by  Rachel  Crothers.  Mrs.  L.  S.  Roach,  president, 
presided,  and  Mrs.  J.  L.  Norris  gave  a resume  of  November 
Hygeia.  The  members  voted  to  give  a year’s  subscription 
of  Hygeia  to  the  Lower  Cowlitz  Junior  College  of  Long- 
view. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  W.  Knudson;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  its  first  monthly 
meeting  December  5,  in  the  auditorium  of  the  Medical  & 
Dental  Building,  8:15  p.m.,  president  C.  W.  Knudson  pre- 
siding. Minutes  of  last  meeting  were  read  and  approved. 
Dr.  Knudson  announced  the  Christmas  party  of  the  Wom- 
an’s Auxiliary  for  December  17.  Officers  and  delegates  were 
nominated  for  the  ensuing  year. 

W.  Ray  Jones  read  a paper  on  “The  Shortcomings  of 
Sulfanilamide.”  He  presented  some  of  the  theories  to  ex- 
plain its  action  with  the  statement  that  no  one  really  knows 
how  it  acts.  After  a certain  amount  of  administration  the 
body  cells  become  adapted  to  the  drug  so  that  a tolerance 
for  it  is  often  acquired.  It  is  doubtful  if  sulfanilamide  re- 
duces the  total  incidence  of  gonorrhea.  Improvement  under 
its  administration  may  give  a false  sense  of  security  so  that 
the  patient  may  be  discharged  before  a cure  is  effected. 
Some  of  its  contraindications  were  cited.  The  paper  was 
discussed  by  F.  W.  Franz. 

Mr.  Graham  Condie,  president  of  Washington  State  Phar- 
maceutical Association,  read  a paper,  “As  the  Pharmacist 


Sees  It.”  He  discussed  the  relationships  existing  between 
the  physician  and  the  pharmacist,  emphasizing  the  neces- 
sity of  cooperation.  The  ballyhoo  of  the  detail  man  was 
discussed,  and  the  fact  deplored  that  some  physicians  aban- 
don the  writing  of  prescriptions  and  in  their  place  prescribe 
proper  specialties,  necessarily  sold  at  high  cost.  The  doctor 
was  specially  cautioned  against  delivering  samples  to  the 
patient,  with  the  subsequent  danger  of  self-medication. 
Other  phases  of  pharmacist-physician  relations  were  dis- 
cussed. 


LEWIS  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  T.  Lukins;  Secty.,  Rush  Banks 

Regular  meeting  of  the  Lewis  County  Medical  Society 
was  held  at  the  Lewis-Clark  Hotel,  Centralia,  December  12. 
The  meeting  was  addressed  by  Souren  Tashian  of  Seattle 
on  the  Gruskin  test  for  malignancy  and  by  Roger  Ander- 
son, Seattle,  who  demonstrated  a new  clavicle  splint.  An- 
nual election  of  officers  was  announced  for  the  meeting  of 
January  9. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Hillis;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  Medical  Arts  Building,  Tacoma,  on  Decem- 
ber 13,  with  A.  E.  Hillis  in  the  chair.  Minutes  of  the  pre- 
vious meeting  were  read  and  approved. 

W.  G.  Cameron  reported  that  the  vote  of  the  City  Coun- 
cil on  the  question  of  the  sale  of  the  Medical  Arts  Building 
to  the  city  was  four  to  one  against  such  sale. 

T.  H.  Duerfeldt  was  elected  Secretary  to  succeed  W.  B. 
Penney,  resigned. 

A communication  from  Mrs.  J.  B.  Robertson  in  regard 
to  the  renewal  of  Hygeia  subscriptions  was  read. 

C.  V.  Lundvick  announced  that  the  Entertainment  Com- 
mittee of  the  society  was  preparing  for  a Tom  and  Jerry 
party  on  Saturday  afternoon,  December  24,  from  2 to  5 
o’clock. 

President  Hillis  introduced  Mr.  Geoffrey,  executive  secre- 
tary of  the  State  Medical  Association,  who  made  a short 
talk,  outlining  several  ways  in  which  the  central  office 
might  be  of  value  to  local  societies  and  to  individual  mem- 
bers. 

Dr.  Hillis  then  turned  the  meeting  over  to  E.  F.  Dodds, 
Chairman  of  the  Regional  Fracture  Committee  of  the 
American  College  of  Surgeons,  and  the  following  program 
was  presented:  “Malunion  and  other  Complications  of 
Fractures,”  W.  H.  Goering;  ‘“The  Immediate  Treatment  of 
Compound  Fractures,”  E.  C.  Yoder;  “Nonunion  of  Frac- 
tures,” H.  B.  Allison.  All  of  these  papers  were  excellent 
and  practical.  Discussion  was  by  T.  H.  Duerfeldt  and  H.  J. 
Whitacre. 

WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  C.  J.  Johannesson;  Secty.,  R.  W.  Stevens 

The  regular  meeting  of  Walla  Walla  Valley  Medical 
Society  was  held  December  8 at  Walla  Walla  following 
dinner  at  Grand  Hotel. 

Louis  P.  Gambee,  associate  professor  of  clinical  surgery 
at  University  of  Oregon  School  of  Medicine,  gave  a well 
crystallized  picture  of  intestinal  obstruction,  due  to  recur- 
rent volvulus  of  the  sigmoid.  This  talk  was  well  illus- 
trated with  classic  roentgen  films  from  cases  of  his  ex- 
perience. 
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Legislative  Program 

Spokane,  Washington,  Jan.  1,  1939. 

The  Legislative  Committee  of  the  Woman’s  Auxiliary  to 
Washington  State  Medical  Association  has  a definite  educa- 
tional program  outlined  for  the  county  auxiliaries  this  year. 
With  important  legislation  affecting  high  standards  in  medi- 
cine, public  health  and  welfare  now  being  prepared  by 
various  individuals  and  organizations  for  presentation  in  our 
state  legislature  and  in  Congress,  every  doctor’s  wife  should 
be  well  informed  on  the  issues  at  stake.  This  can  be  accom- 
plished only  through  careful  study  and  investigation ; there- 
fore our  study. 

The  activties  of  the  county  legislative  committees  are  con- 
ducted as  an  educational  campaign  among  the  auxiliary 
members  in  order  that  they  may  be  informed  in  advance  on 
legislative  measures,  good  and  bad,  of  importance  to  the 
medical  profession  and  the  public.  With  such  knowledge 
they  are  prepared  and  on  call  to  use  their  influence  for  the 
passage  or  defeat  of  proposed  legislation  “if  and  when 
called  upon  by  their  sponsoring  medical  societies,”  and  to 
cooperate  with  them  in  their  efforts  to  maintain  the  high- 
est requirements  for  the  administration  of  scientific  medi- 
cine. 

The  county  legislative  committees  form  a nucleus  for 
study  groups  open  to  all  auxiliary  members;  they  compile 
clipping  files  of  newspaper  and  magazine  articles,  books 
and  pamphlets  giving  the  pro  and  con  of  medical  legislative 
issues;  copies  of  bills  pending,  radio  addresses,  panel  dis- 
cussions and  debates  are  included  and  provide  valuable 
material  as  a reference  source. 


Our  slogan,  “Every  Auxiliary  Member  Registered  to 
Vote  and  Voting,”  has  brought  results  this  year.  The  poll 
of  our  state  membership  made  by  the  county  legislative 
chairmen  shows  practically  100  per  cent  registered  and  vot- 
ing of  those  eligible  to  vote.  The  very  small  unregistered 
percentage  includes  those  who  have  not  lived  in  the  state 
or  county  long  enough  to  establish  legal  residence  or  those 
who  have  not  been  in  the  United  States  long  enough  to 
become  naturalized  citizens. 

Our  seven  point  legislative  study  program  includes  the 
following  topics:  State  or  Socialized  Medicine,  Free  Clinics 
— Uses  and  Abuses,  Basic  Science  Law,  Proposed  Federal 
and  State  Legislation,  Federal  Socialized  Medicine  Experi- 
ment, Official  Medical  Service  Bureaus,  The  Healing  Cults, 
Anti-medical  Propaganda,  each  with  subtopics. 

Each  county  committee  selects  the  topics  of  special  in- 
terest to  its  locality  and  presents  them  in  their  own  way, 
some  with  one  or  more  full  legislative  programs  during  the 
year  and  a brief  up-to-the-minute  report  on  legislative  mat- 
ters at  each  meeting,  others  by  speakers  from  the  medical 
societies  or  by  dramatization,  panel  discussions,  debates,  etc. 

A thorough  knowledge  of  the  health  and  medical  issues  ot 
vital  interest  to  the  profession  and  the  public  alike,  subject 
to  new  legislation  or  the  repeal  or  weakening  of  existing 
protective  laws,  provide  facts  to  disseminate  among  the  vot- 
ing public  and  to  correct  false  statements  or  confusing  half- 
truths  so  frequently  broadcast  over  the  air  and  in  the  press 
by  antimedical  propagandists. 

An  informed  citizenry  naturally  becomes  a power  for 
good  in  the  state  and  nation.  That  is  the  goal  of  the 
auxiliary  legislative  committees  in  the  State  of  Washington. 

Mrs.  H.  E.  Rhodehamel, 

State  Legislative  Chairman. 
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Medical  Society  Takes  Lead  In  Health  Program.  A 
committee  headed  by  A.  C.  Jones  has  made  a vigorous 
appeal  for  revamped  and  modernized  health  program  for 
Boise  and  Ada  County.  A county  health  unit  under  direc- 
tion of  a trained  public  health  administrator,  improved 
care  of  tuberculosis  and  better  care  of  indigents  are  among 
the  recommendations.  Strong  appeal  was  made  by  the  com- 
mittee for  cooperation  of  county  commissioners,  dentists, 
lawyers,  state  department  of  public  assistance  and  state 
health  department. 

New  Director  For  Health  District.  Max  B.  Mc- 
Queen, who  has  recently  completed  a one  year  course  in 
public  health  administration  at  the  University  of  California, 
has  been  named  head  of  the  health  district  which  includes 
Nez  Perce,  Latah  and  Clearwater  counties.  Headquarters  of 
the  health  unit  will  remain  at  Lewiston.  M.  W.  Caskey, 
who  has  held  the  office  for  two  years,  will  enter  private 
practice. 

Court  Stops  Hospital  Plans.  Plans  to  use  $10,000  left 
by  a resident  of  Lewis  county,  who  died  in  1929,  for  con- 
struction of  a hospital  were  stopped  by  a judge  in  the  dis- 
trict court  who  ruled  that  the  will  specified  funds  were  to  be 
used  for  a county  poor  farm.  Plans  had  been  made  to  use 


the  sum  together  with  a grant  from  P.  W.  A.  to  erect  a 
hospital  at  Nez  Perce. 

New  Isolation  Hospital  at  Industrial  School.  Girls’ 
department  of  the  state  industrial  school  at  St.  Anthony 
has  a new  isolation  hospital,  recently  completed  with  aid 
of  the  boys’  vocational  department  of  the  school.  All  of 
the  bricks,  tile  and  precast  concrete  joists  were  made  by 
the  boys.  Erection  was  done  by  the  building  and  mainten- 
ance department  of  the  school.  Total  appropriation  for  the 
new  building  was  $10,000. 

Contract  Let.  Contracts  for  construction  of  the  new 
hospital  at  Grangeville  have  been  awarded.  Tri-State  Con- 
struction Co.  of  Portland  will  erect  the  building,  Lewiston 
Plumbing  and  Heating  Co.  will  install  plumbing  and  heating 
equipment  and  A.  T.  Johnson  of  Troy,  Idaho,  will  do  the 
wiring.  Total  of  all  contracts  is  $34,000. 

Hospital  Board  Named.  Officers  of  the  Twin  Falls 
County  Hospital  recently  elected  are  M.  J.  Fuendling,  presi- 
dent; Charles  B.  Beymer,  president-elect;  H.  L.  Stowe,  sec- 
retary. Elwood  T.  Reese,  John  R.  Coughlin  and  J.  N. 
Davis  were  named  members  at  large  of  the  executive  com- 
mittee. 

Health  Officer  Promoted.  L.  C.  Krotcher,  director  of 
the  Kootenai  county  health  unit,  has  been  promoted  to  a 
position  with  the  state  health  office.  The  position  will  be 
filled  by  H.  L.  Newcombe  of  Emmett. 
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Boise  Physicians  Club.  A dinner  meeting  of  the  Boise 
Physicians  Club  was  held  at  Owyhee  Hotel  October  31. 
Fifty  members  heard  C.  M.  Hyland  of  the  Los  Angeles 
Children’s  Hospital  speak  on  “The  Use  of  Convalescent 
Serum  in  the  Treatment  of  Acute  Contagious  Diseases.” 

Merchants  Equip  Hospital.  Ten  per  cent  of  all  sales 
made  on  December  tenth  was  donated  by  business  men 
of  Driggs  toward  equipment  of  the  new  Teton  Valley  Hos- 
pital. 

Health  Director  Leaves.  Glen  Smith,  head  of  the  Ban- 
nock County  Health  Unit,  has  resigned  in  order  to  accept 
a residency  in  a Chicago  hospital.  He  will  be  succeeded 
temporarily  by  G.  H.  Bishoff. 

M.  S.  McGrath  has  located  at  Weiser,  where  he  will  be 
associated  with  W.  H.  Marshall.  He  is  a native  of  Idaho 
and  graduated  a few  years  ago  from  Washington  Univer- 
sity, St.  Louis. 

Fire  Damage  Office.  The  office  of  F.  M.  Cole,  Cald- 
well, was  seriously  damaged  by  fire  of  unknown  origin 
November  24.  Approximately  $1,000  damage  was  done. 

W.  L.  Olsen  has  opened  an  office  in  Pocatello.  After 
graduating  from  Rush  Medical  College  he  practiced  for  a 
time  in  San  Francisco. 


OBITUARIES 


Dr.  Charles  Luther  Kirtley  of  Challis,  Idaho,  died 
suddenly  at  his  home  December  1,  aged  65.  He  graduated 
from  Rush  Medical  College,  Chicago,  in  1901,  and  came  to 
Idaho  immediately  after  graduation.  He  was  born  at 
Salmon,  the  son  of  pioneer  settlers  in  that  district.  Prior  to 
his  matriculation  at  Rush  he  graduated  from  the  University 
of  Idaho  with  an  engineering  degree.  He  practiced  for  a 
time  at  Salmon  and  at  Custer  but  in  1909  moved  to  Challis, 
where  he  had  practiced  constantly  until  the  time  of  his 
death. 

Dr.  George  Seibert  Lesher  of  Eastport,  Idaho,  died  in 
Spokane,  Washington,  December  16,  aged  76.  He  was  born 
in  Richland,  Pennsylvania,  September  11,  1862,  and  re- 
ceived his  medical  education  at  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia,  graduating  in  1890.  For 
a number  of  years  he  served  with  the  Indian  Service,  later 
practicing  in  Murray  and  Kellog.  Later  he  again  entered  the 
Indian  Service  and  was  stationed  in  the  Aleutian  Islands. 


MEDICAL  CARE  OF  INDIGENTS 


Boise,  Ida.,  Dec.  1,  1938. 

At  a meeting  of  the  physicians  of  Ada  County  held  at 
Boise  October  20,  recommendations  were  passed  for  ade- 
quate medical,  dental  and  legal  care  of  the  indigent  of  this 
county.  The  cooperation  of  dentists  and  attorneys  of  the 
county  in  this  program  is  being  arranged.  These  recom- 
mendations were  published  in  the  local  daily  papers  and 
are  being  submitted  to  the  Board  of  County  Commis- 
sioners for  their  consideration.  The  following  recommenda- 
tions were  made: 

I.  County  Hospital. 

1.  The  county  hospital  to  be  used  exclusively  for  care  of 
the  chronically  ill  and  incurable,  including  adequate  facili- 
ties for  the  care  of  arthritis. 


2.  All  acute  medical  and  surgical  cases  to  be  cared  for 
in  the  private  hospitals  of  the  city  by  the  county. 

3.  No  surgery  to  be  done  in  the  county  hospital. 

4.  Special  building  for  the  care  of  incurable  tuberculosis 
or  those  ineligible  for  care  in  the  state  tuberculosis  unit. 

5.  Provision  for  proper  care  of  contagious  diseases. 

6.  Facilities  for  the  proper  care  of  mental  diseases  until 
such  a time  as  they  are  committed  to  the  state  hospitals. 

7.  Facilities  for  the  care  of  alcoholics. 

II.  Establishment  of  a county  health  unit  under  the  De- 
partment of  Public  Health. 

III.  Establishment  of  a legal,  dental  and  medical  clinic 
centraly  located  for  the  care  of  the  indigent  of  the  county. 
Such  a cinic  to  be  fully  equipped  with  laboratory  and 
roentgen  facilities  and  provision  for  nurses  and  social  serv- 
ice workers.  This  clinic  would  handle  general  medicine, 
pediatrics,  eye  (including  refractions),  nose,  ear  and  throat 
cases.  The  dental  clinic  to  provide  extractions,  prophylaxis 
and  restorations.  The  legal  clinic  to  provide  legal  consulta- 
tion to  the  indigent  of  the  county. 


SOCIETY  MEETINGS 


SOUTHWESTERN  IDAHO  DISTRICT  SOCIETY 
Pres.,  F.  B.  Jeppeson;  Secty.,  W.  B.  Hannaford 
The  annual  fall  meeting  of  Southwestern  Idaho  District 
Medical  Society  was  held  in  Boise  December  1.  Thomas  A. 
Joyce,  Head  of  the  Department  of  Surgery,  University  of 
Oregon  Medical  School,  spoke  on  “The  Organization  of 
National  Boards”  and  gave  an  illustrated  lecture  on  “Her- 
nia.” D.  W.  E.  Baird,  Assistant  Dean,  University  of  Oregon 
Medical  School,  spoke  on  “Psychoanalysis  in  the  Practice 
of  Medicine.”  Seventy  members  of  the  society  attended. 

UPPER  SNAKE  RIVER  VALLEY  MEDICAL 
ASSOCIATION 

Pres.,  J.  H.  Culley ; Secty.,  Alden  Tall 
Meeting  of  the  Upper  Snake  River  Valley  Medical  Asso- 
ciation was  held  at  Rigby  December  5.  Election  of  officers 
constituted  the  main  portion  of  the  meeting  and  resulted  in 
naming  of  J.  H.  Culley,  Rigby,  president;  E.  L.  Soule, 
St.  Anthony,  vice  president,  and  Alden  Tall,  Rigby,  secre- 
tary-treasurer. 


Beaumont  and  St.  Martin.  Under  the  auspices  of  John 
Wyeth  & Brother,  a painting  has  been  completed  by  Dean 
Cornwell,  a distinguished  portrait  painter,  which  is  entitled 
“Beaumont  and  St.  Martin.”  It  is  the  first  of  a series  of 
paintings  by  this  artist  to  be  called  ‘“Pioneers  of  American 
Medicine.”  This  painting  represents  Beaumont  obtaining 
a specimen  from  St.  Martin’s  gastric  fistula.  A certain  num- 
ber of  framed  art  proofs  of  this  painting  have  been  distrib- 
uted which  vividly  portray  the  original  historical  painting. 


New  Dean  Appointed.  Last  month  the  Board  of  Trus- 
tees appointed  Dr.  John  R.  Neal  of  Springfield,  111.,  Dean 
of  Cook  County  Graduate  School  of  Medicine. 


January,  1939 
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Modern  Surgical  Technique.  By  Max  Thorek,  M.  D., 
K.L.H.  (France);  K.C  (Italy),  Prof.  Clinical  Surgery, 
Cook  County  Graduate  School  of  Medicine,  etc.  Complete 
in  three  volumes,  with  2174  Illustrations,  Originals  Prin- 
cipally by  W.  C.  Shepard.  With  a Foreword  by  Donald  C. 
Balfour,  M.B.,  M.D.  (Tor.),  LL.  D.,  F.A.C.S.,  F.R.A.C.S., 
Head  of  Section  in  Division  of  Surgery,  The  Mayo  Clinic, 
etc.  Vol  1,  526  pp;  Vol  2,  527-1229  pp;  Vol.  3,  1230-2045 
pp.  $30.00  for  Set.  J.  B.  Lippincott  Company,  Philadelphia, 
London,  Montreal,  New  York,  1938. 

For  one  surgeon  to  write  a technical  treatise  of  three 
volumes  is  indeed  an  accomplishment  in  these  days  of  high 
specialism  and  multitudinous  detail.  The  author  has  done 
this  and  in  such  a way  as  to  enlist  one’s  fullest  admiration. 
Operations  of  every  kind  and  on  every  region  of  the  body 
are  here  effectively  described.  Mostly  the  procedures  are 
standardized  and  proven  by  time,  although  practically  all 
methods  of  value  have  been  recognized  and  sometimes 
fully  analyzed.  For  him  to  describe  a surgical  procedure 
means  to  consider  in  some  instances  its  surgical  background 
and  its  gradual  development  to  a final  technic;  it  may  in- 
clude surgical  aphorisms  and  pertinent  warnings;  it  always 
includes  important  points  of  surgical  anatomy,  preferable 
anesthetics  and  then  step  by  step  the  progress  of  the 
operation  to  its  ultimate  completion.  Any  one  step  may  in- 
volve a discussion  of  one  to  several  pages  and  the  opinion 
of  authorities  may  be  freely  quoted. 

That  all  the  operations  of  surgery  have  been  thus  com- 
pletely dealt  with  gives  an  idea  of  the  vast  fund  of  infor- 
mation available  to  those  who  seek  it.  The  author’s  years 
of  experience  as  a surgeon  and  as  a teacher  of  surgical 
technic  shine  forth  on  every  page.  Such  uniformity  of  de- 
scription could  only  come  from  a single  author. 

Probably  the  most  striking  feature  of  the  work  is  the 
profusion  of  illustrations.  The  artist  has  worked  wonders 
in  the  photographic  excellence  of  his  pictures.  One  almost 
feels  that  he  is  observing  an  actual  operative  field,  so  true 
to  life  is  the  perspective.  The  illustrations  depict  the  au- 
thor’s meaning  and  they  are  invaluable  in  that  they  save 
lengthy  descriptions,  clarify  ideas  and  emphasize  salient 
points.  The  author  truly  believes  with  the  Chinese  that  “one 
picture  is  worth  a thousand  words.” 

Volume  one  includes  General  Operative  Considerations, 
Surgery  of  the  Head,  Neck  and  Plastic  Surgery;  volume 
two  deals  with  Surgery  of  Nerves,  Vessels  and  Bones,  and 
includes  Surgery  of  the  Breast  and  Chest;  volume  3 con- 
tains Surgery  of  the  Abdomen  and  Surgery  of  the  Pelvic 
Region.  It  is  easy  to  become  too  enthusiastic  about  this 
newest  treatise  on  modern  surgical  technic  but  careful  in- 
spection quickly  convinces  one  that  it  has  unsurpassed 
merit  and  is  not  just  another  surgery.  R.  D.  Forbes. 

The  Practice  of  Medicine.  By  Jonathan  Campbell 
Meakins,  M.D.,  L.L.D.,  Professor  of  Medicine  and  Director 
of  the  Department  of  Medicine,  McGill  University,  etc. 
Second  Edition.  With  521  Illustrations  Including  43  in 
Color.  1413  pp.,  $12.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  1938. 

The  author  is  well  known  as  a teacher  and  has  taken 
pains  to  set  forth  the  characteristics  of  the  various  medical 
disorders  in  a way  that  will  be  understood  by  the  student 
and  general  practitioner.  He  is  particularly  interested  in 
symptomatology  and  approaches  the  patient  with  a sym- 
pathetic understanding  of  the  many  problems  which  may 


have  a bearing  on  the  whole  disease  picture.  He  is  more  in- 
terested in  disturbances  of  function  than  morbid  anatomy. 
The  latter  is  not  neglected  but  it  represents  the  end-point 
of  the  disease  process  and  the  major  portion  of  the  prac- 
titioner’s attention  is  directed  toward  patients  before  they 
have  reached  this  stage. 

The  author  states  that  this  volume  is  not  intended  for 
the  specialist  nor  does  it  aspire  to  be  encyclopedic.  The 
condensation  of  the  mass  of  material  constituting  our 
knowledge  of  the  practice  of  medicine  into  one  volume  re- 
quires a fine  perspecttive  of  the  entire  panorama.  The  author 
has  such  perspective  in  admirable  degree.  Among  the  addi- 
tions to  this  edition  are  acute  laryngotracheobronchitis, 
tuberculous  tracheitis,  cysts  of  the  lung,  lipoid  pneumonia, 
monocytic  leukemia,  nutritional  edema,  protamine  zinc  in- 
sulin, sulfanilamide  therapy,  and  cannabis  indica  intoxica- 
tion. The  book  is  recommended  as  a first  class  work  on 
the  practice  of  medicine.  C.  E.  Watts. 

Spinal  Anesthesia.  By  Louis  H.  Maxson,  A.B.,  M.D. 
Practicing  Specialist  in  Anesthetics,  Seattle.  With  foreword 
by  W.  Wayne  Babcock,  M.D.,  Ll.D.,  F.A.C.S..  Professor  of 
Surgery,  Temple  University  School  of  Medicine.  With  89 
Illustrations.  409  pp.,  $6.50.  J.  B.  Lippincott  Co.,  Philadel- 
phia, London,  Montreal,  New  York,  1938. 

In  the  foreword  it  is  stated  the  dangers  of  spinal  anes- 
thesia lie  with  the  user  more  than  the  drug.  The  user 
should  be  skilled  and  well  trained,  and  as  meticulous  in 
asepsis  as  though  he  were  operating  upon  a joint  or 
the  spinal  cord  itself.  If  the  contents  of  the  dura  are  not 
wounded,  if  impure  solutions  are  not  used,  if  bacteria  are 
not  carried  from  the  skin  or  other  source  into  the  dura,  the 
great  majority  of  postanesthetic  complications  attributed 
to  spinal  anesthesia  are  absent.  For  spinal  anesthesia  to  be 
safe,  the  anesthetist  must  constantly  watch  the  patient 
during  anesthesia  in  order  instantly  to  combat  conditions 
that  presage  arrest  of  respiration  or  circulation. 

This  excellently  edited  and  indexed  text  brings  into  one 
volume  the  present  knowledge  of  the  subject.  Opinions  and 
technics  of  many  of  the  active  advocates  of  the  procedure 
are  discussed.  The  author’s  cryptic  criticisms  of  each  pro- 
cedure are  enlightening.  All  who  knew  him  can  sense  his 
ready  wit  and  kindly  personality. 

The  anatomy,  physiology  and  chemistry  of  the  various 
drugs  used  are  thoroughly  discussed  and  the  various  meth- 
ods illustrated.  All  surgeons  and  anesthetists  will  find  here 
in  compact  form  detailed  technics  and  from  them  can  select 
that  procedure  which  to  them  seems  most  practical. 

W.  A.  Millington. 


Surgery  of  Oral  and  Faclal  Diseases  and  Malforma- 
tions, Their  Diagnosis  and  Treatment,  Including  Plastic 
Surgical  Reconstruction.  By  George  Van  Ingen  Brown, 
D.D.S.,  M.D.,  C.M.,  F.A.C.S.,  Emeritus  Professor  of  Plastic 
Surgery,  University  of  Wisconsin,  etc.  Fourth  Edition. 
Thoroughly  Revised.  With  589  Engravings,  1019  Illustra- 
tions, and  12  Colored  Plates.  778  pp.  $10.  Lea  & Febiger, 
Philadelphia,  1938. 

The  author  has  covered  most  of  the  oral  and  facial  dis- 
eases that  are  encountered  in  practice.  The  results  of  opera- 
tive work  are  amply  illustrated  by  photographs  taken  both 
before  and  after  operation,  but  the  technic  used  in  most 
instances  is  but  briefly  described.  For  this  reason  the  vol- 
ume as  a whole  is  more  suited  to  the  needs  of  the  student 
of  medicine  and  the  general  practitioner.  By  reading  it. 
the  latter  will  have  a clear  understanding  of  what  can  be 
offered  to  the  patient  who  comes  to  him  for  advice  for 
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such  conditions  and  he  will  be  enabled  to  guide  him  in  a 
more  intelligent  manner. 

The  rather  small  number  of  operative  procedures  given 
and  the  lack  of  descriptive  technic  limit  the  value  of  the 
book  in  this  very  specialized  field  of  surgery.  No  doubt 
this  is  as  it  should  be.  Success  in  plastic  surgery  depends 
upon  so  many  things,  especially  upon  a certain  artistic 
sense  on  the  part  of  the  surgeon  and  a very  special  aptitude 
for  this  type  of  work,  that  it  can  be  learned  only  through 
personal  observation  and  experience  under  a master  surgeon 
and  not  from  the  pages  of  a book.  Moreover,  no  book 
could  possibly  cover  all  the  variations  in  anatomy  among 
individual  patients  which  must  be  considered  and  evaluated 
by  the  surgeon.  However,  to  inform  the  general  practitioner 
of  the  possibilities  which  may  be  offered  by  this  field  of 
surgery  it  is  a most  excellent  volume. 

E.  O.  Schreiner. 


Diseases  of  the  Ear,  Nose  and  Throat.  By  Francis  L. 
Lederer,  B.Sc.,  M.D.,  F.A.C.S.  Professor  and  Head  of  the 
Department  of  Laryngology.  Rhinology  and  Otology,  Uni- 
versity of  Illinois  College  of  Medicine,  Chicago  etc.  Illus- 
trated with  nearly  500  Half-tone  and  Line  Engravings, 
mostly  original,  and  16  Full-page  Color  Plates.  835  pp.  $10. 
F.  A.  Davis  Co.,  Philadelphia,  1938. 

This  is  a textbook  for  the  student  who  is  attempting  ex- 
tensive work  in  this  field.  It  is  quite  evidently  the  work  of 
a practical  teacher.  This  is  not  an  encyclopedia  on  the  sub- 
ject but  a very  complete  outline  of  diagnosis  and  treatment 
suitable  for  a basic  plan  of  practice.  The  author  has  pre- 
sented a very  direct  clear  outline  of  the  anatomy,  physiol- 
ogy and  disease  processes  of  the  organs  involved  and  then 
has  offered  a single  line  of  action  in  caring  for  the  con- 
ditions. Only  occasionally  are  alternative  methods  sug- 
gested. This  avoidance  of  discussion  of  multiple  methods 
avoids  confusion  for  the  student  new  in  the  field,  and 
gives  directly  to  the  experienced  worker  what  he  is  after, 
namely,  this  author’s  personal  opinions  and  judgment  de- 
veloped from  his  years  of  study  and  experience. 

The  illustrations  are  numerous  and  excellent.  Worthy  of 
special  mention  are  the  sixteen  pages  of  colored  plates  on 
the  ear  and  larynx.  An  unusual  book  in  its  simplicity  of 
presentation,  directness,  clearness  and  completeness  of 
outline.  T.  L.  Bordsen. 


The  Fundamentals  of  Internal  Medicine.  By  Wallace 
Mason  Yater,  A.B.,  M.D.,  M.S.  (in  Med.).  Professor  of 
Medicine  and  Director  of  the  Department  of  Medicine, 
Georgetown  University  School  of  Medicine,  etc.,  1021  pp., 
$9.  D.  Appleton  Co.,  Inc.  New  York,  London,  1938. 

There  are  twelve  contributors  to  this  volume,  each  con- 
nected with  a medical  school.  The  context  is  divided  into 
twenty-one  sections,  covering  separate  organs  and  systems, 
including  diseases  of  endocrine  glands,  metabolism,  allergy 
due  to  intoxicants,  physical  agents,  vitamin  deficiency  and 
other  subjects.  One  long  chapter  is  devoted  to  an  outline 
of  infectious  diseases,  including  leprosy  and  some  of  the 
rarely  seen  tropical  diseases. 

The  book  is  intended  to  give  only  the  minimum  of  in- 
formation needed  by  a medical  student  or  general  practi- 
tioner and  does  this  concisely.  It  lacks  theoretical  considera- 
tion and  slights  therapeutics.  It  has  excellent  illustrations 
in  large  number.  By  the  use  of  dark  and  light  print  and 
long  lists  of  findings  in  outline  form,  the  wide  field  is 
covered  and  quick  reference  is  facilitated. 

Miriam  Lincoln. 


Short-Wave  Therapy,  The  Medical  Uses  of  Electrical 
High  Frequencies.  By  Dr.  Erwin  Schliephake,  Dozent  at  the 
University  of  Giessen.  Authorized  English  Translation  by 
R.  King  Brown,  B.A.,  M.D.,  D.P.H.,  from  the  Third  Ger- 
man Edition.  With  Foreword  by  Elkin  P.  Cumberbatch, 
M.A.,  M.B.,  B.Ch.  (Oxon),  F.R.C.P.  (Lond.),  D.M.R.E. 
(Camb.).  Second  English  Edition.  296  pp.,  21  shillings.  The 
Actinic  'Press,  Ltd.,  17,  Featherstone  Buildings,  London, 
W.  C.  1,  1938. 

It  is  generally  considered  that  the  benefit  of  short-wave 
therapy  is  confined  to  the  production  of  heat.  The  author 
believes,  however,  there  are  other  physical  and  biophysical 
results  imparted  by  this  agency.  In  the  experimental  section 
is  presented  much  information  relative  to  the  effect  on  the 
animal  body  and  its  tissues  resulting  from  application  of 
this  current.  There  are  extensive  descriptions  of  the  nature 
and  development  of  short  electric  waves,  the  substance  of 
which  should  be  known  by  one  following  this  therapy. 

Treatment  of  human  diseases  will  probably  receive  the 
most  attention.  The  author  places  particular  emphasis  on  the 
practical  results  in  the  treatment  of  suppurative  conditions. 
Numerous  cases  are  cited,  showing  striking  results  in  the 
treatment  of  furuncles  and  carbuncles.  Histories  and  roent- 
genograms illustrate  the  beneficial  results  when  applied  to 
suppurating  pneumonia,  gangrenous  empyema  and  lung 
abscess.  If  one  employs  short-wave  therapy  he  will  find 
useful  suggestions  in  this  book. 

Pediatric  Symptomatology  and  Differential  Diag- 
nosis. By  Sanford  Blum,  A.M.,  M.S.,  M.D.  Head  of  De- 
partment of  Pediatrics  and  Director  of  the  Research  Lab- 
oratory, San  Francisco  Polyclinic  and  Post  Graduate  School. 
With  29  Illustrations  Including  one  Color  Plate.  500 
pp.,  $5.  F.  A.  Davis  Co.,  Philadelphia,  1938. 

This  book  is  well  printed,  of  handy  size  and  carefully 
edited.  Diagnostic  features  of  what  is  apparently  an  all- 
inclusive  number  of  diseases  and  conditions  of  infancy  and 
childhood  are  given  in  minutest  detail.  There  is  no  discus- 
sion of  treatment.  The  author  has  sincerely  attempted  to 
supply  for  reference  use  what  the  general  practitioner  may 
find  very  helpful,  though  the  amount  of  detail  included 
under  the  various  headings  does  not  facilitate  quick  identifi- 
cation. 

Differential  diagnosis  is  fully  covered,  notably  in  those 
chapters  dealing  with  the  exanthemata.  Especially  readable 
is  the  chapter  on  diseases  of  the  heart.  One  misses  the 
usual  sequence  of  events  found  in  most  textbooks,  in  which 
etiology,  symptoms,  pathology  and  differential  diagnosis 
are  followed  by  a discussion  of  treatment.  Perhaps  the 
author  plans  a second  volume  in  which  therapy  in  pediatrics 
will  be  dealt  with  exclusively.  Such  a book  would  then 
complete  a very  useful  and  valuable  addition  to  the  pediatric 
text-book  literature.  W.  B.  Seelye. 

International  Clinics.  Original  Contributions:  Clinics; 
and  Evaluated  Reviews  of  Current  Advances  in  the  Medi- 
cal Arts.  Edited  by  George  Morris  Piersol,  M.D.,  Professor 
of  Medicine,  Graduate  School  of  Medicine,  LTniversity  of 
Pennsylvania,  Philadelphia.  Vol.  IV,  New  Series  One  (old 
48th).  349  pp.,  $3.00.  J.  B.  Lippincott  Company,  Phila- 
delphia, London,  Montreal,  New  York,  1938. 

There  are  eighteen  collaborators  of  this  volume,  all  of 
whom  are  on  faculties  of  medical  schools.  There  are  fifteen 
original  contributions,  with  three  clinical  reports.  These 
cover  a variety  of  timely  topics.  There  are  papers  pertain- 
ing to  pediatrics,  endocrines,  circulatory  system,  intestinal 
tract  and  other  organs.  These  contributors  present  up-to- 
date  information  on  the  subjects  under  consideration. 
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DEPRIVED  OF  BREAST  MILK 


The  quick,  easy  method  of  preparing  S.M.A. 
feedings  is  unusually  simple.  A Minute  Mix 
Method  Set  together  with  complete  directions 
will  be  sent  Free  to  physicians  on  request. 


When  diluted  according  to  directions,  S.M.A. 
closely  resembles  human  milk,  NOT  ONLY  in 
the  percentages  of  protein,  fat,  carbohydrate  and 
ash,  BUT  ALSO  in  the  chemical  constants  and  in 
properties. 

When  fed  to  infants  as  a supplement,  com- 
or  as  a complete  substitute  for  breast 
milk,  S.M.A.  consistently  produces  excellent 
nutritional  results  comparable  to  those  obtained 
with  normal  breast-fed  infants. 


S.M.A.  is  a food  for  infants  . . . derived from  tuberculin  tested  coivs'  milk,  the  fat  of  which  is  replaced  by  animal  and 
vegetable  fats  including  biologically  tested  cod  liver  oil:  with  the  addition  of  milk  sugar  and  potassium  chloride ; 
altogether  forming  an  antirachitic  food.  When  diluted  according  to  directions,  it  is  essentially  similar  to  human 
milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical  constants  and  in  physical  properties. 
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How  to  Conquer  Constipation.  A Series  of  Answers  to 
Questions  Which  Have  Occurred  with  Frequency  in  the 
Practice  of  a Specialist  in  Intestinal  Ailments.  By  J.  F. 
Montague,  M.D.,  Editor-in-Chief  of  Health  Digest,  etc. 
244  pp.,  $1.50.  J.  B.  Lippincott  Company,  Philadelphia, 
1938. 

Part  I of  this  volume  contains  a series  of  questions  ordi- 
narily asked  by  the  patient,  such  as:  “What  shall  I take?” 
“How  about  laxatives?”  “Is  it  all  right  to  take  enemas?” 
“Is  milk  constipating?”  “What  about  yeast?”  And  many 
more  of  the  same  sort.  Part  II  contains  replies  to  these 
series  of  questions.  The  author  says  that  colitis  is  the  in- 
evitable result  of  constant  constipation,  and  equally  con- 
stant use  of  laxatives.  The  great  American  sin  is  “purgery.” 
There  are  not  only  sensible  suggestions  as  to  medication, 
but  equally  pertinent  are  those  pertaining  to  diet.  “The 
whole  question  of  indigestion  has  been  so  exploited  by  ad- 
vertising that  the  average  man  in  the  street  really  does  nof 
know  what  is  meant  by  it.”  This  book  is  worth  reading 
by  the  physician,  and  would  be  equally  useful  for  the  pa- 
tient possessing  ordinary  common  sense. 


BOOKS  RECEIVED  BUT  NOT  REVIEWED 

Beauty  Plus.  The  Smart  Woman’s  Key  to  Beauty, 
Health  and  Charm.  By  Mary  MacFayden,  M.D.  Illustrated 
by  Frank  N.  Netter,  M.D.  272  pp.,  $1.96.  Emerson  Books, 
Inc.,  New  York,  1938. 

This  book  describes  methods  and  includes  formulae  for 
obtaining  female  beauty. 

The  Scientist  In  Action.  A Scientific  Study  of  his 
Methods.  By  William  H.  George,  M.Sc.,  Ph.D.,  F.  Inst.  P., 
Royal  Society  Sorby  Research  Fellow,  and  Honorary  Lec- 
turer in  Physics,  University  of  Sheffield.  354  pp.,  3.00. 
Emerson  Books,  Inc.,  New  York,  1938. 

This  book  deals  with  the  scientific  outlook,  getting  and 
arranging  scientific  facts. 

Practical  Birth-Control  Methods.  By  Norman  E. 
Himes,  Ph.D.,  with  the  Medical  Collaboration  of  Abraham 
Stone,  M.D.  Foreword  by  Havelock  Ellis,  Illustrations  by 
Irving  Geis.  254  pp.,  95c.  Modern  Age  Books,  New  York, 
1938. 

This  book  deals  with  social  and  legal  aspects,  medical 
phases  and  related  problems  of  birth-control. 

Doctors,  I Salute!  By  Emilie  Conklin.  92  pp.  Light 
and  Life  Press,  Winona  Lake,  Indiana.  1938. 

This  book  contains  a collection  of  poems  dealing  with 
doctors  and  medical  practice. 

Medicine  In  the  Outpatient  Department.  An  Intro- 
ductory Handbook.  By  Winthrop  Wetherbee,  Jr.,  M.D., 
Junior  Visiting  Physician,  Boston  City  Hospital.  109  pp., 
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$1.00.  Paul  B.  Hoeber,  Inc.,  Medical  Book  Department  of 
Harper  & Brothers,  New  York  and  London,  1938. 

This  book  describes  diagnosis  and  treatment  of  patients 
in  an  Outpatient  Department. 

The  Self  You  Have  to  ' Live  With.  By  Winfred 
Rhoades.  182  pp.,  $1.75.  J.  B.  Lippincott  Company,  Phila- 
delphia, 1938. 

This  is  a book  on  mental  hygiene,  describing  various 
psychologic  methods  of  treating  diseases. 

Men  Past  Forty.  By  A.  F.  Niemoeller,  A.B.,  M.A.,  B.S., 
Author  of  American  Encyclopedia  of  Sex,  etc.  154  pp., 
2.00.  Harvest  House,  New  York,  1938. 

This  book  deals  with  the  subject  of  impotence,  the  de- 
scription of  its  phases  and  methods  of  treatment. 

Eat  and  Keep  Fit.  By  Jacob  Buckstein,  M.D.,  Con- 
sulting Physician  in  Diseases  of  the  Stomach  and  Intestines 
to  Central  Islip  Hospital.  128  pp.,  1.00.  Emerson  Books, 
New  York,  1938. 

This  book  discusses  the  subject  of  food,  the  elements  of 
which  it  is  composed,  with  suggestions  as  to  their  value 
and  the  desirable  dietary  for  good  health. 

The  Romance  of  Proctology.  By  Charles  Elton  Blan- 
chard, M.D.  284  pp.  Medical  Success  Press,  Youngstown, 
Ohio,  1938. 

This  book  describes  the  development  and  progress  of 
proctology,  with  a description  of  methods  of  treatment. 

Doctor  Bradley  Remembers.  By  Francis  Brett  Young. 
522  pp.,  $2.75.  Reynal  & Hitchcock,  New  York,  1938. 

The  author  is  a writer  of  many  novels.  This  volume 
covers  the  experiences  of  a doctor  during  fifty  years  of 
practice,  including  many  interesting  and  fascinating  experi- 
ences. It  offers  delightful  reading  with  medical  flavor. 
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EDITORIALS 


GROUP  HEALTH  ASSOCIATION 
UNSATISFACTORY 

The  Group  Health  Association  of  Washington, 
D.  C.,  which  obtained  national  publicity  owing  to 
the  attack  on  the  American  Medical  Association 
and  its  subsequent  indictment  with  others,  has  en- 
countered difficulties  which  might  well  have  been 
anticipated  from  the  experience  with  prepayment 
group  medical  insurance  in  other  parts  of  the  coun- 
try, which  were  not  established  on  sound  principles. 
In  the  Washington  Post  of  January  7,  the  resigna- 
tion was  announced  of  Dr.  Richard  H.  Price  who 
has  been  in  charge  of  internal  medicine  for  the 
organization  for  more  than  a year,  owing  to  “unsat- 
isfactory medical  service.”  It  is  stated  that  Dr. 
Price  claimed,  among  other  things,  that: 

“Members  of  the  Association  sometimes  have  to  wait 
as  long  as  a week  or  more  to  see  a doctor  whom  they 
should  see  at  once  . . . Members  are  treated  like  a herd 
of  sheep  instead  of  being  given  the  service  afforded  the 
private  patients  and  physicians  . . . Numbers  of  patients 
have  not  yet  had  the  major  operations  promised  them,  and 
home  calls  are  made  by  physicians  other  than  those  who 
have  seen  the  patients  at  the  Group  Health  Clinic.” 

In  various  sections  of  the  country  plans  have 
been  inaugurated  for  medical  service  for  low  in- 
come groups  of  workers  on  monthly  prepayments. 
Where  these  have  been  under  the  management  of 
the  medical  profession  and  patients  have  had  free 
choice  of  physicians,  this  form  of  service  has  worked 
satisfactorily.  Such  a plan  in  Washington  State  has 
been  in  operation  under  the  supervision  of  different 
county  societies  for  periods  varying  from  five  to 
ten  years,  patients  having  free  choice  of  a majority 
of  physicians  in  each  organization.  Similar  plans 
being  set  up  in  Oregon  and  California  are  likewise 
based  on  monthly  prepayments  for  the  benefit  of 
groups  of  workers  with  specified  incomes,  with  pro- 
visions for  free  choice  of  all  physicians  desiring  to 
participate  in  this  line  of  practice.  Evidently  the 
Washington,  D.  C.  association  has  encountered  the 
difficulties  which  always  follow  the  attempt  to  ex- 
tend medical  services  at  low  cost  to  groups  at- 
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tended  by  a small,  specified  number  of  physicians 
who  become  overwhelmed  with  masses  of  patients, 
to  whom  they  cannot  give  adequate  service.  Some 
form  of  group  treatment  for  low  wage  earners  has 
probably  become  permanently  established.  Its  suc- 
cess will  depend  entirely  upon  its  management  along 
the  lines  herein  discussed. 


VENOMOUS  CRITICISM 

In  view  of  the  numerous  attacks  during  recent 
years  on  the  American  Medical  Association,  spon- 
sored by  many  individuals  with  varied  animus,  one 
might  consider  this  organization  impervious  to  any 
further  assaults  made  upon  it.  In  evaluating  such 
attacks  one  should  consider  their  source  and  the 
dependability  of  the  assailer.  Owing  to  his  rabid 
mouthings  in  recent  years  relative  to  matters  of 
health  and  treatment  of  disease,  one  would  not  seri- 
ously consider  an  outburst  from  Bernarr  Macfad- 
den1 . His  latest  explosion  excites  as  much  amuse- 
ment as  irritation.  He  expounds  the  following: 

“At  last  the  most  hoggish,  brutal  system  ever  conceived 
by  the  mind  of  man  is  being  brought  to  the  bar  of  justice. 
The  American  Medical  Association  will  at  last  have  to  meet 
the  charges  of  restraint  of  trade  which  are  preferred  against 
it.  This  association  has  bludgeoned  its  doctor  members, 
compelled  them  to  fall  into  line  with  threats  of  expulsion, 
and  to  say  that  the  rank  and  file  of  the  doctoring  profession 
hates  its  monopolistic  practices  worse  than  the  devil  does 
holy  water  is  a mild  statement  indeed.” 

This  learned  man,  with  his  comprehensive  grasp 
of  so  much  misinformation,  is  apparently  unaware 
that  the  American  Medical  Association  comprises 
110,000  members,  being  about  eighty  per  cent  of 
the  licensed  physicians  of  this  country.  It  would  be 
strange  indeed,  if  all  of  this  number  were  unani- 
mous in  their  loyalty  to  this  great  organization,  but 
it  is  well  known  that  the  hostile  members  are  a 
very  small  minority,  the  mass  of  them  believing 
and  supporting  the  principles  maintained  by  the 
association. 

The  above  notorious  critic  displays  his  ignorance 
of  scientific  medicine  and  its  accomplishments  by 
boasting  of  some  of  his  past  medical  discoveries  as 
follows: 

“More  than  thirty  years  ago  I began  to  have  syphilitic 
cases  called  to  my  attention  which  were  cured  by  fasting, 
followed  by  an  exclusive  milk  diet,  or  other  strict  dietetic 
measures.  Many  hydropathic  doctors  claim  gonorrhea  can 
be  cured  by  their  methods.  Some  doctors  claim  cancer  can 
be  cured  by  dietetic  measures.  Many  cases  have  been  called 
to  my  attention  where  an  exclusive  grape  diet  has  been 
especially  effective.  But  the  general  public  is  kept  in  ignor- 
ance of  these  simple  means  of  cure,  partly  with  the  help  of 
the  Association’s  commercial  creed.” 

Such  senseless  mouthings  on  serious  diseases 
would  not  be  worthy  of  comment  were  it  not  that 

1.  Macfadden,  B. : We  Endorse  the  President’s  Health 
Crusade.  Liberty,  16:  No.  5,  3,  Feb.  4.  1939. 


the  writer’s  magazine,  Liberty,  has  a very  extensive 
circulation,  and  such  untrue  statements  as  the  above 
are  read  by  many  uninformed  individuals  who 
doubtless  give  them  credence. 

The  Writer  endorses  the  administration’s  health 
program  with  enthusiasm,  much  of  which  has  re- 
ceived the  approval  of  the  medical  profession  as 
expressed  by  the  American  Medical  Association, 
providing  medical  service  for  low  wage  earners, 
offering  adequate  medical  attention  for  the  indigent, 
assuring  suitable  hospital  provision.  These  receive 
hearty  support  of  the  medical  profession  in  all  parts 
of  the  country.  In  many  sections  these  lines  of  as- 
sistance to  the  needy  are  being  successfully  admin- 
istered through  their  support.  It  is  interesting  to 
note  the  changed  attitude  in  the  administration’s 
hospital  program  from  that  first  enunciated.  At  the 
outset  it  was  proposed  to  use  millions  of  dollars  for 
the  construction  of  large  numbers  of  new  hospitals. 
In  contrast,  the  latest  proposal  is  to  enlarge  existing 
institutions  in  suitable  proportions,  building  anew 
where  existing  institutions  are  inadequate. 

The  opposition  of  the  medical  profession  is 
against  the  compulsory  feature  of  social  insurance, 
with  the  regimentation  of  the  medical  profession  as 
well  as  the  public  under  lay  bureaucracy.  Such  a 
system  is  in  effect  in  European  countries  ruled  by 
dictators,  where  the  individual  has  no  choice  but  to 
take  what  is  given  him.  In  our  democratic  system, 
where  the  rights  of  the  individual  are  conserved, 
the  medical  profession  will  not  consent  to  dictation 
concerning  medical  practice,  either  for  themselves 
or  their  patients. 


WASHINGTON  GROUP  HOSPITALIZATION 

In  view  of  the  fact  that  there  has  been  much  dis- 
cussion of  late  concerning  group  hospitalization  in 
various  parts  of  the  country  in  medical  journals, 
hospital  journals  and  the  lay  press,  the  president 
of  Washington  State  Medical  Association,  recogniz- 
ing the  responsibility  and  desire  of  the  profession 
to  discuss  ways  and  means  to  bring  about  proper 
care  of  people  of  moderate  means  and  those  med- 
ically needy,  who  are  averse  to  being  forced  to 
pauperism,  if  it  can  be  avoided,  appointed  a com- 
mittee to  study  group  hospitalization,  hoping  that 
from  such  study  some  plans  could  be  evolved, 
whereby  the  profession  could  approve  and  promote 
some  means  of  meeting  the  situation  in  a practical 
self-help  scheme. 

The  committee  made  a report  which  will  be  found 
under  the  Washington  division  of  State  Sections  in 
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this  issue.  By  reading  this  one  will  note  that  the 
committee  spent  a great  deal  of  time  and  labor  in 
gathering  information  on  group  hospitalization  as 
operating  in  other  states.  This  report  summarizes 
what  the  committee  believes  is  applicable  to  con- 
ditions in  Washington. 

The  fact  that  the  association  adopted  the  report 
does  not  imply  a mandate  to  the  county  societies  to 
act  or  to  accept  its  findings  or  recommendations.  It 
is  a collection  of  information  and  recommendations 
to  any  group  of  people,  which  has  been  approved 
by  the  Board  of  Trustees  of  Washington  State  Med- 
ical Association.  It  has  been  carefully  studied  and 
the  endeavor  has  been  to  state  the  findings,  so  that 
there  can  be  no  equivocation  as  to  whether  it  may 
be  to  the  benefit  of  the  subscribers  or  not,  and  at 
the  same  time  make  evident  the  fact  that  the  report 
recommends  nothing  that  is  contrary  to  the  prin- 
ciples of  the  American  Medical  Association.  It  is  in 
accordance  with  the  principles  adopted  by  the 
American  Hospital  Association.  Apparently  there 
is  a demnad  on  the  part  of  the  public  that  hospital 
facilities  be  obtainable  in  Class  A hospitals  at  a 
moderate  expenditure  of  funds.  If  the  medical  pro- 
fession is  wise,  it  will  use  its  endeavors  to  assist  in 
the  formation  of  some  such  policy  and  in  directing 
the  foundation  and  organization  of  a group  hos- 
pitalization plan  so  that  those  desiring  to  avail 
themselves  of  it  as  subscribers  will  be  fully  pro- 
tected. 

This  explanation  is  offered  so  that  there  may  be 
no  apprehension  lest  the  State  Medical  Association 
is  endeavoring  to  organize  a group  hospitalization 
plan  as  one  of  its  activities,  to  interfere  with  any 
activity  of  the  county  societies,  or  to  usurp  any  of 
the  functions  of  the  hospitals.  The  State  Associa- 
tion has  simply  made  a study,  and  based  on  that 
certain  recommendations  that  are  safe,  expecting 
that  if  such  a plan  be  adopted,  local  groups  and 
associations  may  find  the  facts  stated  in  the  report 
to  be  of  assistance.  It  is  also  expected  that  local 
conditions  will  make  modifications  necessary,  espe- 
cially in  the  recommendations. 


PROGRAM  OF  WESTERN  HOSPITALS 
MEETING 

As  already  announced,  the  thirteenth  annual 
meeting  of  the  Association  of  Western  Hospitals 
will  be  held  in  Seattle  February  19-23.  There  will 
be  sectional  meetings  and  discussion  of  hospital 
matters  as  related  to  conditions  in  California,  Ore- 
gon and  Washington.  The  usual  inspection  of  ex- 


hibits, dinners  and  other  entertainment  wall  be 
featured. 

One  of  the  most  important  subjects  on  the  pro- 
gram will  be  that  of  hospital  insurance.  Under  this 
heading  the  following  papers  will  be  presented: 

“Development  of  Prepayment  Plans  in  This  Growing 
Program,”  C.  Rufus  Rorem,  Ph.D.,  of  the  Committee  on 
Hospital  Service,  American  Hospital  Association. 

“Promotional  Experience,”  R.  E.  Heerman,  president  of 
the  Associated  Hospital  Service  of  Southern  California. 

“Actuarial  and  Cost  Experience,”  Mr.  Ellard  L.  Slack, 
secretary-treasurer,  Insurance  Association  of  Approved  Hos- 
pitals. 

“The  Un-insured,  Not  Yet  Covered  by  Any  Plan,”  Mr. 
Bryce  L.  Twitty,  superintendent,  Baylor  University  Hos- 
pital, Dallas,  Texas. 

Other  topics  are:  “The  Catholic  Hospital  in  This  Growing 
Program  of  Health  Care,”  “The  Care  of  the  Nurse  in  This 
Growing  Program,”  “Ways  and  Means  for  Making  This 
Growing  Program  Effective.”  Other  papers  on  allied  sub- 
jects will  also  be  featured. 


ART  TELLS  HISTORY  OF  AMERICAN  MEDICINE 


“Beaumont  and  St.  Martin”  is  the  first  of  six  large  paint- 
ings in  oil  memorializing  “Pioneers  of  American  Medicine” 
which  artist  Dean  Cornwell  will  complete  in  the  next  few 
years.  Others  in  the  series  are:  Dr.  Oliver  Wendell  Holmes, 
Dr.  Ephraim  McDowell,  Dr.  Crawford  W.  Long,  Dr.  Wil- 
liam T.  G.  Morton,  and  Major  Walter  Reed,  and  one 
woman,  Dorothea  Lynde  Dix  who,  while  not  a physician, 
stimulated  physicians  to  study  insanity  and  feebleminded- 
ness. 

Arrangements  to  supply  physicians  with  free,  full  color 
reproductions  of  “Beaumont  and  St.  Martin”  without  ad- 
vertising, and  suitable  for  framing,  have  been  made  with 
the  owners,  John  Wyeth  & Brother,  1118  Washington 
Street,  Philadelphia,  Pa. 
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ACROMIOCLAVICULAR  DISLOCATION* 

A CONSERVATIVE  METHOD  OF  TREATMENT 

Roger  Anderson,  M.D. 
and 

Ernest  Burgess,  M.D. 

SEATTLE,  WASH. 

Interest  in  acromioclavicular  dislocation  and  its 
treatment  has  been  stimulated  by  the  increasing 
number  of  these  cases  encountered  in  competitive 
sport  activities,  especially  football.  Many  cases 
heretofore  loosely  classed  as  “shoulder  sprain,”  will 
actually  prove  to  be  localized  injury  to  the  acromio- 
clavicular joint  and  its  supporting  ligaments.  A bet- 
ter understanding  of  the  pathomechanics  of  the 
shoulder  area  and  the  more  general  use  of  roent- 
genograms have  contributed  to  the  diagnosis  of  this 
lesion. 

It  is  generally  conceded  by  most  surgeons  experi- 
enced in  the  treatment  of  this  injury,  that  where 
complete  dislocation  has  occurred,  operative  inter- 
vention and  ligamentoplasty  furnish  the  only  means 
whereby  a good  functioning  shoulder  can  be  ob- 
tained. Since  in  almost  every  case  reduction  can  be 
quickly  and  easily  obtained  without  surgery,  and 
since  the  involved  ligaments,  like  fibrous  tissue  else- 
where in  ihe  body,  will  heal  if  held  in  apposition,  it 
is  evident  that  the  value  of  the  open  operation  lies 
in  maintaining  rather  than  obtaining  reduction. 
Therefore,  with  a satisfactory  method  of  external 
fixation,  open  operation  will  not  be  required.  The 
treatment  to  be  discussed  provides  a new  approach 
to  external  fixation  With  its  use,  dislocation  of  the 
acromioclavicular  joint  may  be  properly  reduced 
and  firmly  held  throughout  healing. 

CLINICAL  ANATOMY 

As  a means  of  heavy  weight  bearing  and  pushing, 
the  shoulder  is  admirably  suited  to  its  task,  since 
it  is  well  supported  by  strong  muscles  and  allows 
movement  in  practically  any  direction.  However, 
the  stress  produced  by  a sudden  blow  directed 
against  the  point  of  the  shoulder,  or  a fall  on  its 
outer  end,  will  unduly  tax  the  acromioclavicular 
joint  and  a varying  degree  of  subluxation  with 
stretching  or  tearing  of  the  capsular  and  associa- 
ted ligaments  not  infrequently  follows. 

Since  the  acromion  process  of  the  scapula  rather 
than  the  acromioclavicular  joint  actually  forms  the 
exposed  point  of  the  shoulder,  it  might  seem  plaus- 

•Read  before  the  annual  meeting  of  North  Pacilic 
Orthopedic  Society,  Tacoma,  Washington,  September  -’4 
1938. 


ible  to  expect  fracture  of  this  process  in  a majority 
of  cases  rather  than  separation  of  the  joint.  The 
higher  incidence  of  the  latter  is  entirely  feasible, 
when  we  consider  that  the  acromion  is  a rugged 
bony  process  with  a broad,  supporting  scapular  base 
which  is  capable  of  springing  away  from  a direct 
blow.  Lying  in  a bed  of  elastic  muscle  tissue  and 
unattached  by  bone  to  the  axial  skeleton,  the  scap- 
ula is  linked  to  thorax  only  through  the  acromio- 
clavicular joint  and  clavicle. 

Blows  to  the  outer  end  of  the  acromion  process 
are  transmitted  to  the  well-cushioned  scapula, 
directing  it  downward  and  inward.  Because  of  the 
position  of  the  first  rib  at  the  clavicular  attachment 
to  the  sternum,  the  outer  end  of  the  clavicle  is  able 
to  follow  this  downward  and  inward  movement  only 
a fixed  distance.  When  the  limit  of  movement  is 
reached,  either  the  clavicle  must  fracture  or  one  of 
its  two  joints  must  yield,  provided  the  force  exceeds 
the  strength  of  the  weakest  link  in  the  structure. 
With  the  force  received  in  this  particular  manner, 
dislocation  of  the  acromioclavicular  joint  may  re- 
sult (fig.  1). 

The  integrity  of  the  acromioclavicular  joint  is 
maintained  principally  by  the  two  powerful  coraco- 
clavicular  ligaments,  the  conoid  and  trapezoid,  and 
to  a lesser  extent  by  the  capsular  ligaments.  All  de- 
grees of  injury  are  encountered,  ranging  from  joint 
sprains  with  stretching  or  slight  tearing  of  the  cap- 
sule producing  few  symptoms  and  little  or  no  de- 
formity, to  complete  disruption  of  all  ligamentous 
structures  and  wide  separation  of  the  joint  surfaces. 
The  degree  of  dislocation  is  in  direct  proportion  to 
the  injury  sustained  by  the  coracoclavicular  liga- 
ments; dislocation  is  not  complete  unless  these  liga- 
ments are  ruptured  (figs.  2,  3). 

DIAGNOSIS 

Although  a suggestive  history  and  typical  physi- 
cal findings  will  establish  the  diagnosis  in  most 
cases,  it  is  always  advisable  to  examine  the  area  by 
roentgen  ray.  Roentgenograms  are  necessary  be- 
cause (1)  there  may  be  an  associated  fracture 
either  of  the  outer  end  of  the  clavicle  or  the  acro- 
mion process;  (2)  the  degree  of  dislocation  and 
the  integrity  of  the  coracoclavicular  ligaments  can 
be  accurately  determined  by  this  means;  (3)  roent- 
genograms furnish  visible  and  indispensable  evi- 
dence which  later  may  prove  most  valuable. 

A conventional  anteroposterior  film,  preferably 
stereoscopic,  will  be  satisfactory  in  most  cases,  but 
in  questionable  degrees  of  dislocation,  or  where 
more  accurate  and  detailed  information  is  desired, 
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Fig.  1.  Diagrammatic  sketch  illustrating  the  pathology 
present  with  complete  dislocation  of  the  acromioclavicular 
joint.  The  arrows  indicate  the  factors  to  be  overcome  in 
maintaining  correct  replacement  of  joint  and  ligament  sur- 
faces. 

there  are  several  special  technics  which  are  useful. 
Where  facilities  are  available  for  taking  films  with 
the  patient  erect,  both  shoulders  are  roentgenized 
from  the  direct  anteroposterior  position  with  the 
arms  hanging  loosely  at  the  sides.  If  tearing  of  the 
conoid  and  trapezoid  ligaments  has  occurred,  the 
weight  of  the  arm  will  depress  the  shoulder  and  scap- 
ula and  there  will  be  deformity,  with  a measureable 
increase  in  distance  between  the  coracoid  process 
and  overlying  clavicle  on  the  injured  side  when 
compared  to  the  well  side.  When  unable  to  take  a 
standing  film,  the  same  information  can  be  ob- 
tained by  placing  the  patient  prone  on  the  roentgen 
table,  then  applying  pull  in  the  long  axis  of  both 
arms  with  the  arms  at  the  sides,  while  the  two 
shoulders  are  roentgenized.  Measurement  is  car- 
ried out  as  outlined.  A lateral  view  of  the  acromio- 
clavicular joint  can  be  obtained  by  placing  the  tube 
in  the  axilla  and  directing  the  rays  angularly 
through  to  a film  held  above  the  shoulder.  Antero- 
posterior displacements  are  best  detected  in  this 
view. 

PRINCIPLES  OF  TREATMENT 

Regardless  of  the  degree  of  dislocation,  a re- 
duction can  usually  be  effected  in  fresh  cases  by 
elevating  the  shoulder  upward  and  forcing  the  outer 
end  of  the  clavicle  downward,  thus  opposing  the 
joint  surfaces.  Uninterrupted  maintenance  in  this 
position  for  a period  of  several  weeks  will  allow 
the  ligaments  to  heal. 


Fig.  2.  Partial  dislocation  of  the  acromioclavicular  joint. 
These  cases  are  frequently  diagnosed  as  shoulder  "sprain” 
and  often  inadequately  treated.  Although  the  coracoclav- 
icular  ligaments  are  usually  intact  with  this  degree  of  in- 
jury, support  of  the  joint  is  necessary  until  capsular  struc- 
tures heal. 

Fig.  3.  Complete  dislocation  of  the  acromioclavicular 
joint  with  wide  separation  of  the  joint  surfaces.  Note  the 
increased  distance  between  the  coracoid  process  and  over- 
lying  clavicle.  This  finding  is  pathognomonic  of  rupture  of 
these  ligaments. 

A varied  number  of  dressings  have  been  devised 
to  hold  the  shoulder  and  clavicle  in  the  corrected 
position.  The  majority  of  these  are  based  on  the 
principle  of  support  of  the  arm  from  the  injured 
shoulder  by  means  of  adhesive,  plaster,  metal  or 
cloth,  so  placed  that  the  pull  of  gravity  on  the  arm 
is  counteracted  by  the  compressing  support  of  the 
dressing.  Although  theoretically  sound  and  effective 
when  secure,  dressings  of  this  type  loosen  and  slip 
with  respiration  and  body  movements,  thus  allow- 
ing a return  of  deformity.  It  is  this  ineffectiveness 
which  has  resulted  in  the  widespread  abandonment 
of  conservative  treatment. 

Further  undesirable  features  of  the  standard 
acromioclavicular  dressings  are  (1)  complete  im- 
mobilization of  the  arm  on  the  injured  side,  (2) 
pain  resulting  from  a necessarily  tight  and  cumber- 
some dressing,  (3)  perspiration  and  skin  irritation 
under  the  dressing,  (4)  pain  in  the  injured  area  on 
respiration,  since  the  dressings  encompass  the 
chest  and  hence  move  with  each  respiratory  excur- 
sion, (5)  difficulty  in  correct  application;  many 
dressings  call  for  a detailed  technic  invariably  ne- 
cessitating a chart  or  text  for  reference  unless  one 
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is  using  the  dressing  frequently,  (6)  removal  and 
reapplication,  an  unpleasant  job  for  both  physician 
and  patient,  often  required  many  times  during 
treatment. 

A dependable  and  physiologic  means,  whereby 
acromioclavicular  dislocations  may  be  reduced  and 
held,  with  circumvention  of  the  disadvantages  in- 
herent in  past  methods,  is  provided  by  use  of  the 
author’s  Suspension-Hammock  clavicle  splint.1  To 
this  regular  splint  is  made  but  one  addition,  a sin- 
gle strap  over  the  injured  shoulder.  This  strap  at- 
taches to  the  frame  of  the  splint,  front  and  back, 
and  furnishes  a means  whereby  the  clavicle  is  firmly 


Fig.  4.  Illustration  of  reduction  of  acromioclavicular 
dislocation  by  means  of  suspension-hammock  which  ele- 
vates the  shoulder,  while  counterpressure  is  obtained  by 
means  of  an  adjustable  strap  over  the  injured  shoulder, 
forcing  the  clavicle  down  in  place. 

held  down  in  normal  position  (figs.  4,  5).  With  this 
method  reduction  cannot  be  lost,  yet  there  is  no 
undue  compression  on  axillary  or  shoulder  struc- 
tures and  the  patient  is  permitted  comparatively 
free  use  of  the  arm. 

The  splint  allows  elevation  of  the  shoulder  by 
suspension  along  correct  anatomic  lines,  since  ad- 
justable points  of  motion  lie  over  both  the  sterno- 
clavicular and  shoulder  joints.  The  hammock  has 
been  moulded  to  conform  to  the  normal  axilla  and 
is  constructed  of  a special  resilient  rubber  so  that 
dangerous  compression  of  the  axilla  is  avoided. 
Since  the  weight  of  the  shoulder  is  transmitted  first 
to  the  sternoclavicular  area  and  then  to  the  base  of 

1.  Anderson,  R. : Fractures  of  Clavicle  (in  course  of  pub- 
lication). 


the  splint,  there  is  no  tendency  for  dragging  or 
instability.  The  acromioclavicular  strap  which 
passes  over  the  injured  shoulder  furnishes  a means 
of  counterpressure  which  is  mechanically  secure, 
since  it  -is  attached  to  the  front  and  back  of  the 
same  frame  which  supports  the  hammock. 

This  method  of  treatment  possesses  further  ad- 
vantages in  that  the  patients  are  ambulatory  at 
once,  allowed  to  wear  regular  clothing,  and  are 
unusualy  comfortable  with  the  splint  in  place.  The 
splint  is  quickly  and  simply  applied  in  the  office  or 
home  of  the  patient,  and  once  securely  fixed  in 
place  requires  little  or  no  adjusting  during  the  con- 
valescence. Respiratory  movements  are  not  trans- 
mitted to  the  injured  area,  hence  do  not  disturb 
the  reduction.  Roentgenograms  of  the  injured  area 
may  be  taken  without  removing  the  splint. 


Fig.  5.  Suspension-hammock  clavicle  splint  for  treating 
fractures  of  the  clavicle  and  acromioclavicular  dislocation. 
With  the  latter  injury  a strap  is  provided  which  runs  over 
the  outer  end  of  the  injured  clavicle  attaching  to  the  stud 
pins  (m)  front  and  back  on  the  frame  of  the  splint. 
Since  the  hammock  is  supported  by  this  same  frame,  a 
secure  and  positive  “viselike”  control  is  obtained. 

APPLICATION 

General  anesthesia  is  unnecessary  in  reducing 
the  dislocation  and  applying  the  splint;  in  fact, 
application  is  facilitated  by  having  the  patient  sit- 
ting or  standing.  An  injection  of  morphine  will 
usually  suffice,  but  if  the  patient  has  a good  deal 
of  pain  or  is  apprehensive,  local  injection  of  2 per 
cent  procaine  around  and  into  the  joint  area  may 
be  used. 

A splint  of  suitable  size  is  padded  with  cotton- 
gauze  pads  and  fitted  to  the  patient,  snugly  tighten- 
ing the  straps  to  hold  it  in  place.  Design  is  such 
that  the  splint  fits  either  side  without  a single 
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change.  Elevation  of  the  shoulder  is  now  accom- 
plished by  loosening  the  sternoclavicular  bolts,  front 
and  back,  and  with  the  nurse  or  assistant  holding 
the  arm  in  the  desired  degree  of  elevation,  these 
adjustments  are  tightened,  fixing  the  position  of  the 
hammocks  (fig.  6). 

The  clavicle  is  now  pulled  down  into  its  normal 
position  by  fastening  the  acromioclavicular  strap 
to  the  stud-pins,  front  and  back,  on  the  frame  and 
tightening  the  strap  enough  to  correct  the  displace- 
ment. A felt  or  cotton  pad  may  be  placed  under  the 
strap. 

AFTERCARE 

The  splint  is  left  continuously  in  place  through- 
out healing.  In  the  milder  injuries  or  “joint 
sprains,”  where  only  the  capsular  ligaments  are 
torn  and  the  conoid  and  trapezoid  ligaments  are  in- 
tact, splinting  for  two  to  three  weeks  is  sufficient. 


exposure  of  breasts,  anatomic  design,  availability  of  in- 
jured area  for  roentgenograms,  and  the  opportunity  for 
coverage  with  usual  clothing. 

In  complete  dislocations,  the  fixation  should  remain 
in  place  for  at  least  six  weeks,  frequently  twelve 
weeks  being  necessary  to  allow  complete  healing. 
The  patient  may  be  completely  ambulatory  and  re- 
turn to  normal  activities,  care  being  taken  not  to 
use  the  arm  for  lifting  or  other  heavy  work  (figs. 
7,  8,  9). 

The  strap  across  the  injured  shoulder  should  be 
kept  tight.  Regular  inspection  should  be  made  to  see 
that  reduction  is  firmly  maintained.  The  patient 
should  be  seen  at  frequent  intervals  and  the  splint 


adjusted  if  indicated.  With  cooperative  and  intelli- 
gent patients  who  are  unable  to  report  for  frequent 
check-up,  it  may  be  necessary  to  instruct  the  pa- 
tient regarding  the  necessity  of  keeping  the  acro- 
mioclavicular strap  tight  so  that  he  may  tighten  it 
himself.  Since  the  hammock  and  strap  comprise 
a veritable  “vise,”  in  which  the  shoulder  is  held, 
it  is  possible  to  tighten  the  strap  to  a degree  which 
compresses  axillary  vessels,  despite  the  absence  of 
any  firm  structure  in  the  axilla.  This  should  be 
avoided,  and  if  moderate  swelling  of  the  hand  and 
arm  occurs,  the  patient  should  abduct  the  arm  at 
frequent  intervals  during  the  day  time,  hooking  the 
thumb  in  a portion  of  the  splint  or  resting  the  arm 
at  shoulder  level.  At  night  two  pillows  may  be 


Fig.  7.  (R.  H.)  Left  acromioclavicular  dislocation  with 
partial  separation  of  the  joint  surfaces. 

Fig.  8.  (R.  H. ) Same  shoulder  three  weeks  later.  The 
dislocation  was  immediately  reduced  and  held  in  the  sus- 
pension-hammock splint. 

Fig.  9.  (R.  H.)  Patient  with  splint  in  place.  Usual 
clothing  is  permitted  and  many  individuals  may  return 
to  certain  types  of  work.  The  patient  is  shown  lifting  an 
empty  suitcase,  Although  most  patients  are  soon  able  to 
use  the  arm  without  pain,  lifting  or  other  heavy  work 
must  be  avoided  until  the  ligaments  heal. 

placed  between  the  arm  and  chest  wall  to  provide 
maximum  comfort. 

In  some  cases,  especially  where  an  associated 
fracture  is  present,  it  may  be  necessary  to  elevate 
the  arm  in  the  airplane  position  to  accomplish 
the  optimum  treatment.  An  arm  attachment  has 
been  designed  to  fit  directly  on  the  suspension- 
hammock  splint,  whereby  the  arm  may  be  held  in 
any  desired  position. 

Following  removal  of  the  splint,  graduated  active 
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restoration  of  shoulder  function  is  accomplished 
over  a period  of  several  weeks. 

OPERATIVE  TREATMENT 

The  outlined  conservative  therapy  will  not  cure 
all  cases.  Old  cases  which  have  gone  untreated  and 
the  occasional  fresh  case,  which  is  difficult  to  hold 
reduced  due  to  interposition  of  soft  tissues  in  the 
joint,  will  need  an  open  reduction,  the  Bunnell, 
Henry  or  Bowers  operations  all  being  very  effec- 
tive.2 3 4 *’3,4 Postoperative  splint  fixation  for  six  weeks 
or  more  should  be  routinely  carried  out  as  supple- 
mentary support  to  internal  fixation. 

SUMMARY  AND  CONCLUSIONS 

Acromioclavicular  dislocations,  easily  and  quickly 
reduced  in  most  cases,  prove  exceedingly  difficult 
if  not  impossible  to  hold  reduced  by  the  unsatisfac- 
tory dressings  in  current  use.  This  failure  to  prop- 
erly maintain  immobilization  of  the  joint  by  ex- 
ternal fixation  has  resulted  in  widespread  abandon- 
ment of  conservative  treatment. 

Fundamentally  there  is  no  justification  for  an 
open  operation,  if  a satisfactory  external  means  of 
maintaining  reduction  is  provided.  The  authors 
present  a new  approach  to  conservative  treatment, 
utilizing  the  principle  of  suspension  to  elevate  the 
shoulder,  while  the  displaced  clavicle  is  replaced 
and  fixed  in  normal  position  by  an  adjustable  coun- 
terpressure force.  Suspension  of  the  shoulder  is  ob- 
tained by  means  of  the  author’s  suspension-ham- 
mock  clavicle  splint.  A single,  adjustable  strap, 
attaching  to  the  front  and  back  of  the  splint  crosses 
over  the  injured  clavicle  and  holds  it  firmly  in 
place. 

Based  on  control  of  the  shoulder  girdle  along 
normal  anatomic  lines,  the  method  provides  com- 
plete reduction,  firm  immobilization,  comparatively 
free  use  of  the  arm  on  the  injured  side,  immediate 
ambulation  and  a painless,  uneventful  and  inexpen- 
sive convalescence. 

The  method  is  extremely  simple  from  a technical 
standpoint  and  is  used  with  advantage  in  all  de- 
grees of  joint  injury,  ranging  from  “joint  sprain” 
to  actual  displacement  of  joint  surfaces  and  liga- 
mentous tear. 

It  is  the  desire  of  the  authors  that  by  the  use 
of  this  method  much  of  the  radical  treatment  now 
being  used  for  this  injury  will  no  longer  be  neces- 
sary. 

2.  Bowers,  R.  F. : Complete  Acromioclavicular  Separa- 
tion ; Diagnosis  and  Operative  Treatment.  J.  Bone  & Joint 
Surg.,  17:1005-1010,  Oct.,  1935. 

3.  Bunnell,  S. : Fascial  Graft  for  Dislocation  of  Acromio- 
clavicular Joint.  Surg.  Gynec.  & Obstet.,  46:563-564,  April, 
1928. 

4.  Henry,  M.  O. : Acromioclavicular  Dislocations.  Minne- 

sota Med.,  12:431-433,  July,  1929. 


FRACTURE  OF  THE  JAW* 

Albert  B.  Murphy,  M.D. 

EVERETT,  WASH. 

Even  though  the  treatment  of  fractures  of  the 
jaw  may  belong  primarily  to  the  dental  surgeon, 
laryngologists  find  themselves  involved  in  these 
cases,  particularly  in  the  smaller  and  medium-sized 
communities.  Likewise,  where  the  fractures  involve 
the  accessory  sinuses  or  orbits,  it  is  necessary  that 
we  have  a knowledge  of  their  diagnosis  and  treat- 
ment. 

Naturally,  it  would  be  impossible  to  cover  the 
entire  subject  of  fractures  of  the  jaws  in  a single 
paper.  It  is  my  purpose  to  emphasize  features  that 
I feel  are  important  and  to  point  out  ones  that  I 
feel  are  improvements  over  the  routine  methods  in 
use,  the  material  being  based  almost  entirely  on 
personal  experience,  and  making  no  claims  as  to 
priority. 

As  in  most  fractures,  deformity  and  increased 
mobility  are  important  diagnostic  features,  while 
pain  may  not  be  so  evident,  the  point  here  being 
that  fractures  of  the  jaws  may  be  overlooked  as  the 
patient  may  have  no  complaint  pointing  toward  a 
fracture,  especially  if  there  are  multiple  injuries. 
Many  fractures  of  the  upper  jaw,  involving  the 
orbital  ridge  or  malar  process,  are  overlooked,  due 
to  the  swelling  of  the  soft  tissues,  and  the  deform- 
ity becomes  apparent  only  after  the  swelling  has 
subsided. 

Areas  of  contusion  about  the  upper  jaw  should 
be  palpated  for  depressed  fractures.  While  roent- 
genograms are  very  valuable,  one  should  be  careful 
w7hen  they  have  been  taken  with  the  usual  technic 
for  views  of  the  skull,  as  it  is  possible  to  “shoot 
through”  the  thin  structure  of  the  mandible,  losing 
bone  detail  and  obscuring  the  fracture  from  view. 

An  exposure  of  similar  strength  to  that  used  for 
an  ankle  or  wrist  will  show  very  good  bone  detail 
of  the  thin  mandibular  arch.  For  fractures  of  the 
mandible  in  the  region  of  the  symphysis,  where 
overlapping  might  obscure  the  fracture,  the  intra- 
oral or  so-called  occlusal  film,  that  is  placed  within 
the  mouth,  is  of  particular  value. 

Areas  of  anesthesia,  involving  the  branches  of 
the  fifth  nerve  produced  by  direct  injury  or  pres- 
sure of  the  fragments  of  the  fracture,  should  be 
located,  mapped  out,  and  called  to  the  attention  of 
the  patient  or  a responsible  person  as  a part  of  the 
diagnosis  before  the  fracture  is  manipulated. 

The  infraorbital  nerve  can  be  involved,  produc- 

* Read  before  a meeting  of  Pacific  Coast  Oto-Ophthal- 
mological  Society,  Victoria,  B.  C.,  June  23,  1938. 
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ing  anesthesia  of  the  upper  lip,  ala  of  the  nose  and 
incisor  teeth  on  the  side  involved.  Likewise,  the 
mental  nerve  can  be  involved,  producing  anesthesia 
of  the  lower  lip  at  the  angle  of  the  mouth.  These 
areas  of  anesthesia  may  be  overshadowed  and  over- 
looked, due  to  the  local  soft  tissue  swelling  ac- 
companying the  local  trauma,  and  injury  to  the 
nerves  may  be  attributed  to  the  manipulation  of 
the  fracture.  If  recognized,  they  may  be  an  aid  in 
the  anesthesia  necessary  for  the  manipulation  and 
fixation  of  the  fractures  to  be  described  later. 

Dislocation  of  the  condyle  accompanying  a frac- 
ture, as  well  as  perforation  of  the  glenoid  fossa  with 
involvement  of  the  external  auditory  canal  or  the 
middle  cranial  fossa,  should  be  kept  in  mind,  as  I 
have  previously  reported  before  this  society.1  As 
pointed  out  by  Figi2,  the  simplest,  and  at  the  same 
time  the  most  universally  satisfactory  method  of 
immobilizing  fractures  of  the  jaw  when  teeth  are 
present  in  the  fragments  is  by  wiring  the  upper  and 
lower  teeth  together.  The  method  of  applying  the 
wire  as  described  in  the  standard  works  of  Ivy3 4  and 
Scudder1  is  familiar  to  all  of  you  and  will  not  be 
repeated  here.  Various  types  of  orthodontia  and 
silver  alloy  wire  may  have  their  advantages,  but  I 
have  found  ordinary  soft  brass  wire,  about  No.  10, 
obtainable  in  any  hardware  store,  satisfactory. 

Where  there  is  displacement  of  a fragment,  with 
teeth  present,  that  cannot  be  easily  reduced,  the 
startling  results  produced  by  elastic  traction  can 
hardly  be  described.  The  usual  eyelet  wires  are 
placed  on  either  jaw  with  one  loop  confined  to  the 
displaced  fragment,  an  ordinary  rubber  band  is 
stretched  and  threaded  back  and  forth  from  the 
wire  on  the  fragment  to  the  fixation  wire  on  the 
opposite  jaw.  The  elastic  may  be  heightened  from 
time  to  time  and  many  fractures  that  cannot  be 
reduced  by  direct  pressure,  even  under  general 
anesthesia,  will  pull  up  into  position.  The  usual 
fixation  wire  can  then  be  put  in  place. 

Since  a tooth  root  in  the  line  of  fracture  fre- 
quently is  a cause  of  malunion  and  infection,  it  is 
advised  that  teeth  whose  roots  extend  into  the  line 
of  fracture  be  extracted,  whether  they  are  loose  or 
not. 

While  there  has  been  a tendency  to  get  away 
from  external  fixation,  I have  found  an  apparatus 
devised  from  a felt  chin  mold,  a surgeon’s  cap,  and 

1.  Murphy,  A.  B. : Ear  and  Cranial  Trauma.  Arch.  Oto- 
laryng.,  21:686-693,  June,  1938. 

2.  Figi,  F.  A.:  Fractures  of  Jaw.  Surg.,  Gynec.  & Obst., 
55:762-770,  Dec.,  1932. 

3.  Ivy,  R.  H.  and  Curtis,  L. : Fractures  of  Jaws.  Lea  & 
Febiger,  Philadelphia,  1931. 

4.  Scudder,  C.  L. : Treatment  of  Fractures.  Tenth  Edi- 
tion. W.  B.  Saunders  Company,  Philadelphia,  1926. 


elastic  tape,  a most  efficient  and  versatile  aid.  A 
strip  of  fracture  felt  long  enough  to  extend  from 
one  molar  region  to  the  other,  and  about  four 
inches  wide,  is  cut  to  give  a fantail  effect  and  the 
tails  are  overlapped  at  right  angles  and  sewn  to- 
gether, forming  a chin  mold.  To  this  is  sewn  or 
pinned  four  pieces  of  one-half  inch  elastic  tape, 
angled  so  that  one  piece  on  either  side  passes  an- 
terior to  and  the  other  posterior  to  the  ear. 

The  four  free  ends  may  then  be  fixed  to  the 
skull  type  of  cotton  cap  worn  in  the  surgery.  The 
traction  desired  can  be  regulated  by  tightening  the 
pieces  of  elastic.  The  whole  apparatus  is  washable 
and  is  not  unsightly  or  uncomfortable  to  wear.  I 
returned  to  the  external  fixation  after  finding  that, 
in  a desire  firmly  to  fix  the  fragments  by  wiring 
only,  I was  removing  many  teeth,  thereby  spoiling 
proper  occlusion  which  should  fee  our  aim  in  all 
fractures  of  the  jaw. 

With  the  aid  of  the  elastic  traction  afforded  by 
this  apparatus,  combined  with  interdental  bite 
blocks,  almost  any  variety  of  reduction  can  be  ob- 
tained. It  should  be  understood  that  interdental 
bite  blocks  are  used  only  temporarily  until  frag- 
ments are  reduced;  then  the  teeth  are  wired  to- 
gether in  proper  occlusion.  Methods  of  fixation, 
using  interdental  bite  block  fixation,  while  facili- 
tating feeding,  do  not  allow  observation  of  occlu- 
sions of  the  teeth,  and  should  not  be  used. 

Dental  modeling  or  impression  compound  has 
many  uses  in  the  treatment  of  fractures  of  the 
jaw.  It  softens  on  being  placed  in  hot  water  so 
that  it  can  be  molded  into  any  shape,  and  hardens 
on  cooling.  It  is  used  to  cover  the  sharp  ends  of  the 
ligature  wires  and  can  be  replaced  by  the  patient 
himself.  Temporary  bite  blocks  can  be  molded  from 
it,  being  less  expensive  and  time  saving  as  compared 
to  a vulcanite  type  of  block. 

In  edentulous  mouths,  with  fracture  of  either  the 
upper  or  lower  jaw,  the  possibility  of  using  the 
patient’s  own  plates  as  splints  should  not  be  over- 
looked. If  the  patient  has  an  upper  and  lower  den- 
ture they  can  be  wired  together,  a tooth  or  two 
removed  to  allow  for  feeding,  and  with  the  aid  of 
the  elastic  traction  chin  mold,  previously  described, 
good  fixation  can  be  obtained.  A single  upper  or 
lower  denture  can  be  wired  to  the  teeth  of  the 
opposite  jaw  and  the  denture  utilized  as  a splint. 
In  depressed  fractures  of  anterior  wall  of  the  maxil- 
lary sinus,  the  infraorbital  ridge  or  the  malar  pro- 
cess, I have  been  making  an  antrum  window  in  the 
inferior  meatus  and  elevating  the  fractures  with  a 
large  urethral  sound.  In  some  of  the  more  extensive 
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fractures  the  antrum  has  been  packed  with  vas- 
eline gauze. 

On  account  of  the  danger  of  postanesthetic  vom- 
iting after  the  jaws  have  been  fixed,  local  anesthesia 
is  the  method  of  choice.  Application  of  cocaine  to 
the  gums  seems  of  little  help,  but  novocain  can  be 
injected  along  the  gum  margins  with  little  difficulty, 
or  the  branches  of  the  fifth  nerve  can  be  blocked. 

When  general  anesthesia  is  necessary,  as  in  small 
children,  the  wires  can  be  placed  on  either  jaw 
under  general  anesthesia,  and  then  the  fixation  with 
the  intereyelet  wires  postponed  until  the  next  day. 
In  this  connection  there  is  a prevalent  idea  that 
the  deciduous  teeth  in  children  cannot  be  used  for 
wiring.  I have  used  them  for  fixation  on  several 
occasions  with  excellent  results. 

CONCLUSIONS 

1.  Fractures  of  the  jaw  may  be  overlooked,  due 
to  lack  of  pain  and  accompanying  soft  tissue  swell- 
ing. 

2.  Areas  of  anesthesia  should  be  noted  before 
fractures  are  manipulated. 

3.  An  apparatus  for  external  fixation  of  the  jaw 
has  been  described  and  has  been  found  very  useful. 

4.  Proper  occlusion  of  the  teeth  should  be  sought 
for  in  all  fractures. 


FRACTURES  OF  THE  HIP  JOINT 

EXTRAARTICULAR  FIXATION  WITH  A SINGLE  SCREW* 

George  W.  Freeman,  M.D. 

SEATTLE,  WASH. 

Fractures  of  the  hip  joint  are  without  doubt  one 
of  the  most  disabling  of  all  fractures,  and  as  they 
occur  usually  during  advanced  life,  they  become 
even  more  serious.  The  mortality  is  high  as  is  also 
the  number  of  poor  results.  These  fractures  may 
occur  at  any  age  but  are  most  common  between 
the  ages  of  fifty  and  sixty.  Fractures  of  the  hip 
joint  may  be  divided  into  two  main  groups:  (1) 
fractures  of  the  neck  of  the  femur  which  are  intra- 
capsular,  (2)  intertrochanteric  or  trochanteric  frac- 
tures which  are  extracapsular. 

Intertrochanteric  fractures  are  found  in  patients 
usually  five  to  ten  years  older  than  are  fractures 
through  the  narrow  part  of  the  neck  of  the  femur. 
These  fractures  are  rare  in  children  and  young 
adults  but  quite  common  in  the  middle  aged  and 
very  common  in  the  aged.  They  are  slightly  more 
frequent  in  women  than  in  men. 

•Read  before  a Meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Jan.  23,  1939. 


PREDISPOSING  CAUSES 

The  three  most  important  factors  which  predis- 
pose to  hip  fractures  are: 

1.  Absorption  of  the  bony  framework  of  the  neck 
which  leads  to  rarefaction  of  the  cancellous  bone 
which  in  turn  causes  a thinning  of  the  cortex. 

2.  Sudden  strain  thrown  on  the  hip  joint  by  less 
active  reflexes  and  sluggish  muscles  which  are 
caught  offguard  by  the  frequent  falls  of  the  aged. 

3.  Loss  of  elasticity  and  increase  in  brittleness 
of  the  bone  in  the  aged. 

These  fractures  are  probably  more  common  in 
women  than  men,  because  the  neck  is  more  nearly 
at  a right  angle  to  the  shaft  of  the  femur,  and  the 
neck  is  smaller  in  diameter  than  in  the  male. 

PROGNOSIS 

The  prognosis  of  fractures  of  the  hip  joint  is  not 
good.  Nonunion  frequently  follows  fractures  of  the 
neck  of  the  femur.  About  sixty  per  cent  of  those 
treated  by  the  usual  closed  methods  result  in  non- 
union and  permanent  disability.  Age  does  not  give 
the  answer  to  the  question  of  union  or  nonunion. 

If  some  internal  fixation  is  used  to  maintain  the 
fragments  in  good  position,  there  is  no  reason  why 
union  should  not  take  place  in  this  region  as  well 
as  any  other,  or  at ‘least  in  accordance  with  the 
amount  of  blood  that  can  be  furnished  to  the  frac- 
tured head  and  neck.  A head  and  neck  that  is  thus 
held  even  in  poor  position  will  heal  solidly.  This 
means  that  fixation  is  the  important  factor  in  these 
fractures. 

OTHER  TYPES  OF  TREATMENT 

Sixty  per  cent  of  the  cases  treated  with  the  usual 
closed  methods  still  result  in  nonunion  and  perma- 
nent disability.  This  is  an  appalling  outlook,  espe- 
cially if  we  stop  to  think  that  many  of  these  non- 
union cases  include  patients  in  the  middle  aged 
group  and  some  even  younger.  The  majority  of 
these  fractures  occur  during  the  cold  weather,  when 
colds  and  pneumonia  are  always  more  prevalent.  A 
great  number  of  these  patients  are  old  and  in  poor 
physical  condition,  and  to  put  them  in  large  body 
casts  that  take  several  days  to  dry  at  best,  and 
which  keep  these  elderly  patients  immobilized  in 
bed,  is  only  to  increase  the  mortality  from  respira- 
tory infections. 

Plaster  body  casts  cannot  be  used  in,  nor  can 
they  retain  reduction  in  all  cases.  One  needs  only 
to  run  his  hand  under  a body  cast  that  has  been 
on  for  two  or  three  weeks  to  realize  how  loose  it 
has  become  and  the  amount  of  atrophy  that  has 
taken  place.  It  is  impossible  for  a cast  as  loose  as 
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this  to  hold  the  fragments  in  apposition.  The  trauma 
of  movement  as  produced  here  is  the  factor  re- 
sponsible for  absorption  of  the  neck. 

Prolonged  hospitalization  by  the  closed  method  is 
a great  factor,  as  it  entails  a great  expense.  With 
this  method  at  least  fourteen  weeks  of  hospitaliza- 
tion are  required,  which  is  followed  by  a period  of 
inactivity  of  another  three  to  nine  months. 

At  the  same  time,  to  treat  the  patient  and  not  the 
fracture  is  certainly  not  to  be  advocated.  Many 
patients  immediately  improve  after  fixation  of  the 
hip  fracture,  and  the  sooner  this  fixation  is  done, 
the  better. 

The  ideal  form  of  fixation,  it  seems  to  me,  is 
some  form  of  internal  fixation  that  can  be  done 
under  local  anesthesia  with  little  shock  and  allows 
the  patient  to  be  out  of  bed  at  the  earliest  possible 
moment.  The  sooner  he  gets  out  of  bed  following  a 
fracture,  the  easier  it  is  for  him.  Also  the  sooner  the 
fracture  is  actually  reduced,  the  less  the  shock. 

Many  types  of  internal  fixation  have  been  used, 
and  there  are  many  advocates  for  each  type.  These 
include  ordinary  nails,  flanged  nails,  bolts,  bone 
pegs,  bone-grafts,  etc. 

Excellent  results  are  reported  with  the  Smith 
Peterson  flanged  nails,  but  these  are  used  in  se- 
lected cases  when  a large  exposure  of  the  hip  joint 
is  necessary,  and  many  patients  are  unable  to  stand 
this.  Besides,  a large  hole  is  made  in  the  neck  which 
no  doubt  weakens  the  bone,  especially  in  female 
patients  with  small  bones.  There  is  also  nothing  to 
prevent  this  flanged  nail  from  working  out  back- 
ward. 

The  Albee  bone  peg-graft  is  an  excellent  form  of 
treatment  in  nonunion  cases,  but  this  operation  re- 
quires a wide  exposure  of  the  hip  joint  along  with 
another  wound  for  the  removal  of  the  peg-graft. 
This  is  a major  operation  and,  therefore,  can  be 
used  only  in  very  selected  cases. 

Morrison  uses  a bolt  with  a distal  end  that  opens 
like  an  umbrella  after  its  insertion  into  the  head 
by  turning  a key  at  its  base.  Before  using  the  screw 
which  I do  now,  I made  a bolt  very  similar  to  this 
one  but  ran  into  difficulty  with  it.  First,  to  make 
it  strong  enough  the  shaft  had  to  be  large,  which 
required  too  large  a hole  to  be  drilled  through  the 
neck;  and,  second,  the  knife  edges  on  the  blades 
would  also  cut  back  on  tightening  the  same  way 
they  cut  into  the  head,  when  the  blades  are  opened 
and  so  loosens  the  bolt.  The  shaft  that  is  operated 
with  a key  is  too  delicate  and  is  broken  or  twisted 
easily. 


Moore  has  reported  excellent  results  with  his 
special  nails,  but  to  insert  these  three  nails  also  re- 
quires quite  a large  exposure  and,  besides,  presents 
several  other  difficulties.  First,  it  is  necessary  to 
drive  the  distal  against  the  proximal  fragment,  and, 
in  turn,  the  head  into  the  acetabulum  with  possible 
injury  to  the  joint.  Also  these  three  nails  are  in- 
serted at  different  angles,  so  that,  if  the  fragments 
are  not  firmly  impacted,  it  is  impossible  for  them 
ever  to  get  together,  or  if  absorption  of  the  neck 
takes  place,  the  nails  would  be  holding  the  frag- 
ments apart,  and  nonunion  would  result. 

author’s  method 

Anyone  who  does  woodwork  knows  how  much 
more  firmly  a screw  will  hold  two  pieces  of  wood 
together  than  will  nails.  This  also  holds  true  in  the 
hip  joint.  The  structure  of  the  head  and  neck  of 
the  femur  is  ideal  for  the  use  of  a screw.  The  screw 
threads  hold  the  upper  dense,  cortical  portion  of  the 
head,  and  the  head  of  the  screw  pulls  against  the 
side  of  the  shaft  which  is  very  tough.  The  operation 
is  done  under  local  anesthesia,  and  the  patient 
sleeps  during  most  of  the  procedure. 

DESCRIPTION  OF  SCREW  USED 

The  screw  is  made  of  stainless  steel  in  two  lengths, 
3^4  and  4 inches  respectively,  the  length  used  de- 
pending on  size  of  bone.  It  is  11/64  of  an  inch  in 
diameter  with  a shoulder  one-half  of  an  inch  long  at 
the  proximal  end,  exactly  the  same  diameter  as  the 
threads,  so  that  the  hole  drilled  in  the  shaft  for  the 
screw  will  be  filled  snugly  by  this  shoulder.  If  there 
should  be  any  further  impaction,  the  screw  will  slip 
down  in  the  hole  drilled  in  the  shaft  and  still  allow 
no  motion  of  the  fragments.  This  is  a great  advant- 
age over  using  more  than  one  pin,  as  this  cannot 
take  place,  if  more  than  one  pin  is  used,  as  previ- 
ously explained. 

The  screw  is  threaded  only  into  the  proximal 
fragment,  and,  therefore,  this  is  pulled  firmly  down 
on  the  shaft.  This  is  a decided  advantage  over  try- 
ing to  impact  the  distal  fragment  onto  the  proximal 
one,  and  in  turn  the  head  against  the  acetabulum 
with  possible  injury  to  the  joint.  The  threads  are 
sixteen  to  an  inch  and  beveled  on  the  distal  side 
only,  so  that  the  screwr  is  easily  inserted,  yet  has 
the  full  pull-back  of  the  entire  depth  of  the  thread. 
The  screw  is  made  with  a pointed  tip,  so  that  pre- 
vious tapping  of  the  head  is  unnecessary. 

The  head  of  the  screw  is  rounded  so  as  to  leave 
a nice  smooth  surface  after  it  is  tightened  firmly 
against  the  tough,  thick  cortex.  It  is  slightly  count- 
ersunk so  as  to  leave  a smooth  surface  projecting 
against  the  overlying  muscle  tissue  and  so  cause  no 
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Fig.  1.  Stainless  steel  screw.  Fig.  2.  Screwdriver,  drill,  bits. 

irritation.  It  is  not  necessary  to  countersink  the 
screw  head,  and  if  the  cortex  is  thin,  it  is  not  done 

(fig-  1). 

EQUIPMENT 

An  ordinary  screw  driver  and  wood  drill  are  all 
the  special  instruments  that  are  necessary  (fig.  2). 

Any  ordinary  operating  room  can  be  used.  A 
portable  roentgen  unit  is  a big  help  but  is  not  ab- 
solutely essential,  as  a stretcher  may  be  used  for 
an  operating  table.  When  a check-up  on  the  position 
of  the  screw  is  desired,  the  operative  field  is  cov- 
ered with  a sterile  sheet  and  the  patient  wheeled  to 
the  roentgen  room.  This  sheet  is  then  discarded, 
when  the  patient  is  back  in  the  operating  room. 
This  may  be  repeated  as  often  as  necessary. 

A thin  wooden  box  capable  of  holding  the  cassette 
is  placed  beneath  the  patient  with  the  open  end  of 
the  box  facing  the  opposite  side  and  placed  in  such 
a manner  that  the  cassette  can  be  placed  directly 
beneath  the  hip.  In  this  manner  the  roentgenograms 
can  be  taken  without  disturbing  the  sterile  drap- 
ings. 

ANESTHETIC  AND  REDUCTION 

Morphine  or  an  HMC  tablet  may  be  used  for  the 
preoperative  medication.  Local  anesthesia  was  used 
for  all  but  two  cases.  These  received  evipal  with 
equally  good  results. 

If  it  is  necessary  to  do  any  manipulating  of  the 
fragments,  novocain  should  be  injected  at  the  site 


of  the  fracture  in  the  hip  joint.  The  skin  is  prepared 
with  ether,  two  applications  of  iodine  and  then 
alcohol.  About  thirty  to  fifty  cc.  of  two  per  cent 
novocain  is  necessary. 

A point  three-quarters  of  an  inch  below  the  center 
of  a line  drawn  from  the  anterior  superior  spine  to 
the  public  spine  is  the  approximate  site  for  injec- 
tion. The  femoral  artery  runs  just  medial  to  this 
point.  It  should  always  be  palpated  and  the  injec- 
tion made  one-half  inch  lateral  to  the  artery. 

It  is  very  important  to  reduce  the  fracture  as 
accurately  as  possible.  The  reduction  is  accom- 
plished by  the  Leadbetter  method.  The  leg  is  held 
by  an  assistant,  or  the  Whitman  abduction  method 
may  be  used  and  the  fracture  held  in  position  on 
the  Hawley  table,  if  an  assistant  is  not  available. 
After  successful  reduction,  the  position  of  the  ab- 
ducted hip  can  be  maintained  by  supporting  the 
heel  in  the  palm  of  the  hand.  This  is  the  Leadbetter 
heel-palm  test.  If  reduction  is  not  obtained  the  first 
time,  the  maneuver  should  be  repeated. 

OPERATION 

The  upper  thigh  is  prepared  with  ether,  two  ap- 
plications of  iodine  and  alcohol,  and  the  second  in- 
jection of  two  per  cent  novocain  is  made  in  the 
skin  and  subcutaneous  tissue.  The  patient  is  then 
draped  for  operation  and  ready  for  the  insertion  of 
the  screw.  If  necessary,  any  change  in  position  of 
the  fragments  can  be  made  without  disturbing  the 
sterile  drapings. 

The  greater  trochanter  is  palpated,  and  the  in- 
cision is  started  about  two  and  one-half  inches  distal 
to  it.  The  incision  is  parallel  to  the  shaft  of  the 
femur  and  about  two  and  one-half  inches  long.  It 
is  carried  through  the  subcutaneous  tissue,  and  the 
fibers  of  the  vastus  extermus  muscle  are  split.  It  is 
only  necessary  to  expose  about  one  inch  of  the 
shaft. 

A hole  is  now  drilled  through  the  cortex  with  a 
small  drill  at  the  angle  the  screw  is  to  be  inserted. 
After  drilling  through  the  cortical  bone  the  drill  is 
easily  pushed  forward  and  upward  into  the  medul- 
lary cavity.  A check-up  roentgenogram  is  now  tak- 
en. This  will  reveal  whether  or  not  the  fracture  has 
been  accurately  reduced,  whether  or  not  the  drill 
hole  is  at  the  exact  point  on  the  shaft  of  the  femur 
at  which  the  screw  should  be  started,  and  if  the 
drill  is  at  the  correct  angle  at  which  the  screw 
should  be  inserted.  Now  that  the  correct  point  on 
the  femur  for  starting  the  screw  and  the  correct 
angle  have  been  determined,  a hole  is  drilled,  the 
same  diameter  as  the  screw,  through  the  cortex. 
The  drill  is  first  started  at  a right  angle  to  the 
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shaft  and  then  turned  to  about  a hundred  thirty- 
five  degrees  with  the  shaft.  When  the  drill  has 
passed  through  the  cortex,  it  can  easily  be  pushed 
upward  toward  the  neck  with  very  little  resistance. 
If  resistance  is  encountered,  it  means  that  the  drill 
is  striking  the  cortical  bone  of  the  neck  and  the 
angle  of  insertion  is  not  correct.  When  correctly 
directed,  the  drill  passes  easily  with  only  slight 
pressure  through  the  neck  and  up  to  the  head. 

This  angle  may  be  changed  slightly,  either  more 
or  less  than  a hundred  thirty-five  degrees,  if  neces- 
sary, in  order  that  a screw  of  one  length  may  be 
used  in  practically  every  case.  I have  used  a screws 
334  inches  long  in  twenty-nine  of  the  thirty-two 
cases. 

The  drill  is  now  removed,  and  the  screw  is  in- 
serted into  the  hole  drilled  through  the  cortex  at  the 
correct  angle  and  then  turned  with  a screw  driver, 
until  all  the  threads  have  passed  through  the  cortex, 
at  which  time  it  is  pushed  through  the  medullary 
cavity  toward  the  head.  Resistance  is  encountered 
as  soon  as  the  screw  reaches  the  head,  and  it  is 
screwed  in  until  the  head  of  the  screw  is  about  one- 
half  inch  from  the  shaft.  Another  roentgenogram  is 
taken  at  this  time  to  determine  just  how  much  fur- 
ther the  screw  should  be  inserted.  After  looking  at 
this  and  finding  that  the  screw  is  in  the  correct 
position,  it  is  screwed  further  into  the  head  with 
the  screw  driver  after  a small  chip  of  bone  has  been 
removed  just  below  the  screw,  so  that  the  head 
may  be  countersunk.  When  the  head  has  been 
screwed  tightly  against  the  shaft,  another  turn  is 
made,  if  possible,  so  as  to  bring  the  head  firmly 
against  the  shaft  and  thus  impact  it  further. 

Roentgenograms  of  both  the  anteroposterior  and 
lateral  views  should  now  be  taken  to  be  sure  that 
the  screw  is  well  up  into  the  head  but  not  through 
it,  and  also  that  it  is  near  the  center  of  the  head 
in  both  views.  It  is  almost  impossible  not  to  get  it 
in  the  center  of  the  head,  if  one  only  observes  the 
landmarks  that  are  before  him.  It  is  not  necessary 
to  move  the  patient  to  take  the  lateral  view.  The 
hip  is  flexed  to  a right  angle,  the  leg  is  slightly 
internally  rotated,  and  the  lateral  view  is  taken 
without  moving  the  roentgen  tube.  As  soon  as  these 
films  are  taken,  one  may  proceed  with  the  operation. 
It  is  a good  plan  to  make  several  other  small  drill 
holes  into  the  head,  through  which  capillary  loops 
may  travel,  in  order  to  increase  the  amount  of  blood 
supply  to  the  head.  I believe  this  is  especially  val- 
uable in  older  patients.  About  four  or  five  of  these 
drill  holes  are  usually  made. 

By  the  time  these  drill  holes  have  been  made, 


the  last  roentgenograms  will  have  been  developed, 
and  they  should  be  viewed  before  the  wound  is 
closed.  It  is  very  seldom  that  any  alterations  in  the 
position  of  the  screw  have  to  be  made,  as  it  was 
checked  up  carefully  before  the  fragments  were 
finally  impacted  with  the  screw. 

The  vastus  lateralis  muscle  and  fascia  are  now- 
sutured  over  the  screw  head  with  two  or  three 
interrupted  sutures.  Several  subcuticular  sutures 
are  then  put  in,  and  the  skin  is  closed  with  either 
dermo  or  clips.  A drain  should  not  be  used.  A small 
dry  sterile  dressing  is  applied  over  the  wound  and 
held  in  place  with  adhesive  tape  strips.  No  cast  of 
any  kind  should  be  applied. 

The  present  screw  was  developed  after  trying 
many  different  types,  although  every  screw  that  I 
have  used,  including  the  first  one,  has  held  the 
fragments  firmly  with  exception  of  one  oblique 
intertrochanteric  fracture,  and  solid  bony  union  re- 
sulted. As  the  screw-s  are  made  of  stainless  steel,  it 
is  not  absolutely  necessary  that  they  be  removed, 
although  it  is  a simple  matter  to  remove  them.  I 
have  been  taking  them  out  under  local  anesthesia  at 
the  end  of  five  months  and  each  time  have  found 
the  screw-  in  as  firmly  as  the  day  it  was  inserted. 

Mechanical  rotation  of  the  fragments  has  never 
occurred,  with  exception  of  the  one  mentioned 
above,  as  no  fracture  has  a perfectly  smooth  sur- 
face. The  fractured  surfaces  are  always  rough,  and 
these  rough  areas  fit  one  into  the  other,  so  when 
the  fragments  are  tightened  with  the  screw,  it  is 
nearly  impossible  for  them  to  rotate,  but  in  oblique 
intertrochanteric  fractures  in  young  muscular  in- 
dividuals, tw’o  screws  inserted  at  different  angles 
should  be  used.  This  type  of  fracture  is  rather  un- 
common. 

POSTOPERATIVE  CARE 

Patients  usually  sleep  for  an  hour  or  two  after 
the  operation  from  their  preoperative  medication. 
As  soon  as  they  have  sufficiently  awakened,  they 
are  told  that  the  fractured  hip  is  now  solid  again 
and  that  the  injured  leg  can  be  moved  without  pain. 
They  are  also  told  that  the  bone  is  held  solidly 
together  and  that  a cast  is  not  necessary.  They  are 
assured  that  they  cannot  break  the  bone  again  by 
moving  it  and  that  they  should  move  it  to  keep  the 
muscles  from  atrophying  and  the  joints  from  be- 
coming stiff.  Most  patients  are  frightened  at  first, 
and  encouragement  is  necessary. 

On  the  first  day  they  are  allowed  to  sit  up,  on 
the  second  day  they  are  allowed  in  a wheel  chair, 
and  on  the  third  are  allowed  up  with  crutches  and 
made  to  walk,  swinging  the  injured  leg  exactly  as 
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if  they  were  walking  on  it,  but  putting  no  weight 
on  it.  The  sooner  they  are  made  to  get  up  and  get 
around  with  crutches,  the  easier  it  is  for  them. 

They  may  go  home  as  soon  as  they  are  up  with 
their  crutches,  if  they  wish.  Patients  are  instructed 
to  exercise  their  joints  and  to  pull  the  foot  upward 
so  as  to  prevent  a dropped  foot.  As  soon  as  they 
find  they  are  able  to  take  these  exercises,  they  will 
continue  them  without  further  urging. 

At  the  end  of  the  first  week  they  should  be  able 
to  get  around  easily  with  their  crutches.  They 
should  be  instructed  that  they  are  not  to  put  weight 
on  the  leg  for  at  least  five  months.  Intertrochanteric 
fractures  are  firmly  united  in  less  time. 

CASES  TREATED  AND  CONCLUSIONS 

The  above  method  for  treating  fractures  of  the 
hip  has  been  used  during  the  past  twenty-one 
months  and  during  this  time  I have  treated  thirty- 
two  cases  which  represent  every  hip  fracture  seen 
during  this  period  and  not  selected  cases.  Every 
case  was  treated  by  this  technic,  regardless  of  type 
of  fracture,  age  or  physical  condition  of  the  patient. 
Of  the  thirty-two  cases  twenty-four  were  fractures 
of  the  neck  of  the  femur,  and  five  were  intertro- 
chanteric fractures. 

In  this  series  there  was  one  infection  and  no 
operative  deaths.  To  date  there  has  been  only  one 
death.  This  patient,  age  82  years,  died  during  her 
sleep  from  a heart  attack  five  weeks  after  insertion 
of  the  screw.  She  had  been  up  and  about  with  her 
crutches  since  the  third  postoperative  day  and  was 
doing  very  nicely.  This  death  could  not  possibly  be 
attributed  to  the  operation.  The  ages  in  this  series 
ranged  from  forty-two  to  ninety-two  years. 

Thirty-one  cases  were  walking  with  the  aid  of 
crutches  by  the  third  to  sixth  postoperative  day. 
Nineteen  of  the  thirty-two  cases  have  had  the 
screws  removed,  and  in  each  case  solid  bony  union 
has  resulted.  Thirteen  of  the  cases  have  not  yet  had 
the  screws  removed.  Twelve  of  these  are  walking 
with  crutches,  and  a good  solid  hip  is  expected  in 
each  case. 

In  one  case  of  a very  muscular  individual,  forty- 
two  years  of  age,  with  a comminuted,  oblique,  inter- 
trochanteric fracture,  two  screws  were  inserted 
and  failed  to  stop  some  rotation  into  a partial  coxa 
vara  position.  The  second  screw  was  inserted  two 
weeks  after  a roentgenogram  revealed  some  rotation 
with  a single  screw.  A severe  soft  tissue  infection 
developed  eight  days  after  the  insertion  of  the 
second  screw,  and  this  was  the  only  case  in  which 
there  has  been  any  infection.  In  order  to  correct 
this  coxa  vara  position,  the  leg  was  abducted,  and 
a double  spica  was  applied.  This  case  was  compli- 


cated by  a fracture  of  the  neck  of  the  humerus 
which  made  it  impossible  to  try  even  to  get  the 
patient  out  of  bed  as  early  as  the  others  were  got- 
ten up. 

REPORT  OF  CASES 

Case  1,  (figs.  3,  4).  Mrs.  M.  G.,  age  68  years.  Shows  a 
subcapital  fracture  before  and  after  insertion  of  the  stain- 
less steel  screw.  She  started  walking  with  crutches  on  the 
second  day  following  operation.  Local  anesthesia  was  used 
and  recovery  was  uneventful.  Left  hospital  on  the  seventh 
day.  She  was  able  to  do  most  of  her  housework  after  the 
first  two  weeks.  Screw  was  removed  at  the  end  of  five 
months  with  solid  union. 

Case  2,  (figs  S,  6).  Mrs.  H.  P.,  age  85  years  Shows  frac- 
ture of  neck  of  the  femur  before  and  after  insertion  of  the 
stainless  steel  screw.  Local  anesthesia  used.  She  was  up  and 
about  on  crutches  on  the  third  postoperative  day.  Dis- 
charged from  hospital  on  the  seventh  day.  Recovery  was 
uneventful.  She  is  able  to  do  most  of  her  housework  with 
the  aid  of  crutches  and  walks  many  blocks  each  day.  Screw 
has  not  yet  been  removed. 

Case  3,  (figs.  7,  8,  9).  Mrs.  L.  S.,  age  68  years.  Shows 
fracture  of  neck  of  the  femur  before  and  after  insertion  of 
the  stainless  steel  screw.  She  sat  up  in  bed  the  first  day, 
was  in  a wheel  chair  the  second,  and  was  up  and  about  on 
crutches  the  third  day.  Local  anesthesia  was  used.  Dis- 
charged from  hospital  on  fifth  day  after  operation.  Recov- 
ery uneventful.  She  was  able  to  help  with  the  household 
duties  after  the  first  week.  Screw  removed  at  end  of  five 
months  with  solid  union. 

Case  4,  (figs.  10,  11).  Mrs.  J.  K.,  age  86  years.  Badly- 
comminuted  intertrochanteric  fracture,  showing  fracture 
before  and  after  insertion  of  the  screw.  Local  anesthesia 
was  used,  and  she  was  up  and  about  on  crutches  on  the 
fourth  day  after  operation.  Recovery  was  uneventful.  She 
was  discharged  from  the  hospital  on  the  eighth  day  follow- 
ing operation.  Screw  was  removed  at  the  end  of  four 
months  with  solid  union. 

Case  5,  (figs.  12,  13).  Mrs.  A.  M.,  age  81  years.  Shows 
a badly  comminuted  intertrochanteric  fracture.  This  was 
fixed  in  a slight  coxa  valga  position  and  impacted  with  the 
stainless  steel  screw  in  this  position  so  as  to  prevent  the 
head  and  neck  from  pushing  down  into  a coxa  vara  posi- 
tion, when  weight  is  put  on  the  head.  Screw  inserted  with 
local  anesthesia  and  recovery  was  uneventful.  She  was  up 
on  crutches  on  the  fourth  day.  Screw  has  not  yet  been 
removed.  Left  hospital  on  seventh  postoperative  day. 

Case  6,  (figs.  14,  15).  Mrs.  H.  G.,  age  91  years.  Because 
of  patient’s  age  and  poor  physical  condition,  her  doctor  felt 
that  she  was  unable  to  withstand  any  form  of  treatment. 
I saw  her  for  the  first  time  three  months  after  the  fracture. 
Her  general  physical  condition  was  very  poor,  and  she  had 
a large  decubitus  ulcer.  The  neck  of  the  femur  had  been 
entirely  absorbed  during  this  period.  Under  local  anesthesia 
I inserted  the  screw  and  impacted  the  head  onto  the  shaft. 
She  was  out  of  bed  for  the  first  time  since  her  accident  on 
the  second  postoperative  day  and  was  on  crutches  the  third 
day.  At  the  end  of  two  weeks  the  decubitus  ulcer  had  healed 
and  her  condition  was  as  good  as  it  was  before  the  fracture. 
Screw  has  not  yet  been  removed. 

Case  7,  (figs.  16,  17).  Mrs.  S.  K.,  age  80  years.  Shows 
fracture  of  the  neck  of  the  femur  before  and  after  insertion 
of  the  stainless  steel  screw.  The  screw  was  purposely  in- 
serted outside  the  center  of  the  head  to  show  that  it  will 
hold  the  fragments  firmly  together,  even  if  it  is  not  in  the 
center  of  the  head.  Local  anesthesia  was  used.  She  has  been 
up  and  about  with  crutches  since  the  fourth  postoperative 
day.  She  left  hospital  on  the  eighth  postoperative  day.  Screw 
was  removed  at  the  end  of  five  months  with  solid  bony 
union. 
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Case  8,  (figs.  18,  19).  Mr.  G.  O.,  age  48  years.  Shows  a 
subcapital  fracture  before  and  after  insertion  of  the  screw. 
He  was  up  on  crutches  the  third  day  following  operation 
and  discharged  from  hospital  on  the  sixth  day.  Local  anes- 


thesia was  used  and  recovery  was  uneventful.  He  walked 
on  an  average  of  one  mile  each  day  with  crutches  after  the 
first  week.  Screw  was  removed  at  the  end  of  five  months 
with  solid  union. 
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PAINFUL  SHOULDERS* 

C.  Elmer  Carlson,  M.D. 

PORTLAND, OREGON 

Painful  shoulder  is  a disability  frequently  en- 
countered. As  the  diagnosis  is  often  apparently  ob- 
scure, treatment  is  as  often  unsatisfactory.  Though 
the  literature  on  this  subject  has  become  extensive, 
some  of  the  most  common  conditions  pass  un- 
recognized and,  for  want  of  a better  diagnosis,  are 
called  “neuritis.” 

Codman,  in  his  comprehensive  monograph  on 
“The  Shoulder”  has  made  the  most  extensive  at- 
tempt to  classify  shoulder  conditions.  He  calls  at- 
tention to  three  important  lesions:  (1)  tears  of  the 
supraspinatus  tendon;  (2)  calcareous  deposits  in 
the  tendon;  and  (3)  so-called  periarthritis  or  tendi- 
nitis. Omitting  gross  injuries  such  as  fractures  and 
dislocations,  these  three  lesions  are  the  causes  of 
most  of  the  stiff  and  painful  shoulders.  The  last 
two,  with  simple  methods  of  treatment,  are  here 
considered. 

Almost  all  of  us  are  familiar  with  the  patient 
who  comes  begging  for  relief,  hugging  his  arm  to 
his  side,  with  an  expression  of  pain  on  his  face  and 
apparently  unable  to  move  the  extremity  in  any 
direction.  He  gives  a history  of  a rather  acute  onset 
of  pain,  usually  following  some  unaccustomed  use 
of  the  arm  a day  or  two  before.  Hanging  pictures, 
washing  windows  or  using  a paint  brush  with  the 
upraised  arm  are  typical  of  the  histories  given. 
Some  such  mild  trauma  usually,  though  not  always, 
appears  to  be  a contributive  factor.  The  pain  is 
usually  first  localized  over  the  tip  of  the  shoulder, 
later  radiating  down  the  arm  to  the  insertion  of  the 
deltoid  or  lower,  and  possibly  up  into  the  neck. 
This  distribution  probably  accounts  for  the  fre- 
quent diagnosis  of  neuritis.  The  pain  finally  be- 
comes so  severe  that  relief  cannot  be  obtained  in 
any  position.  It  is  particularly  aggravated  at  night. 

On  physical  examination,  in  the  very  acute  case, 
the  patient  is  fearful  of  the  slightest  movement  of 
the  arm  but,  if  he  can  be  induced  to  relax,  passive 
motion  will  not  be  as  painful  as  anticipated.  Pas- 
sive external  rotation  and  lateral  abduction  are 
the  most  painful.  Flexion  and  extension  are  not 
painful  if  carefully  done.  This  is  of  diagnostic  im- 
portance as,  in  any  m/rdarticular  lesion  there  is 
limitation  of  motion  in  every  direction.  Internal  ro- 
tation is  the  position  of  least  discomfort.  Acute 
tenderness  over  the  tip  of  the  greater  tuberosity 

* Read  before  the  Sixty-fourth  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  Mount  Hood  Timberline  Lodge, 
Ore.,  Aug.  24-27,  1938. 
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is  usually  present.  There  is  no  external  evidence  of 
swelling,  heat  or  redness. 

These  symptoms  and  physical  findings  are  so 
characteristic  that  an  immediate  diagnosis  of  so- 
called  subacromial  bursitis  can  readily  be  made. 
In  most  cases  this  diagnosis  is  not  accurate,  as  the 
pathology  lies  in  the  supraspinatus  tendon  which 
lies  under  the  floor  of  the  bursa.  Roentgenograms 
usually  reveal  a calcareous  deposit  overlying  the 
greater  tuberosity  of  the  humerus.  This  deposit  does 
not,  as  formerly  thought,  lie  in  the  bursa,  but  in 
the  substance  of  the  supraspinatus  tendon.  The 
shadow  of  the  calcareous  deposit  shows  best  in  the 
roentgenogram  when  the  arm  is  externally  rotated. 
When  interally  rotated,  the  deposit  overlies  the  bone 
and  may  be  missed.  Acute  symptoms  are  some- 
times present  in  the  absence  of  roentgen  evidence  of 
a deposit  (fig.  1). 


Fig.  1.  Calcareous  deposit  in  supraspinatus  tendon. 
Roentgen  appearance. 

The  origin  of  the  deposit  is  obscure.  Obviously 
it  could  not  immediately  follow  the  mild  trauma, 
usually  antedating  the  acute  symptoms  by  only  a 
day  or  two.  Moreover,  calcification  is  often  visual- 
ized in  routine  roentgen  studies  of  the  shoulder,  in 
which  symptoms  are  entirely  absent.  It  is  also  well 
known  that  the  deposits  may  disappear  spontane- 
ously. They  are  sometimes  bilateral.  Acute  symp- 
toms in  both  shoulders  are  rarely  present  at  the 
same  time  but  may  occur  consecutively,  sometimes 
months  apart. 

Codman  believes  that  the  origin  of  the  deposits 
lies  primarily  in  trauma  or  overuse,  with  rupture  of 
a few  fibers  of  the  tendon,  subsequent  hematoma 
formation  and  deposition  of  calcium  salts.  Others 
believe  that  focal  infection  and  even  metabolic  dis- 
turbances are  causative  agents. 
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The  supraspinatus  muscle  is  a long,  triangular 
muscle,  taking  its  origin  from  the  supraspinous  fossa 
of  the  scapula  with  its  tendon  passing  under  the 
acromion  process  and  inserting  into  the  greater 
tuberosity  of  the  humerus.  Its  action  is  to  abduct 
the  arm,  working  together  with  the  deltoid,  and  to 
roll  it  slightly  outward.  It  may  be  assumed  that, 
when  the  deposit  is  present,  occupational  or  un- 
accustomed use  in  which  the  arm  is  held  abducted 
for  relatively  long  periods,  thus  tending  to  pinch 
the  tendons  of  the  short  rotator  muscles  between 
the  greater  tuberosity  and  the  acromion,  may  pre- 
cipitate the  symptoms.  Just  why  a deposit  which 
has  been  present  for  an  indefinite  period  should 
suddenly  become  so  painful  is  difficult  to  explain. 

Almost  every  form  of  therapy  has  been  tried  with 
more  or  less  success.  Rest  alone  with  analgesics  to 
relieve  pain  will  effect  a cure  in  the  course  of  a 
few  weeks  or  months. 


Recently  a number  of  articles  have  appeared 
advocating  either  puncture  of  the  bursa  under  local 
or  general  anesthesia  or  irrigation  of  it.  This  treat- 
ment is  based  on  the  theory  that  the  pathology  is  a 
definite  bursitis.  However,  whenever  operation  is 
performed,  it  may  be  noted  that  there  is  little  or 
no  fluid  in  the  bursa  and  that  it  does  not  appear 
inflamed  aside  from  probably  the  small  area  im- 
mediately overlying  the  calcareous  deposit  in  the 
tendon  below.  The  deposit  can  sometimes  be  seen 
through  the  floor  of  the  bursa  and  it  is  not  until 
this  has  been  opened  and  the  tendon  incised  that 
the  typical  calcareous  deposit  is  encountered.  This 
deposit  may  prove  to  be  quite  thin,  may  be  of 
toothpaste  consistency,  or  may  be  more  nearly  in 
the  form  of  a dry  powder. 

Instead  of  needling  or  irrigating  the  bursa,  there- 
fore, a more  logical  approach  would  seem  to  be  to 
attack  the  deposit  directly.  Codman  feels  that,  in 


Fig.  2.  Point  of  tenderness  accurately  located  with  tip 
of  finger. 

Splinting,  heat,  diathermy,  massage  and  roentgen 
therapy  have  been  common  forms  of  treatment. 
Operative  removal  of  the  calcareous  deposit  as  ad- 
vocated by  Codman  has,  in  our  experience,  always 
proved  successful,  but  here  enters  the  economic 
factor  which  is  of  great  importance.  Operation 
means  hospitalization  with  its  attendant  expense, 
not  to  mention  the  time  required  for  healing  of  the 
operative  wound  and  the  resultant  scar. 

None  of  the  other  methods  have  been  so  uni- 
formly successful  that  another  form  of  treatment 
would  not  be  welcome.  In  passing,  one  form  of 
treatment  not  uncommonly  given  is  to  be  con- 
demned, i.e.,  strapping  the  arm  to  the  side,  which 
encourages  adhesions  of  the  bursa  to  the  tendon 
with  consequent  secondary  joint  stiffness. 


Fig.  3.  Multiple  needle  punctures  into  deposit  in  tendon. 

Fig.  4.  Liberation  of  calcareous  material  into  bursa. 

those  cases  which  clear  up  spontaneously,  the  calci- 
fied material  has  perforated  into  the  bursa  and  has 
been  absorbed  there. 

During  the  last  year  or  more  it  has  been  our 
practice  to  needle  the  deposit  itself  under  local 
anesthesia.  The  results  in  twelve  cases  so  treated 
have  been  most  satisfactory,  in  some  cases  spectacu- 
lar. The  procedure  is  simple,  can  be  done  in  the 
office,  eliminates  hospital  expense,  and  leaves  no 
scar.  Moreover,  the  patient  returns  to  work  within 
a few  days  rather  than  weeks  or  even  months 
(figs.  2,  3,  4). 

The  area  of  most  acute  tenderness  over  the 
greater  tuberosity  is  located  with  the  tip  of  the 
finger  and  marked  with  some  stain.  The  skin  is 
prepared  and  the  tissues  down  to  the  deposit  are 
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slowly  infiltrated  with  1 per  cent  novocain.  The 
procedure  is  not  painful,  if  a sharp  needle  is  used 
and  if  the  first  injection  into  the  skin  is  carefully 
done.  The  deposit  in  the  tendon  is  then  infiltrated 
with  one  or  two  cc.  of  2 per  cent  novocain. 

Upon  the  initial  injection  into  the  tendon,  acute 
transitory  pain  is  often  felt  in  the  region  of  the 
deltoid  insertion.  This  phenomenon  is  quite  con- 
stant and  is  difficult  to  explain,  but  it  does  indi- 
cate that  the  injection  is  being  made  in  the  right 
place.  After  injection  of  the  deposit,  a larger  needle 
is  substituted  and  multiple  punctures  made  into  it. 
Often  a gritty  sensation  is  noted.  In  a few  instances 
some  of  the  deposit  has  come  out  through  the 


present.  Attempted  forced  motion  beyond  these 
limits  is  painful.  In  the  acute  case  of  painful  cal- 
careous deposit  restriction  of  motion  is  due  to 
pain  and  muscle  spasm.  In  the  chronic  case  it  is 
due  to  contracture  of  muscles  and  ligaments  from 
prolonged  immobilization  of  the  arm  at  the  side. 

It  should  be  mentioned  here  that  unsuccessfully 
treated  cases  of  calcareous  deposit  are  not  the  only 
causes  of  shoulder  stiffness.  It  may  follow  any  case 
of  trauma  or  infection,  mild  or  severe,  in  which 
the  arm  has  been  too  long  immobilized  at  the  side. 
It  may  even  follow  simple  inactivity  of  the  shoul- 
der associated  with  a simple  fracture  such  as  a 
Colies,  in  which,  after  application  of  a cast,  the 


Fig.  5.  Typical  limited  abduction  in  periarthritis  of 
shoulder.  Patient  instructed  to  elevate  both  arms. 

Fig.  6.  Roof  of  cast  removed  preparatory  to  institution 

needle.  Through  the  puncture  holes,  the  calcareous 
material  is  liberated  into  the  bursa,  relieving  the 
tension.  The  increased  vascularization  following  the 
trauma  caused  by  the  needle  punctures  probably 
aids  in  the  process  of  absorption. 

Relief  is  immediate  and  the  patient  is  able  to 
abduct  his  arm  without  pain.  Unless  the  condition 
has  been  present  for  some  time  with  secondary  con- 
tractures, complete  abduction  and  elevation  can 
be  obtained.  The  patient  is  informed  that  he  will 
have  some  pain  when  the  local  anesthesia  wears 
off,  but  that  it  will  be  a different  type  of  pain,  such 
as  would  follow  traumatism  with  a needle  anywhere. 
Within  a day  or  two  he  is  able  to  use  the  arm 
quite  freely  and  within  a few  days  is  able  to  return 
to  work. 

Periarthritis  or  tendinitis  is  the  usual  conse- 
quence of  an  untreated  or  unsuccessfully  treated 
case  of  painful  calcareous  deposit.  Motion  is  lim- 
ited and  is  not  painful  within  the  limits  of  motion 


of  active  and  passive  exercises. 

Fig.  7.  When  arm  can  be  actively  elevated  to  the  verti- 
cal position,  the  cast  is  removed. 

arm  is  carried  in  a sling  at  the  side,  no  attempt 
being  made  to  exercise  the  elbow  or  the  shoulder. 
To  prevent  this  it  is  our  practice  in  these  cases  to 
instruct  the  patient  just  as  carefully  in  elbow  and 
shoulder  exercises  as  in  finger  exercises  (figs.  5, 
6,7). 

Many  forms  of  treatment  have  been  advocated 
for  relief  of  these  stiff  and  variably  painful  shoul- 
ders. Diathermy  and  other  forms  of  heat  are  popu- 
lar, and  if  used  together  with  stretching  exercises, 
probably  help.  We  believe  that  manipulation  under 
anesthesia,  in  the  severe  cases  at  least,  offers  the 
best  hope  of  early  restoration  to  function.  Manipu- 
lation is  done  slowly  and  carefully.  Adhesions  can 
often  be  heard  and  felt  to  give  way.  Manipulation 
is  continued  until  the  arm  can  be  freely  rotated 
externally  and  internally,  and  elevated  to  the  ver- 
tical. In  order  to  prevent  relapse,  a shoulder  spica 
is  then  applied,  maintaining  the  arm  at  right  angle 
abduction  at  the  shoulder  and  in  external  rota- 
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Fig.  8.  Wall  climbing  exercises  are  useful.  Both  arms 
employed. 


Fig.  9.  Circumduction  exercises,  with  arms  dependent, 
are  particularly  useful. 

tion.  Within  a few  days  the  roof  of  the  arm  por- 
tion of  the  cast  is  removed  and  active  and  passive 
arm  elevation  exercises  instituted. 

When  the  patient  is  able  to  elevate  the  arm  ac- 
tively from  the  right  angle  abduction  position  to 
vertical  elevation,  which  usually  requires  a few 
days  more,  the  cast  is  removed  and  still  more  active 
exercises  prescribed.  Wall  climbing  exercises, 
climbing  the  wall  with  the  fingertips  of  both  hands 
until  vertical  elevation  is  obtained,  is  very  useful, 
and  particularly  the  circumduction  exercise,  in 
which  the  patient  bends  over  and  swings  the  arm  in 
gradually  increasing  circles  until  full  range  of  ro- 
tation is  obtained  (figs.  8,  9).  Here  the  action  of 
gravity  is  a very  definite  aid.  Persistent  active  exer- 
cise as  follow-up  treatment  is  essential,  but  if  faith- 
fully performed  normal  or  practically  normal  restor- 
ation of  function  may  be  expected. 


USE  OF  THERAPEUTIC  IODIZED  OIL  IN 

TREATMENT  OF  BRONCHIAL  ASTHMA* 
Merle  W.  Moore,  M.D. 

PORTLAND,  ORE. 

Within  the  past  fifteen  years  great  strides  have 
been  made  in  the  field  of  allergy.  Each  year  has 
brought  forth  new  therapeutic  measures  or  methods 
of  diagnosis  which  make  treatment  of  this  group 
of  diseases  more  successful.  Within  the  past  few 
years,  however,  progress  has  been  slower  in  this 
direction. 

The  use  of  iodized  oil  injected  into  the  trachea, 
suggested  only  a few  years  ago,  was,  therefore, 
grasped  enthusiastically  as  a new  therapeutic  mea- 
sure that  might  offer  the  chronic  asthmatic  consid- 
erable help.  In  1932  articles  began  to  appear  in 
the  literature  concerning  the  beneficial  results  ob- 
tained by  the  use  of  oil  in  cases  of  asthma.  Reports 
by  Anderson* 1  and  Balyeat2  were  most  enthusiastic 
and  encouraging.  Since  these  articles  first  appeared 
there  have  been  numerous  other  publications.  Criet 
and  Hentsen3  have  given  a most  complete  review 
of  the  literature. 

Like  all  new  therapeutic  measures,  the  use  of 
iodized  oil  was  received  with  enthusiasm,  but  after 
considerable  statistical  evidence  from  various  men 
over  the  country  the  results  are  not  nearly  as  fa- 
vorable as  was  at  first  thought.  Many  unfavorable 
reports  have  been  published,  many  complications 
have  resulted,  many  cases  have  been  made  worse, 
so  today  its  use  is  limited  to  a very  few  cases  of  a 
selected  type.  It  does,  however,  have  a real  thera- 
peutic value  but  only  in  the  type  of  case  which  we 
will  describe  later. 

The  first  oil  which  was  used  was  lipiodol  which 
contained  40  per  cent  pure  iodine  by  weight.  This 
was  a poppyseed  oil  and  by  virtue  of  its  weight  it 
caused  considerable  distress  both  in  its  administra- 
tion and  in  the  immediate  effects.  Balyeat,4  how- 
ever, advocated  a poppyseed  oil  with  the  iodine 
content  22  to  25  per  cent  with  no  free  iodine.  This 
newer  oil  was  far  easier  to  give,  causing  less  com- 
plications and  probably  better  results.  It  is  now 
manufactured  commercially  and  remains  stable  for 
several  months. 

* Read  before  a Meeting  of  North  Pacific  Society  of  In- 
ternal Medicine,  Victoria,  B.  C.,  September  2,  1938. 

1.  Anderson,  W. : Treatment  of  Bronchial  Asthma  by 
Intratracheal  Injections  of  Iodized  Oil.  New  York  State 
J.  Med.,  36:1151-1159,  Aug.  15,  1936. 

2.  Balyeat,  R.  M.  and  Seyler,  L.  E. : Therapeutic  Value 
of  Intratracheal  Use  of  Iodized  Oil  in  Bronchial  Asthma. 
Journal-Lancet,  54:563-571,  Sept.  15,  1934. 

3.  Criet,  L.  H.  and  Hampsey,  J.  W. : Therapeutic  Value 
of  Iodized  Oil  in  Bronchial  Asthma.  J.  Allergy,  9:23-36, 
Nov.,  1937. 

4.  Balyeat,  R.  M.,  Seyler,  L.  E.  and  Outhier,  V. : 
Iodized  Oil ; Practical  Method  of  Preparation.  J.  Lab.  & 
Clin.  Med.,  21:187-190,  Nov.,  1935. 
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The  methods  of  administration  of  this  oil  have 
been  described  by  Balyeat,  namely,  to  test  the  in- 
dividual first  for  sensitivity  to  poppyseed  and 
iodine,  and  if  neither  sensitivity  is  evident,  to 
anesthetize  the  throat  and  larynx  with  a spray  con- 
taining a good  local  anesthetic.  After  the  throat 
and  larynx  have  been  anesthetized,  put  the  patient 
in  sitting  position,  leaning  toward  the  right  or  left, 
depending  upon  which  bronchi  you  wish  injected, 
then  run  in  slowly  at  the  base  of  the  tongue  with 
a tracheal  canula  the  desired  amount  of  warmed 
iodized  oil.  In  most  instances  we  find  it  best  to 
use  a slight  amount  of  traction  on  the  tongue. 

The  beneficial  results  obtained  by  the  use  of  such 
therapy  are  purely  mechanical.  The  oil  is  of  a 
heavier  specific  gravity  than  the  secretion  in  the 
bronchial  tubes,  so  it  displaces  and  floats  the  thick 
tenacious  secretion  to  the  larger  bronchi,  where  it 
may  be  coughed  up.  It  no  doubt  renders  this  secre- 
tion more  liquid  and  more  available  to  be  dis- 
charged. Probably  it  has  other  therapeutic  advan- 
tages which  so  far  have  not  been  definitely  proven, 
but  it  has  been  suggested  that  it  decreases  the 
bacterial  flora  and  gives  a protective  film  over  the 
mucosa.  Whether  or  not  these  last  two  points  are 
of  value  is  immaterial  because  the  mechanical  ef- 
fect of  the  oil  accomplishes  the  purpose  which  is 
desired,  namely,  to  rid  or  empty  the  smaller 
bronchi  of  the  thick  tenacious  secretion  which  is 
hindering  respiration. 

A series  of  thirty-five  cases  of  asthma,  treated 
with  therapeutic  iodized  oil,  form  the  basis  of  the 
following  report.  The  ages  ranged  from  twenty-four 
to  seventy-two  years.  The  duration  of  their  asthma 
varied  from  one  to  forty  years.  All  of  these  cases 
had  a complete  allergic  study,  and  the  majority  of 
them  had  been  treated  for  a length  of  time  without 
any  beneficial  result.  In  the  majority  of  cases  the 
oil  was  instituted  because  the  usual  measures  had 
failed  to  give  the  desired  relief.  A total  of  one 
hundred  eighty-nine  separate  injections  were  made. 
The  amount  of  each  injection  varied  from  5 to  40 
cc.  The  results  of  such  treatment  may  be  ob- 
served in  table  1. 


Made  worse  .. 

3 

Per  cent 
8.5 

No  change  .... 



13 

37.2 

Fair  

10 

28.6 

Good  

9 

25.7 

Total 

35 

Table  1. 


The  results  as  observed  by  this  table  were  not 
encouraging.  A careful  study  was,  therefore,  made 
of  each  particular  case  to  determine  if  there  was 


some  criterion  by  which  one  could  select  certain 
cases  which  probably  would  obtain  beneficial  results 
by  such  a therapeutic  measure.  This  study  was 
made  with  four  factors  in  mind:  the  age  of  the 
patient,  the  duration  of  the  asthma,  the  presence 
of  a productive  sputum  and  bronchiectasis.  Table 
2 gives  the  results  of  this  study. 

Per  cent  Per  cent 


Aver. 

Aver. 

Prod. 

Bronchi- 

Total No.  Cases 

Age 

Duration 

Sputum 

ectasis 

Made  worse  3 

39.0 

7.3 

66% 

0.0 

No  change  13 

46.1 

9.8 

46.1 

7.6 

Fair  10 

48.2 

8.7 

91.6 

50.0 

Good  9 

52.5 

16.2 

100.00 

66.6 

Table  2. 


One  may  conclude  from  this  that  age  has  no 
significance  in  the  use  of  therapeutic  oil.  The  dura- 
tion of  the  disease,  on  the  other  hand,  may  point 
to  a more  favorable  prognosis.  In  other  words,  the 
longer  duration  of  the  disease  the  more  indication 
there  is  for  the  use  of  oil.  Likewise,  those  cases 
who  raise  copious  quantities  of  secretion  are  bene- 
fited more  than  those  who  have  no  evidence  of  a 
productive  cough.  Bronchiectasis  may  be  the  real 
indication  for  treatment  with  iodized  oil,  for  those 
who  had  no  bronchiectasis  were  made  worse  and 
those  who  gave  more  evidence  of  bronchiectasis  had 
the  best  results.  Productive  cough  and  bronchiec- 
tasis, therefore,  are  the  two  strongest  indications 
for  the  use  of  this  form  of  therapy. 

If  the  indications  might  be  tabulated  the  fol- 
lowing is  offered:  (1)  bronchiectasis,  (2)  history 
of  excessive  productive  cough,  (3)  failure  to  re- 
spond to  the  usual  forms  of  accepted  therapy,  (4) 
otherwise  healthy,  strong  individual. 

The  contraindications  for  the  use  of  this  therapy 
are  far  more  numerous  than  the  indications.  Per- 
haps the  failures  in  many  of  these  cases  were  due 
to  the  fact  that  they  were  not  particularly  selected 
and  that  no  criterion  had  been  established  by  whicn 
one  might  predict  the  possible  results. 

There  have  been  many  complications  from  the 
use  of  intratracheal  oil  reported  in  the  litera- 
ture.5 6- °'7’s  In  the  thirty-five  cases  studied  in  this 
report,  one  developed  an  acute  iodine  poisoning  of 
a severe  degree;  another  patient  developed  bron- 
chopneumonia. Many  complications  have  been 
reported,  including  a few  fatalities  during  or  imme- 
diately following  the  injection  of  the  oil. 

5.  Pierson,  J.  W. : Some  Unusual  Pneumonias  Associated 
with  Aspiration  of  Fats  and  Oils  in  Lungs.  Am.  J.  Roent- 
genol., 27:572-579,  April,  1932. 

6.  Amberson,  J.  B.,  Jr.  and  Riggins,  H.  M. : Lipiodol  in 
Bronchography ; its  Disadvantages,  Dangers  and  Uses. 
Am.  J.  Roentgenol.,  30:727-746,  Dec.,  1933. 

7.  Pinchin,  A.  J.  S.  and  Morlock,  H.  V. : Acute  Massive- 
Collapse  of  Lung  Following  Lipiodol  Injection.  Brit.  M.  J., 
1:930,  May  30,  1931. 

8 Laughlen,  G.  F. : Pneumonia  Following  Naso-pharyn- 
geal Injections  of  Oil.  Am.  J.  Path.,  1:407-414,  July,  1926.. 


February,  1939 


ASTHMA MOORE 


57 


One  important  thing  to  realize  is  that  you  are 
introducing  a foreign  body  into  the  bronchi;  there- 
fore, this  responsibility  must  be  assumed.  Imme- 
diately following  the  injection  there  is  considerable 
effort  on  the  part  of  the  patient  to  rid  the  bronchial 
tubes  of  the  oil  and  in  so  doing  much  effort  must  be 
exerted.  A few  of  the  deaths  that  have  been  re- 
ported were  probably  due  to  exhaustion  and  in- 
ability of  the  patient  to  free  the  bronchial  tubes  of 
the  oil. 

If  the  contraindications  may  be  listed,  the  fol- 
lowing is  offered:  (1)  active  pulmonary  tuber- 

culosis, (2)  reduced  vital  capacity  of  the  lungs, 
(3)  acute  pulmonary  infections,  (4)  foreign  bodies, 
(5)  during  an  acute  attack  of  asthma,  (6)  cardiac 
weakness,  (7)  late  bronchial  malignancy,  (8)  sen- 
sitivity to  iodine,  (9)  sensitivity  to  poppyseed, 
(10)  extremities  of  life. 

It  can  be  readily  seen,  therefore,  that  before  the 
use  of  iodized  oil  should  be  considered  the  above 
contraindications  must  be  ruled  out.  The  two  com- 
plications experienced  in  this  series  might  have  been 
avoided,  if  these  details  had  been  more  closely  fol- 
lowed, but  at  that  particular  time  there  had  not 
been  enough  evidence  collected  to  know  the  limita- 
tions of  this  treatment. 

Although  the  possibility  of  iodine  sensitivity  is 
less  with  the  type  of  iodized  oil  used  on  these  cases 
as  compared  to  that  of  lipiodol,  there  was  a case 
in  this  series  that  developed  an  acute  iodine  poison- 
ing. 

This  patient,  a healthy,  well  developed  male,  aged  58, 
gave  a history  of  vasomotor  rhinitis  for  a period  of  about 
ten  years  and  asthma  of  a recent  date.  After  our  study  we 
made  a diagnosis  of  bacterial  asthma  and  treated  him  for 
a few  months  with  vaccine  without  benefit. 

Following  negative  tests  for  sensitivity  to  iodine  and 
poppyseed,  10  cc.  of  therapeutic  iodized  oil  was  injected  in 
both  bronchi.  The  injections  were  made  with  some  diffi- 
culty and  we  believe  that  he  swallowed  some  of  the  oil  but 
most  of  it  entered  the  bronchial  tubes.  Immediately  follow- 
ing the  second  injection  of  oil  he  coughed  up  a consider- 
able amount  of  thick,  sticky,  heavy  mucus,  and  felt  com- 
pletely comfortable. 

Eight  hours  later  he  complained  of  burning  in  his  eyes 
and  headache.  Eighteen  hours  later  this  patient  experienced 
a violent  chill,  was  delirious,  almost  to  the  point  of  mania. 
Upon  examination  his  eyelids  were  markedly  swollen,  his 
entire  face  was  edematous,  with  marked  edema  of  the  lips 
and  gums;  his  tongue  almost  completely  filled  his  mouth. 
His  conjunctivae  were  engorged.  He  developed  intense  and 
profuse  diarrhea,  and  vomited  incessantly. 

This  delirium  lasted  for  about  two  hours,  at  which  time 
he  regained  consciousness  but  complained  of  inability  to  see 
and  he  had  severe  pains  in  the  abdomen. 

Sodium  thiosulphate,  10  gr.,  was  given  every  hour  for 
six  hours.  Considerable  amount  of  urine  was  passed ; the 
quantity  was  not  measured.  The  urine  showed  heavy  traces 
of  albumin  and  casts  and  the  presence  of  free  iodine. 

Twelve  hours  after  his  initial  chill  he  was  much  better. 
The  abdominal  pain  and  headache  gradually  disappeared 


about  the  third  day.  The  edema  in  his  face  and  mouth  lasted 
for  about  four  days  and  within  one  week’s  time  he  made 
an  uneventful  recovery.  Repeated  examinations  of  the 
urine  showed  a perfectly  normal  kidney  function  except  for 
very  slight  traces  of  albumin. 

Although  this  patient  was  experiencing  contin- 
uous attacks  of  asthma  prior  to  the  administration 
of  the  oil,  he  had  no  more  attacks  for  one  year; 
no  explanation  can  be  given  for  the  freedom  from 
his  attacks. 

Meyer’s9  explanation  for  this  iodine  reaction  in 
a supposedly  nonsensitive  iodine  case  was  that  the 
iodized  oil  in  the  presence  of  bacteria  in  the  bron- 
chial tubes  caused  a splitting  off  of  the  free  iodine, 
which,  in  turn,  caused  the  reaction.  I believe  that, 
had  not  the  sodium  thiosulphate  been  given,  this 
case  might  have  terminated  fatally. 

Since  the  experience  with  this  particular  case 
we  have  been  very  careful  never  to  give  over  5 cc. 
of  oil  for  the  initial  injection.  If  no  untoward  symp- 
toms result  from  iodinism,  then  we  feel  safe  in 
going  ahead  with  any  quantity  which  we  feel  is 
indicated. 

The  other  complication  experienced  was  that  of 
bronchopneumonia,  and  although  we  cannot  say  pos- 
itively that  the  oil  caused  pneumonia,  it  developed 
two  days  after  an  injection.  In  reviewing  this  case 
we  find  that  this  patient  had  an  acute  upper  respira- 
tory infection  for  one  week,  and  two  days  prior  to 
the  oil  she  developed  an  acute  bronchitis. 

After  the  experience  of  this  case  we  have  been 
very  cautious  to  inquire  carefully  into  upper  res- 
piratory infections,  and  to  examine  the  chest  for  any 
acute  bronchial  infection,  just  prior  to  the  use  of 
the  oil. 

There  is  no  question  that  this  form  of  therapy 
has  a definite  place  in  the  treatment  of  asthma,  and 
the  type  of  case  in  which  oil  is  indicated  as  a rule 
is  that  which  has  failed  to  respond  to  the  usual 
forms  of  therapy.  The  problem  in  many  of  these 
cases  is  not  the  treatment  of  asthma  but  the  com- 
plications which  have  resulted  from  years  of  re- 
peated attacks.  In  this  type  of  case  every  possible 
form  of  therapy  which  may  offer  help  should  be 
considered  and  so  iodized  oil  should  receive  its  due 
consideration  as  part  of  the  routine  measures. 

Great  care  should  be  exercised  in  the  selection 
of  a case  for  this  treatment.  The  indications  should 
be  considered,  but  particularly  the  contraindications 
should  receive  most  careful  study.  If  a case  fits  all 
of  the  points  as  described,  one  should  not  lose  sight 
of  the  fact  that  the  measure  still  has  some  element 
of  danger. 

9.  Meyer,  Harold : Personal  communication. 
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HYPOGLYCEMIA  FOLLOWING  DELIVERY 
OF  A DIABETIC  WITH  EDEMA* 

Lester  J.  Palmer,  M.D. 
and 

George  D.  Capaccio,  M..D. 

SEATTLE,  WASH. 

Much  has  been  written  about  hypoglycemia  in 
relation  to  diabetes.  This  paper  serves  merely  to 
report  an  observation  and  probable  explanation  of 
sustained  hypoglycemia  following  delivery  by  cesar- 
ean section  in  a diabetic  who  had  developed 
edema  of  the  lower  extremities  during  the  last  tri- 
mester. 

The  patient  is  a 27  year  old  woman  of  average  height, 
whose  usual  weight  is  about  110  pounds.  She  has  been  under 
our  care  since  the  development  of  diabetes  in  1930  and  has 
maintained  good  control  under  the  usual  dietary  manage- 
ment, supplemented  by  insulin.  In  July,  1937,  she  was 
converted  from  the  unmodified  (regular)  to  the  modified 
(protamine  zinc)  insulin,  and  was  placed  on  a regime  allow- 
ing 175  grams  of  carbohydrate,  60  grams  of  protein  and 
100  grams  of  fat,  with  20  units  of  the  protamine  and  6 units 
of  the  regular  insulin  given  before  breakfast.  On  this  regime 
she  maintained  satisfactory  control  and  became  pregnant 
for  the  first  time  in  March,  1938. 

Table  1 summarizes  the  course  of  events  by  trimesters 
during  pregnancy. 

Diet  Weight  Insulin 

Trimester  C.  P.  F.  Gain  P.  R.  Remarks 

I 175  75  80  4 20  6 Uneventful. 

II  175  75  80  8)4  20  6 Glycosuria  and  hyper- 

| | glycemia  during  latter 

'j'  V part  of  this  period, 
40  20  with  increase  of  insu- 
lin dosage. 

Ill  175  75  80  26)4  40  20  Occasional  supplemen- 

tary insulin  in  the  eve- 
ning. Edema  visible 
34th  week.  Blood  pres- 
sure normal.  No  albu- 
minuria. Total  weight 
gain  40  lbs. 

Table  1. 

Several  weeks  before  the  development  of  visible  edema, 
there  was  pronounced  glycosuria  and  hyperglycemia,  neces- 
sitating a sharp  increase  in  insulin  dosage.  During  the  third 
trimester,  this  increase  in  insulin  dosage  was  maintained,  and 
at  times  it  was  necessary  to  administer  a supplementary  dose 
of  from  8 to  12  units  of  regular  insulin  before  supper.  Dur- 
ing the  last  trimester,  which  was  interrupted  during  the 
thirty-seventh  week,  the  patient  gained  26)4  pounds,  mak- 
ing a total  gain  of  40  pounds. 

Visible  edema  was  first  noticed  during  the  thirty-fourth 
week.  The  blood  pressure  remained  normal,  and  no  albumin 
was  present  in  the  urine,  so  that  it  was  concluded  she  had 
developed  the  edema  on  a mechanical  basis. 

Uneventful  delivery  by  cesarean  section  was  performed 
by  William  O’Shea  under  spinal  anesthesia  in  the  thirty- 
seventh  week.  The  baby  was  entirely  normal  and  weighed 
8)4  pounds. 

The  course  of  the  patient  just  before  and  for  several  days 
following  delivery  forms  the  subject  matter  of  this  paper 

* From  The  Mason  Clinic 


Carbo- 

Blood 

Decern 

- 

hydrate 

Sugar  Insulin 

ber 

Hour 

(gm.) 

(mg.) 

P. 

R. 

Remarks 

18 

7:30  a.m. 

40 

20  Day  before  op- 

211  M. 

eration. 

19 

6^00  a.m. 

25  M. 

20 

0 

9:30  a.m. 

84 

.... 

Cesarean  section. 

12:00  m. 

50I.V. 

12 

7:00  p.m. 

50I.V. 

12 

12:00  m.n. 

8 

1 :30  a.m. 

35  I.V. 

Severe  reaction. 

3:30  a.m. 

15  I.V. 

6:00  a.m. 

35  I.V. 

Severe  reaction. 
Total  carb.  210 

gm. 

Total  insulin: 

P.20— R.32. 

20 

7:00  a.m. 
8:30  a.m. 

60  I.V. 

44 

Severe  Reaction. 

4:00  p.m. 
5:00  p.m. 

50  I.V. 

48 

10:00  p.m. 
12:00  m.n. 

50  I.V. 

83 

100  gm.  carb.  by 

4:00  a.m. 

50  I.V. 

mouth  plus  in- 

100  M. 

travenous  carb. 
— Tot.  carb.  310 
gm.  No  insulin. 

21 

7:00  a.m. 
9:00  a.m. 

194 

10 

5:00  p.m. 

66 

115  gm.  carb. 

11:00  p.m. 

50  I.V. 

by  mouth  during 

3:30  a.m. 

50  I.V. 

day,  plus  intra- 

115  M. 

venous  carb.,  to- 
tal 215  gm.  carb. 
Insulin  10  units. 

22 

8:00  a.m. 

333 

1? 

150  gm.  carb.  by 
mouth.  Insulin 

12:00  m. 

12 

3:00  p.m. 

138 

.... 

24  units. 

M. — Mouth. 

I.  V. — Intravenous. 

P. — Protamine  Insulin. 

R. — Regular  Insulin. 

Table  2. 

and  is  summarized  in  Table  2.  The  day  before  delivery, 
December  18,  she  was  given  her  usual  dose  of  insulin,  total- 
ing 60  units.  On  the  morning  of  delivery,  December  19,  she 
was  given  20  units  of  protamine  insulin,  with  25  grams  of 
carbohydrate  by  mouth.  During  the  remainder  of  the  day 
she  received  32  units  of  regular  insulin  in  divided  doses  and 
an  additional  100  grams  of  carbohydrate  intravenously. 

Beginning  sixteen  and  one-half  hours  after  delivery  and 
one  and  one-half  hours  after  the  last  dose  of  regular  in- 
sulin, she  developed  a series  of  reactions  necessitating 
large  quantities  of  glucose  intravenously  at  intervals 
throughout  the  night.  During  the  first  twenty-four  hour 
period  she  received  210  grams  of  carbohydrate,  and  twenty- 
four  hours  after  delivery  the  blood  sugar  was  recorded  at 
44  mg.  During  the  next  day,  December  20  she  was  given 
310  grams  of  carbohydrate,  with  no  insulin  during  this 
period.  The  blood  sugars  recorded  during  the  day  were 
44  mg.,  48  mg.,  and  later  83  mg.  per  100  cc.  of  blood. 

On  the  morning  of  the  second  postoperative  day,  Decem- 
ber 21,  the  blood  sugar  had  risen  to  194  mg.,  but  this 
determination  was  made  three  hours  after  administration 
of  500  cc.  of  10  per  cent  glucose  intravenously.  Forty-eight 
hours  after  delivery  and  thirty-three  hours  after  the  last 
administration  of  regular  insulin,  she  was  given  10  units  of 
regular  insulin.  The  blood  sugar  recorded  ten  hours  later 
was  66  mg.  Intravenous  glucose  was  given  during  the 
day,  in  addition  to  carbohydrate  by  mouth,  and  on  the 
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following  morning,  which  represented  the  seventy-second 
hour  after  delivery,  the  blood  sugar  was  recorded  at  333 
mg.  Following  this  seventy-two  hour  period  of  hypogly- 
cemia, she  again  began  to  respond  more  truly  like  an 
uncomplicated  diabetic.  Insulin  dosage  was  gradually  in- 
creased so  that  upon  discharge  fourteen  days  after  de- 
livery, she  was  receiving  28  units  of  protamine  and  14 
units  of  regular  insulin,  with  155  grams  of  carbohydrate, 
75  grams  of  protein,  and  85  grams  of  fat. 

COMMENT 

Following  delivery,  this  patient  presented  quite 
a problem  from  the  therapeutic  standpoint.  As  we 
had  never  before  encountered  such  a sustained  hy- 
poglycemia following  delivery,  an  explanation  of 
this  occurrence  greatly  aroused  our  curiosity.  We 
could  find  nothing  in  the  medical  literature  to  ex- 
plain this  phenomenon.  After  much  thought  and 
consideration,  we  have  concluded  that  the  hypo- 
glycemia is  directly  related  to  the  edema  of  the 
lower  extremities. 

The  patient  developed  visible  edema  of  the  lower 
extremities  in  the  last  trimester,  and  in  the  absence 
of  both  hypertension  and  albuminuria  the  edema 
was  explainable  on  a mechanical  basis.  It  is  com- 
monly accepted  that  edema  of  this  type  is  due  to 
the  pressure  of  the  enlarged  uterus  upon  the  veins 
returning  from  the  leg.  Several  weeks  prior  to  this, 
it  had  been  found  necessary  to  increase  the  dose  of 
insulin  sharply,  although  not  infrequently  during 
this  trimester  in  the  usual  diabetic  the  insulin 
dosage  may  actually  be  lessened. 

This  patient  had  been  injecting  insulin  into  the 
lower  extremities,  and  it  is  not  altogether  incon- 
ceivable that  it  was  in  part  stored  in  the  edematous 
fluid,  and  that  this  may  have  accounted  for  the  in- 
creased dosage  necessary  during  this  last  trimester. 
With  the  release  of  the  mechanical  obstruction  to 
the  venous  return  from  the  lower  extremities,  diure- 
sis occurred  and  was  sustained  for  a period  of  about 
seventy-two  hours.  At  the  end  of  this  time,  no  vis- 
ible edema  could  be  detected.  It  is  believed  that 
this  gradual  release  of  the  edematous  fluid,  perhaps 
with  stored-up  insulin  as  the  result  of  faulty  ab- 
sorption, accounted  for  the  sustained  hypoglycemia. 
After  the  loss  of  all  visible  edema,  the  patient  again 
began  to  behave  more  truly  like  a regular  uncom- 
plicated diabetic  patient. 

The  factor  of  pH  may  also  have  played  a part 
in  bringing  about  this  condition.  The  alteration  of 
the  pH  of  the  tissue  fluids  as  the  result  of  edema 
formation  may  have  still  further  retarded  insulin 
absorption,  and  with  restoration  to  normal  there 
may  possibly  have  been  rapid  release  of  insulin  with 
subsequent  hypoglycemia.  One  other  factor  worthy 
of  mention  is  the  insulin-stimulating  effect  of  the 


glucose  administered  intravenously.  It  is  well 
known  that  glucose  stimulates  the  pancreas  to  in- 
sulin production,  and  the  intravenous  glucose  may 
have  been  a contributing  factor  in  prolonging  the 
period  of  hypoglycemia. 

SUMMARY 

This  report  serves  to  record  an  observation  and 
probable  explanation  of  sustained  hypoglycemia 
following  delivery  of  a diabetic  patient  with  edema. 
It  is  given  for  the  purpose  of  drawing  further  at- 
tention to  the  response  and  ultimate  fate  of  insulin 
when  injected  into  edematous  patients. 


DIFFERENTIAL  DIAGNOSIS  AND  TREAT- 
MENT OF  DISEASES  ASSOCIATED  WITH 
ENLARGEMENT  OF  SPLEEN  OR 
LYMPH  NODES 

Edwin  E.  Osgood,  M.D. 

PORTLAND,  ORE. 

( Concluded ) 

Hodgkin’s  disease  and  lymphosarcoma.  These  dis- 
eases are  characterized  by  marked  enlargement  of 
one  group  of  lymph  nodes  with  less  marked  involve- 
ment of  other  lymph  nodes.  The  spleen  usually 
shows  a one  to  three  plus  enlargement.  The  exact 
nature  of  the  disease  is  unknown.  Lymphosarcoma 
is  almost  certainly  a highly  malignant  tumor  of 
the  lymphoblasts  which  rarely  invade  the  blood 
stream.  A series  of  cases  can  be  arranged,  how- 
ever, which  grades  by  imperceptible  degrees  from 
typical  lymphosarcoma  through  aleukemic  lympho- 
cytic leukemia  into  typical  lymphocytic  leukemia. 

Opinion  is  divided  as  to  whether  Hodgkin’s  dis- 
ease is  a chronic  infectious  granuloma  or  a malig- 
nant tumor  of  some  cell  of  the  lymphocyte,  mono- 
cyte or  thrombocyte  series.  Possibly  cultures  by  the 
technic  used  for  marrow5  will  aid  in  solving  this 
question.  It  seems  possible  that  Hodgkin’s  disease 
will  prove  to  be  a malignant  tumor  of  the  fixed 
phagocytic  cells  of  the  monocyte  series  and,  there- 
fore, closely  related  to  chronic  aleukemic  monocytic 
leukemia.  In  cultures,  cells  of  the  monocyte  series 
often  develop  into  giant  forms  resembling  those 
seen  in  Hodgkin’s  disease. 

The  symptoms  are  those  of  anemia  plus  pressure 
symptoms  from  the  enlarged  lymphatic  tissue.  Pro- 
longed irregular  fever  is  a common  symptom.  In 
some  instances,  compression  of  the  spinal  cord  or 
enlargement  of  the  lymphatic  tissue  in  the  gastro- 
intestinal tract  produces  symptoms.  The  skin  is 

5.  Osgood,  E.  E.,  and  Brownlee,  I.  E. : Culture  of  Human 
Marrow:  Details  of  Simple  Method,  J.  A.  M.  A.,  108:1793- 
1796.  May  22,  1937. 
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not  infrequently  invaded  and  a picture  of  an  eryth- 
roderma or  mycosis  fungoides  may  occur.  Since 
these  skin  lesions  sometimes  occur  in  leukemias, 
differentiation  is  difficult,  if  a sternal  puncture  is 
not  done. 

There  is  no  characteristic  leukocyte  count  in 
Hodgkin’s  disease  or  lymphosarcoma.  A normal 
count  is  more  common  than  a leukopenia,  and 
neutrophilic  leukocytosis  with  persistence  of  eosino- 
phils, basophils  and  monocytes  is  common.  Eosino- 
philia,  basophilia  or  monocytosis  may  occur.  A 
normocytic  anemia  is  the  rule.  The  mode  of  produc- 
tion is  not  clear  but  it  is  probably  in  part  a mye- 
lophthisic anemia  from  invasion  of  the  marrow  and 
in  part  due  to  involvement  of  the  spleen. 

These  diseases  must  be  differentiated  from  leu- 
kemias, from  each  other,  and  the  febrile  cases  from 
other  causes  of  prolonged  fever  such  as  subacute 
bacterial  endocarditis,  tuberculosis,  undulant  fever, 
clear  cell  carcinoma  (hypernephroma)  of  the  kid- 
ney,  pyelitis,  etc.  The  normal  marrow  picture  easily 
differentiates  these  diseases  from  even  aleukemic 
leukemias.  The  enlargement  of  the  lymph  nodes  is 
more  uniform  in  leukemias  than  in  these  conditions. 
Hodgkin’s  disease  is  more  common  in  children  and 
young  adults  and  lymphosarcoma  more  common  in 
older  persons.  In  Hodgkin’s  disease  the  lymph  nodes 
tend  to  be  firmer  and  decrease  in  size  more  slowly 
under  radiotherapy  than  in  lymphosarcoma,  but  the 
differentiation  between  them  can  be  made  with  cer- 
tainty only  by  biopsy  of  a lymph  node.  If  only  the 
inaccessible  abdominal  or  thoracic  lymphatic  tissue 
is  involved  and  fever  is  a predominant  symptom, 
differentiation  from  other  causes  of  prolonged  fever 
may  be  extremely  difficult.  Hodgkin’s  disease  and 
lymphosarcoma  should  always  be  included  in  the 
differential  diagnosis  of  prolonged  fever  of  obscure 
etiology.  The  diagnosis  is  based  in  part  on  exclusion 
and  in  part  on  search  for  evidence  of  enlarged 
lymphatic  tissue  with  biopsy  if  such  tissue  is  found. 

The  prognosis  is  100  per  cent  fatal  in  one  to 
sixteen  years  (usually  two  to  six)  with  our  present 
knowledge.  Radiotherapy  will  relieve  pressure 
symptoms  for  a time  and  prolong  the  period  of 
comfortable  and  useful  life.  Transfusions  are  some- 
times of  benefit. 

Infectious  mononucleosis.  This  is  an  acute  infec- 
tious disease,  characterized  clinically  by  sore  throat 
and  enlargement  of  the  lymph  nodes  and  spleen,  and 
hematologically  by  an  increase  in  lymphocytes  and 
prolymphocytes  in  the  blood  and  marrow,  the  ap- 
pearance of  fenestrated  lymphocytes,  and  a posi- 
tive Paul  and  Bunnell  test.  It  is  sometimes  called 


glandular  fever  or  benign  lymphadenosis.  The  etiol- 
ogy is  unknown,  although  several  different  organ- 
isms have  been  claimed  to  be  the  cause.  The  author 
has  some  evidence  suggesting  that  it  is  a virus 
disease.  -The  disease  sometimes  occurs  in  epidemics 
and  it  runs  a clinical  course  strongly  suggestive  of 
a self-limited  infection.  Both  sexes  are  affected  and 
the  disease  is  commonest  in  children  and  young 
adults.  The  pathology  in  the  lymph  nodes  is  a 
marked  hyperplasia  involving  particularly  the  pro- 
lvmphocytes,  many  of  which  are  in  mitosis. 

The  onset  is  usually  sudden  with  fever,  sore 
throat  and  malaise.  Chills,  headache,  nausea  and 
vomiting  are  not  uncommon.  Physical  examination 
in  the  typical  cases  reveals  a marked  hyperemic 
pharyngitis  which,  in  the  more  severe  cases,  may 
be  menbranous.  The  cervical,  axillary,  inguinal  and 
epitrochlear  lymph  nodes  show  a one  to  two  plus  en- 
largement and  are  often  tender  and  of  moderately 
firm  consistency.  The  spleen  usually  shows  a one  to 
two  plus  enlargement  to  palpation  and  is  en- 
larged to  percussion  in  almost  all  cases.  Evidence 
of  enlargement  of  the  mediastinal  and  abdominal 
nodes  is  often  elicitable.  Usually  the  patients  are 
clinically  well  in  two  or  three  weeks  but  exceptions 
to  this  are  common.  Of  the  atypical  forms,  the  two 
most  common  are  a very  mild  type  with  little  or 
no  fever  or  sore  throat,  in  which  only  the  enlarge- 
ment of  the  lymph  nodes  and  the  blood  studies 
lead  to  the  diagnosis,  and  the  type  with  an  acute 
onset  of  abdominal  pain,  nausea,  vomiting  and  fever 
which  simulates  acute  appendicitis.  Other  symp- 
toms which  may  occur  are  headache,  backache, 
cough,  hemorrhage  from  the  mucous  membranes  and 
jaundice. 

The  typical  laboratory  findings  are  a leukocyte 
count  between  6,000  and  40,000  with  50  to  90 
per  cent  of  the  cells  lymphocytes,  of  which  1 to  20 
per  cent  are  usually  prolymphocytes.  Fenestrations 
in  the  nuclei  of  some  of  the  lymphocytes  and  pro- 
lymphocytes can  usually  be  found.  Occasionally  a 
transient  leukopenia  occurs.  The  hemoglobin  and 
red  cell  count  are  within  normal  limits.  The  sternal 
marrow  shows  an  increase  in  lymphocytes  and  pro- 
lymphocytes. A peroxidase  stain  is  necessary  to 
differentiate  the  latter  from  progranulocytes  A 
(promyelocytes  II).  The  serum  of  patients  with 
this  disease  agglutinates  sheep  cells  in  a dilution  of 
more  than  1-32  when  tested  by  the  recommended 
method.6  The  diagnostic  value  of  this  test  was  dis- 


6.  Osgood,  E.  E. : Textbook  of  Laboratory  Diagnosis. 
Ed.  2,  p.  442.  P.  Blakiston’s  Son  & Company,  Philadelphia, 
1935. 
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covered  by  Paul  and  Bunnell7  and  it  is  positive  in 
no  other  disease  except  serum  sickness. 

It  must  be  differentiated  from  acute  lymphocytic 
leukemia,  acute  appendicitis  and  agranulocytosis. 
The  clinical  findings  and  the  blood  picture  resemble 
those  in  acute  leukemias.  Granulocytic  (myelog- 
enous) leukemias  are  easily  excluded  by  the  posi- 
tive peroxidase  reaction  of  the  progranulocytes 
(promyelocytes).  Acute  lymphatic  leukemia  is  us- 
ually associated  with  anemia,  and  lymphoblasts  are 
more  commonly  present  than  in  infectious  mono- 
nucleosis. Before  the  discovery  of  the  Paul  and 
Bunnell  test,  it  was  often  extremely  difficult  to 
make  this  differential  diagnosis  with  certainty. 
Lymphocytic  leukemia  shows  a normal  or  low  ag- 
glutination of  sheep  cells,  however,  so  that  with  this 
test  the  differentiation  is  usually  easy. 

In  those  cases  which  begin  with  abdominal  pain, 
the  differential  diagnosis  from  appendicitis  is  easily 
made,  if  infectious  mononucleosis  is  given  adequate 
consideration,  as  the  lymph  nodes  and  spleen  are 
not  enlarged  and  none  of  the  characteristic  blood 
findings  are  present  in  appendicitis.  Cases  with 
membranous  sore  throat  may  superficially  resemble 
agranulocytosis,  but  the  leukocyte  count,  which  is 
usually  above  6,000  in  infectious  mononucleosis  and 
is  usually  below  2,000  in  agranulocytosis,  will  dif- 
ferentiate them. 

The  prognosis  is  good.  All  patients  recover  with- 
in a few  weeks  to  a few  months.  Since  all  patients 
with  acute  lymphocytic  leukemia  die  within  a few 
weeks  or  months,  the  importance  of  making  a differ- 
ential diagnosis  is  obvious. 

There  is  no  known  specific  treatment,  so  that  iso- 
lation to  prevent  the  infection  of  others  and  symp- 
tomatic therapy  to  make  the  patient  comfortable  is 
all  that  is  necessary. 

Familial  hemolytic  icterus.  The  essential  feature 
of  familial  hemolytic  icterus  is  a congenital  anomaly 
of  red  cell  form,  in  which  the  akaryocytes  (non- 
nucleated  erythrocytes)  tend  to  have  a more  spher- 
oid shape  than  is  normal.  These  cells  are  unusually 
fragile  when  tested  with  hypotonic  salt  solution  and 
they  are  apparently  rapidly  destroyed  by  the  nor- 
mal blood-destroying  mechanism  in  the  spleen  and 
other  reticuloendothelial  tissues.  Since  the  cells  are 
spheroid  in  shape  but  of  normal  volume,  the  anemia 
is  actually  normocytic,  although  the  red  cell  diam- 
eter is  small  as  determined  with  an  eye  piece  mi- 
crometer or  eriometer.8 

7.  Paul,  J.  R.,  and  Bunnell,  W.  W. : Presence  of  Hetero- 
phile  Antibodies  in  Infectious  Mononucleosis,  Am.  .1.  M. 
Sc.,  183:  90-104,  Jan.,  1932. 

8.  Vide  6,  pp.  427-428. 


There  is  usually  a history  of  recurrent  attacks  of 
jaundice  beginning  in  early  life  in  the  patient  or  in 
members  of  the  patient’s  family,  with  more  or  less 
complete  remissions  between  attacks.  During  these 
attacks,  the  stools  are  darker,  rather  than  paler  in 
color  as  in  obstructive  jaundice,  and  the  urine  is 
usually  normal  in  color.  However,  many  of  the  pa- 
tients develop  typical  attacks  of  biliary  colic  with 
the  obstructive  jundice  syndrome,  due  to  the  great 
tendency  to  formation  of  pigment  stones  because 
of  the  high  excretion  of  bilirubin.  Such  attacks  oc- 
curring in  a person  under  thirty  years  of  age  should 
always  suggest  the  possibility  of  familial  hemolytic 
icterus.  Some  of  the  patients  have  oxycephaly  or 
tower  skulls. 

The  spleen  is  uniformly  enlarged  to  percussion 
and  usually  shows  a one  to  three  plus  enlargement 
to  palpation.  Even  between  definite  attacks  of  jaun- 
dice, an  icteric  tinge  to  the  sclera  and  hard  palate 
is  usually  visible.  Many  of  these  patients  have  no 
anemia  but  do  have  an  increased  icterus  index 
and  urobilinogen  excretion,  indicating  rapid  red 
cell  destruction,  and  a high  reticulocyte  count  and 
other  evidences  of  rapid  erythrocyte  formation.  The 
fragility  test  is  indicated  whenever  this  disease  is 
considered  in  the  differential  diagnosis.  Normally, 
hemolysis  begins  in  0.42  to  0.46  per  cent  sodium 
chloride  solution  and  is  complete  in  0.32  to  0.36 
per  cent  solution.  In  familial  hemolytic  icterus, 
hemolysis  may  begin  between  0.48  and  0.72  and 
be  complete  at  or  above  0.36  per  cent. 

If  one  patient  with  this  disease  is  found,  all 
other  available  members  of  the  family  should  be  ex- 
amined, for  many  patients  are  not  sufficiently  ill  to 
be  aware  of  the  presence  of  the  disease.  It  is  prob- 
able that  it  is  an  acute  exacerbation  in  such  mild 
cases  which  has  led  some  to  believe  that  there  is  an 
acquired  form  of  the  disease.  In  the  mild  cases 
without  anemial  or  clinical  symptoms  no  therapy  is 
necessary  except  instruction  as  to  the  nature  of  the 
disease  and  the  proper  treatment,  should  they  sub- 
sequently develop  more  severe  symptoms.  In  those 
who  are  sick  with  it,  the  therapy  is  splenectomy 
during  a remission.  Transfusions  are  contraindi- 
cated unless  absolutley  necessary  to  save  life,  since 
they  often  precipitate  an  acute  hemolytic  crisis  and 
a spontaneous  remission  usually  follows  even  the 
most  severe  exacerbations.  Splenectomy  rather  than 
cholecystectomy  should  be  done  if  biliary  colic  de- 
velops. Removal  of  the  spleen  always  results  in  a 
clinical  cure,  although  the  increased  fragility  and 
spheroid  erythrocytes  persist.  The  reason  for  the 
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benefit  is  probably  the  removal  of  the  most  impor- 
tant blood  destroying  organ.  In  rare  instances,  re- 
currences after  splenectomy  may  be  due  to  the 
surgeon  having  overlooked  an  accessary  spleen 
which  later  hypertrophies. 

Hypertension  in  the  portal  circulation  with  pas- 
sive congestion  of  the  spleen.  This  syndrome  occurs 
in  Banti’s  disease,  pressure  on,  or  thrombosis  of,  the 
portal  or  splenic  veins,  and  cirrhoses  of  the  liver. 
They  all  have  in  common  a thrombopenia  of  mod- 
erate degree,  a leukopenia,  and  a normocytic  anemia 
which  often  may  become  hypochromic  microcytic 
as  a result  of  chronic  hemorrhage  from  esophageal 
varices  or  hemorrhoids. 

Clinically,  in  each  of  these  conditions  there  is 
usually  a two  to  four  plus  enlargement  of  the 
spleen  which  tends  to  be  very  firm  and  painless. 
There  is  usually  evidence  of  collateral  circulation 
such  as  hemorrhoids,  visible  periumbilical  veins  with 
reversed  flow,  and  hemorrhages  from  esophageal 
varices.  Ascites  nearly  always  develops.  The  hemor- 
rhages tend  to  be  intermittent  and  of  relatively 
large  volume  with  vomiting  of  bright  blood  or  cof- 
fee-ground colored  material,  and  later,  passage  of 
tarry  stools.  The  ascitic  fluid  has  the  character  of  a 
transudate,  but  a terminal  infection  with  trans- 
formation to  an  exudate  picture  is  common. 

In  all  these  diseases  the  anemia  tends  to  be  of 
moderate  degree,  and  the  red  cell  count  is  usually 
between  2.0  and  5.0  million,  and  the  hemoglobin 
between  3.0  and  15.0  grams  per  100  cc.  The  leuko- 
penia is  of  the  neutropenic  type  with  a count  usually 
between  2,000  and  6,000  per  c.mm.  The  platelet 
count  is  usually  about  100,000  to  200,000  but  the 
bleeding  time  and  clot  retraction  time  are  only  oc- 
casionally prolonged.  The  whole  group  is  sometimes* 
lumped  together  and  called  splenic  anemia,  but  it 
seems  worth  while  to  differentiate  them  from  the 
standpoint  of  prognosis  and  therapy. 

In  all  except  cirrhoses  of  the  liver  and  mechanical 
obstruction  of  the  portal  veins,  the  therapy  of 
choice  is  splenectomy  after  preparation  of  the  pa- 
tient by  multiple  transfusions.  As  a rule,  at  opera- 
tion the  spleen  will  be  found  to  have  a thickened 
capsule  and  to  be  adherent  at  many  points  to  the 
abdominal  wall.  The  splenic  vein  and  its  branches 
are  usually  enormously  dilated  so  that  the  operation 
is  more  difficult  and  carries  a higher  mortality  than 
does  splenectomy  for  most  other  conditions.  How- 
ever, since  the  prognosis  is  eventually  100  per  cent 
fatal  without  splenectomy,  operation  is  justified,  if 
a really  skillful  surgeon  is  available,  the  time  of  a 
remission  is  chosen  for  the  operation,  the  patient  is 


carefully  prepared,  and  a typed  donor  is  kept  avail- 
able in  the  surgery  during  operation. 

Only  exceptions  to  this  general  picture  will  be 
mentioned  in  connection  with  the  individual  condi- 
tions. " 

Banti’s  disease.  This  is  differentiated  from  the 
other  members  of  the  group  by  the  gradual  onset 
without  any  history  of  trauma  or  infection  as  a 
possible  explanation  of  thrombosis  in  the  veins,  by 
the  fact  that  splenomegaly  develops  first,  then 
normocytic  anemia  and  leukopenia,  then  enlarge- 
ment of  the  liver,  next  atrophy  of  the  liver  and, 
last  of  all,  ascites  and  hemorrhages  from  varices. 
The  essential  process  appears  to  be  a chronic  throm- 
bophlebitis of  the  vessels  within  the  spleen.  The 
etiology  of  the  disease  is  unknown.  It  seems  to  be 
more  common  in  persons  belonging  to  nationali- 
ties living  in  the  region  of  the  Mediterranean  sea. 
Schistosomiasis  may  give  an  almost  identical  pic- 
ture but  it  is  rare  in  this  region. 

Pressure  on,  or  thrombosis  of,  the  portal  or  splenic 
veins.  The  clinical  and  laboratory  syndrome  of  these 
conditions  is  almost  identical  with  Banti’s  disease 
with  the  exception  that  cirrhotic  changes  do  not 
occur  in  the  liver.  The  differentiation  is  made  by 
the  absence  of  enlargement  or  atrophy  of  the  liver, 
by  evidence  of  some  cause  of  enlargement  of  the 
lymph  nodes  in  the  region  of  the  portal  or  splenic 
veins,  by  a history  of  an  acute  abdominal  infection, 
especially  appendicitis,  or  of  trauma  rapidly  fol- 
lowed by  ascites,  which  may  account  for  the  throm- 
bosis of  the  portal  or  splenic  veins.  Pressure  on 
these  veins  is  most  likely  to  result  from  Hodgkin’s 
disease  or  lymphosarcoma  involving  the  periportal 
or  periaortic  lymph  nodes,  from  metastasis  of  car- 
cinoma to  these  nodes,  or  from  tumors  of  the  pan- 
creas. Obstruction  of  the  portal  vein  by  tumor  is 
usually  associated  with  jaundice  due  to  obstruction 
of  the  adjacent  biliary  tract. 

Cirrhoses  of  the  liver.  Laennec’s  cirrhosis  is  by  far 
the  most  common  type  but  this  picture  may  occur 
in  hypertrophic  biliary  cirrhosis  and  in  familial 
juvenile  cirrhosis.  In  this  group  the  changes  in  the 
liver  are  primary,  the  icterus  index  is  usually  in- 
creased instead  of  decreased,  a macrocytic  anemia 
sometimes  occurs,  and  splenectomy  is  not  usually 
indicated. 

The  sequence  in  typical  Laennec’s  cirrhosis  is  a 
long  history  of  heavy  consumption  of  alcoholic 
beverages,  enlargement  of  the  liver,  then  decrease 
in  size  of  the  liver,  then  splenomegaly,  then  ane- 
mia and  leukopenia  and,  finally,  ascites  and 
hemorrhages. 


February,  1939 


ENLARGEMENT  OF  SPLEEN OSGOOD 


63 


The  prognosis  is  100  per  cent  fatal  in  one  to 
six  years  in  the  cirrhoses.  The  therapy  is  a high 
carbohydrate,  low  protein  diet,  with  diuretics  to 
control  ascites,  and  a trial  of  antipernicious  anemia 
principle  if  macrocytic  anemia  develops. 

The  lipid  histiocytoses.  This  group  includes  xan- 
thomatosis (Hand-Schuller-Christian’s  disease), 
Gaucher’s  disease,  and  Niemann-Pick’s  disease. 
They  all  have  in  common  a congenital  anomaly  of 
lipid  metabolism,  in  which  the  particular  lipid  is 
phagocytosed  by  the  cells  of  the  monocyte  series  in 
the  reticuloendothelial  tissue.  These  cells  become 
greatly  distended  and  much  increased  in  number, 
resulting  in  enlargement  of  the  spleen  and  liver,  an 
increase  in  bulk  of  the  marrow,  and  hyperplasia  of 
reticuloendothelial  tissue  in  the  lungs  and  skull.  The 
anemia  is  probably  a combination  of  the  splenome- 
galic  type  present  in  the  preceding  group  of  condi- 
tions and  of  a myelophthisic  type  from  compression 
of  the  marrow.  It  is  probable,  also,  that  the  prolifer- 
ation of  the  cells  of  the  monocyte  series  results  in 
an  increased  rate  of  phagocytosis  of  red  cells.  The 
anemia  is  usually  normocytic  with  a count  between 
2.5  and  4.5  million  and  a relatively  normal  rate  of 
erythrocyte  formation.  The  icterus  index  and  uro- 
bilinogen are  usually  within  normal  limits  but  may 
be  either  slightly  increased  or  decreased.  The  finding 
in  material  obtained  by  splenic  or  sternal  puncture 
of  large  cells  of  the  monocyte  series  which  have  a 
foamy  appearance  is  diagnostic  of  the  presence  of 
one  of  these  conditions.  The  foamy  appearance  of 
the  cells  is  due  to  the  fact  that  lipid  is  dissolved 
out  in  fixation.  Failure  to  find  these  cells  does  not 
exclude  these  diagnoses  because  the  accumulations 
of  foam  cells  are  often  patchy. 

Xanthomatosis  (Hand-Schiiller-Christian’s  dis- 
ease). The  onset  is  usually  in  children  between  the 
ages  of  one  and  five  years.  It  is  characterized  clini- 
cally by  exophthalmos,  large  defects  in  the  skull  de- 
monstrable by  palpation  and  in  roentgenograms,  one 
to  three  plus  enlargement  of  the  spleen,  and  the  syn- 
drome of  diabetes  insipidus  with  marked  polyuria 
and  polydipsia.  The  lipid  deposited  is  cholesterol 
and  cholesterol  esters.  The  lungs  are  often  exten- 
sively involved,  producing  dyspnea  and  changes  on 
roentgenographic  examination.  A combination  of 
exophthalmos,  defects  in  the  skull  and  diabetes  in- 
sipidus differentiates  it  from  any  other  disease.  It 
runs  a chronic  course,  usually  terminating  in  death 
within  a few  years.  Radiotherapy  over  the  tumors 
has  given  the  best  results. 

Gaucher’s  disease.  This  is  characterized  by  enor- 


mous enlargement  of  the  spleen,  a tendency  to 
wedge-shaped,  yellowish,  lipid  infiltrations  over  the 
sclera  of  the  eyes,  and  osteoplastic  changes  in  bones 
demonstrable  by  roentgenography.  The  disease 
runs  a chronic  course,  usually  beginning  in  child- 
hood or  young  adult  life,  and  persisting  for  ten  to 
fifty  years.  The  characteristic  lipid  is  kerasin. 
Splenectomy  is  of  value  but  some  patients  are  not 
sufficiently  sick  to  justify  this  operation. 

Niemann-Pick’s  disease.  This  is  a rapidly  pro- 
gressive, 100  per  cent  fatal  form  of  lipid  histio- 
cytosis, coming  on  in  infancy  and  usually  produc- 
ing death  within  one  to  two  years.  The  lipids  be- 
long to  the  group  of  phosphatides.  The  early  onset 
and  rapid  course  differentiate  it  from  Gaucher’s 
disease  which  it  otherwise  resembles. 

Congenital  syphilis.  In  congenital  syphilis  there 
is  often  a one  to  four  plus  enlargement  of  the 
spleen,  a normocytic  anemia,  either  a leukopenia  or 
leukocytosis,  and  many  immature  cells  of  the  ery- 
throcyte series  and  a few  immature  cells  of  the 
granulocyte  series  in  the  blood.  The  marrow  shows 
a great  increase  in  karocytes  (pronormoblasts)  and 
metakaryocytes  (normoblasts).  The  diagnosis  is 
based  on  the  four  plus  serologic  test  and  the  history 
and  stigmata  of  congenital  syphilis. 

Amyloidosis.  Amyloidosis  may  cause  a one  to 
four  plus  enlargement  of  the  spleen,  usually  asso- 
ciated with  enlargement  of  the  liver  and  kidneys 
with  a nephrotic  syndrome.  It  is  caused  by  some 
chronic  infection,  usually  osteomyelitis,  bronchi- 
ectasis, subacute  bacterial  endocarditis  or  empyema. 
The  blood  picture  is  that  of  a normocytic  anemia  of 
infection  or,  rarely,  a myelophthisic  anemia.  The 
diagnosis  is  established  by  a congo  red  test,  show- 
ing disappearance  of  more  than  60  per  cent  of  the 
dye  in  one  hour.  The  treatment  is  that  of  the 
underlying  infection  plus  a high  protein  diet  and 
diuretics,  if  the  nephrotic  syndrome  is  present. 

Time  and  space  will  not  permit  discussion  of  the 
other  conditions  listed,  but  they  are  either  rare  in 
this  part  of  the  country  or  the  differential  diagnosis 
and  treatment  are  so  well  known  as  not  to  require 
comment. 

SUMMARY 

A summary  of  the  major  points  in  the  diagnosis 
and  treatment  of  some  of  the  more  important  causes 
of  enlargement  of  the  spleen  and  lymph  nodes  is 
given.  It  is  evident  from  this  that,  although  the 
criteria  for  diagnosis  are  fairly  well  established, 
there  is  much  to  be  learned  about  the  nature  and 
treatment  of  most  of  these  diseases. 
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MEDICAL  NOTES 


The  Post-Graduate  Course  in  Ophthalmology  will 
hold  its  fourth  annual  session  in  Portland,  April  3-8.  John 
J.  Shea  of  Memphis  and  Webb  W.  Weeks  of  New  York 
will  be  the  guest  teachers.  This  course  is  sponsored  jointly 
by  University  of  Oregon  Medical  School  and  Oregon  Acad- 
emy of  Ophthalmology  and  Otolaryngology.  Mornings  will 
be  devoted  to  didactic  lectures,  afternoons  to  clinical  work, 
and  at  the  evening  sessions  there  will  be  classes  in  the 
Department  of  Surgical  Anatomy.  Added  features  will  be 
a course  in  cat’s  eye  surgery  given  by  Dr.  Weeks,  and 
teaching  moving  pictures  which  have  proven  so  popular  at 
the  American  Academy  meetings. 

Preliminary  programs  will  be  ready  about  March 
1.  These  and  additional  information  can  be  secured  by 
writing  to  Paul  Bailey,  Sec’y.,  929  Medical  Dental  Bldg., 
Portland. 

Medical  Relief  Plans  Adopted.  Hood  River  and  Baker 
Counties  have  adopted  new  plans  for  medical  care  to  indi- 
gents. Both  plans  call  for  cooperation  with  physicians,  den- 
tists and  hospitals.  Funds  provided  through  the  relief  com- 
mittee come  from  both  state  and  county  governments. 
Medical  directors  will  pass  on  the  necessity  of  treatment 
which  is  to  be  given  by  private  physicians.  These  counties 
are  said  to  be  the  first  in  Oregon  to  adopt  the  new  plan. 

Hospital  Plan  Organized.  Group  hospitalization  is  pro- 
vided for  in  a plan  to  be  put  into  operation  at  Salem 
February  1.  Premiums  of  approximately  90c  per  month 
will  provide  twenty-one  hospital  days  per  year  to  those 
subscribing.  Laboratory  and  roentgen  service,  dressings 
and  other  benefits  are  provided.  Individual  subscribers  ere 
not  accepted,  but  groups  of  ten  or  more  may  be  formed 
for  the  purpose  of  utilizing  the  service.  Hospitalization  will 
be  provided  only  in  those  hospitals  approved  by  the  Ameri- 
can Medical  Association. 

Health  Board  Members  Named.  Harvey  A.  Woods  of 
Ashland  and  Wendell  H.  Hutchens  of  Portland  were  ap- 
pointed new  members  of  the  state  board  of  health  by 
Governor  Sprague.  A.  W.  Chance  of  Portland  and  N E. 
Irvine  of  Lebanon  were  reappointed.  At  a meeting  of  the 
board  January  10,  Frank  Mount  of  Portland  was  selected 
as  president,  W.  J.  Weese  of  Ontario  vice-president,  and 
Frederick  D.  Strieker  of  Portland,  executive  secretary  and 
state  health  officer. 

Historical  Memorial  Library.  Dr.  George  E.  Burget, 
whose  death  occurred  last  June,  was  a distinguished  mem- 
ber of  the  faculty  of  University  of  Oregon  Medical  School. 
As  chairman  of  the  Library  Committee,  he  did  much  to 
build  the  library  to  its  present  size  and  usefulness.  He  was 
especially  interested  in  documents  and  treatises  relating  to 
the  history  of  medicine.  As  a memorial  to  him  it  is  planned 
to  have  a room  dedicated  to  his  memory  in  the  new  library 
building  soon  to  be  erected,  where  historical  documents  will 


be  assembled.  This  will  be  designated  the  George  E.  Burget 
Historical  Collection. 

Enterprise  Hosital  Changes  Hands.  Management  of 
the  hospital  at  Enterprise  has  been  taken  over  by  the 
Franciscan  Sisters  who  will  operate  it  under  auspices  of 
St.  Joseph  Hospital  at  La  Grande.  Temporary  arrange- 
ments have  been  made  and  a purchase  plan  will  be  worked 
out  later  if  found  advisable. 

Hospital  Staff  Elects.  At  a meeting  of  the  staff  of 
Salem  General  Hospital  January  16,  Vern  Miller  was 
elected  president,  Charles  Wood,  vice-president,  and  Ernest 
Miller,  secretary-treasurer. 

Clackamas  Health  Officer  to  Portland.  Courtney  N. 
Smith  left  Oregon  City  in  mid- January  to  accept  a posi- 
tion as  city  health  officer  in  Portland.  He  has  been  health 
administrator  for  Clackamas  County  the  past  four  years. 
He  had  returned  a few  months  ago  from  a year’s  work  in 
public  health  at  Yale.  His  place  will  be  filled  by  Dan  L. 
Trullinger. 

Josephine  County  Names  Health  Officer.  A.  N. 
Johnson  of  Medford  has  been  appointed  health  officer  for 
Josephine  County.  He  will  serve  for  the  next  four  months 
while  S.  B.  Osgood  completes  studies  at  Berkeley. 

Deputy  Coroners  Appointed.  Ennis  Keizer,  coroner  for 
Coos  County,  has  named  R.  H.  Mast  and  E.  F.  Lucas  as 
deputies.  The  county  has  been  divided  into  three  sections 
so  that  work  will  be  shared  by  the  three. 

Health  Officer  Appointed.  Coos  County  Commissioners 
recently  appointed  Gerald  P.  Stark  to  succeed  E.  L.  Coyle, 
who  resigned  last  fall. 

Base  Hospital  Reunion.  Physicians,  nurses  and  enlisted 
men  who  comprised  the  staff  at  Base  Hospital  No.  46  at 
Bazoilles-sur-Meuse  held  a reunion  at  the  Congress  Hotel, 
Portland,  December  22. 

Locations.  D.  C.  McDonald,  formerly  county  health 
officer,  has  opened  an  office  for  private  practice  at  Hills- 
boro. H.  D.  Huggins  of  Hillsboro  plans  to  leave  for  Kalis- 
pel,  Montana,  about  March  1. 

Physician  Retires.  George  P.  Edwards  of  Florence  has 
retired  after  thirty-three  years  active  practice.  He  will 
move  to  Myrtle  Point. 

Fifty-fifth  Anniversary.  Dr.  and  Mrs.  Newton  M. 
Wade  of  Portland  celebrated  their  fifty-fifth  wedding  anni- 
versary December  23  with  a party  at  the  family  home 


MEDICAL  ECONOMICS  AND  MEDICAL 
LEGISLATION 


Portland,  Ore.,  Jan.  23,  1939. 
Increased  activity  in  the  Bureau  of  Medical  Economics  of 
the  Oregon  Society  followed  upon  the  recent  visit  of  Dr. 
R.  G.  Leland,  Director  of  the  Bureau  of  Medical  Econom- 
ics of  the  American  Medical  Association.  Inquiries  have 
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been  directed  to  the  various  Oregon  professionally-owned 
organizations  operating  plans  of  prepaid  medical  care  for 
low-wage  industrial  groups  and  to  Washington  Medical 
Service  Bureaus  to  assemble  data  for  consideration  in  for- 
mulating policies.  Excellent  response  is  reported,  including 
the  supplying  of  answers  to  the  questionnaire  sent  and  the 
forwarding  of  sample  contracts,  fee  schedules,  by-laws, 
financial  statements,  etc.  So  helpful  has  the  intercourse 
been  that  Northwest  regional  conference  or  round-table  of 
representatives  of  such  plans  has  been  suggested.  The  data 
received  are  now  being  analyzed. 

The  maximum  income  levels  which  should  be  fixed  for 
subscribers  participating  in  prepaid  plans  is  also  under 
study.  In  addition  to  the  above  sources,  inquiries  on  this 
point  were  also  sent  to  approximately  one  hundred  Oregon 
physicians,  asking  their  opinions.  Findings  will  be  tabu- 
lated for  consideration  at  the  next  meeting  of  the  Bureau. 

FARM  SECURITY  MEDICAL  PLAN 

Related  to  these  studies  is  a third,  this  being  an  effort  to 
assemble  data  on  which  may  be  based  a yearly  fee  for 
medical  care  to  clients  of  the  federal  Farm  Security  Admin- 
istration as  requested  by  that  agency.  The  Council  had  pre- 
viously approved  the  general  principles  of  a p’an  worked 
out  by  the  Executive  Committee  and  had  referred  details, 
including  preparation  of  fee  schedules  to  the  Executive 
Committee.  As  soon  as  the  details  can  be  settled,  the  plan 
will  be  resubmitted  to  the  Council  for  consideration. 

STUDY  OF  MEDICAL  CARE 

The  completed  Study  of  the  Need  and  Supply  of  Medical 
Care  in  Oregon,  sponsored  by  the  society  and  initiated  last 
summer  through  the  employment  of  senior  students  of  the 
University  of  Oregon  Medical  School  to  interview  physi- 
cians, dentists,  hospitals,  pharmacists,  school,  welfare  and 
public  health  officials  in  most  counties  of  the  state,  will  be 
ready  early  in  February.  In  addition  to  data  on  individual 
counties  now  being  tabulated,  the  services  of  state-wide 
institutions  and  agencies  of  both  official  and  volunteer  na- 
ture will  be  covered.  A related  phase  of  the  study  seeks 
data  from  practicing  physicians  and  dentists  during  three 
separate  seven-day  periods  in  June,  October  and  January 
(to  correct  for  seasonal  variations)  to  learn  the  amount  of 
free  care  being  given  in  their  offices  or  in  homes. 

Tabulation  of  data  supplied  on  the  second  of  these  forms 
has  been  completed  and  shows  the  following:  Of  some  1200 
physicians  practicing  in  Oregon,  221  returning  the  ques- 
tionnaire saw  23,088  persons  in  their  offices  or  in  homes 
during  the  seven  day  period,  or  an  average  of  104  persons 
per  physician  per  week.  Of  this  number  2,592  were  given 
free  care,  an  average  of  11.7  per  doctor  or  about  ten  per 
cent  of  the  total  persons  seen.  Only  144  persons  were  re- 
ferred by  all  the  physicians  reporting  to  other  sources  for 
free  care.  During  the  period  183  free  surgical  operations 
were  reported.  The  average  number  of  patients  seen  by  the 
96  dentists  reporting  was  55  during  the  week  with  3.7  per- 
sons given  free  care.  Interesting  variations  between  Port- 
land and  up-state  practices  were  revealed  in  the  study  which 
is  not  yet  ready  for  further  publication  or  distribution. 
When  complete,  the  entire  study  is  expected  to  give  a 
hitherto  unavailable  record  of  medical  and  related  services 
in  Oregon. 

MEDICAL  LEGISLATION 

The  State  Legislature  which  convened  on  January  9 has 
been  relatively  slow  in  getting  under  way,  and  a compara- 
tively small  number  of  bills  were  introduced  during  the 
first  three  weeks  of  the  session. 


Senate  bill  30  proposes  to  amend  the  newly  enacted  mar- 
riage examination  law  to  provide  that  the  State  Hygienic 
Laboratory  may  provide  blood  and  smear  tests  without 
charge  to  applicants  who  are  unable  to  pay  and  to  elimi- 
nate the  notarizing  of  applicants’  statements  and  physicians’ 
reports. 

House  bill  11  proposes  to  facilitate  the  financing  of  pub- 
lic hospitals  by  exempting  bonds  issued  for  such  purposes 
from  the  existing  tax  limitation  law. 

Senate  bill  70,  sponsored  by  the  Oregon  Optometric  Asso- 
ciation, proposes  to  amend  the  Optometric  Practice  Act  to 
require  applicants  to  have  a high  school  education  and 
graduation  from  a school  of  optometry  which  maintains  a 
standard  four  year  course  of  at  least  nine  months  each. 
The  proposed  bill  would  also  drastically  restrict  advertis- 
ing by  optometrists  by  prohibiting  misleading  or  deceptive 
advertising,  the  advertising  of  prices,  free  examination  or 
treatment,  professional  superiority,  the  guarantee  of  service, 
and  advertising  by  bill  boards,  street  sign  or  street  placard 
or  the  use  of  any  representation  of  glasses  or  the  human  eye. 
Under  the  bill,  optometrists  would  be  prohibited  from  di- 
rectly or  indirectly  accepting  employment  from  any  com- 
pany or  corporation.  The  bill  exempts  doctors  of  medicine 
and  dispensing  opticians. 

To  meet  the  problem  created  for  hospitals  by  the  finan- 
cially irresponsible  automobile  driver  and  to  provide  for 
payment  of  hospital  bills  of  persons  injured  by  them  in 
automobile  accidents,  the  Oregon  Association  of  Hospitals 
is  expected  to  have  introduced  a measure  patterned  after 
the  Ohio  State  law  which  creates  a state  fund  from  a sur- 
charge on  or  increase  of  drivers’  license  fees,  the  monies 
so  derived  to  be  used  to  reimburse  hospitals  for  care  of 
automobile  accident  cases  unable  to  pay  for  their  care. 
An  increase  of  50c,  or  $1,  of  the  two-year  license  now  issued 
in  Oregon  would  yield  $100,000  per  annum  from  the  400,000 
drivers  now  licensed  in  the  state,  or  enough  to  adequately 
meet  the  annual  loss  of  hospitals  from  unpaid  bills  now 
incurred  from  caring  for  uncompensated  automobile  acci- 
dent cases.  The  increase  in  accidents  in  Massachusetts  fol- 
lowing the  enactment  of  compulsory  accident  insurance 
legislation  does  not  encourage  other  states  to  follow  this 
single  example  of  such  legislation.  The  Ohio  plan  seems, 
however,  to  avoid  this  situation  and  to  meet  at  least  one  of 
the  problems  of  the  highway. 

Another  measure  which  may  be  introduced  would  amend 
the  Hospital  Lien  Law  to  make  a similar  lien  available  in 
connection  with  the  rendering  of  medical  and  surgical 
care. 

MEDICAL  DIRECTORIES 

So-called  “Medical  Directories”  purporting  to  serve  in- 
surance companies  by  supplying  them  with  lists  of  “lead- 
ing” physicians  in  various  communities  in  the  country  are 
again  seeking  to  secure  Oregon  physicians  who  will  pay 
over  the  necessary  $20  fee  for  getting  their  names  listed  in 
the  alleged  directory.  A brochure  outlining  the  methods  and 
motives  of  the  publishers  of  these  so-called  directories  pre- 
pared by  the  American  Medical  Association  has  been  mime- 
ographed by  the  society.  Copies  are  available  on  request. 


MEETING  OF  THE  COUNCIL 


The  February  meeting  of  the  Councill  will  be  held  on 
Saturday,  February  11,  at  12:15  p.m.,  at  Mallory  Hotel, 
Portland,  S.  W.  Fifteenth  Avenue  and  Yamhill  Street. 
The  principal  business  of  the  meeting  will  be  a report 
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by  the  Executive  Committee  concerning  the  medical  care 
of  Farm  Security  Administration  clients  and  a report  by 
the  Committee  on  Public  Policy  concerning  medical  legis- 
lation in  the  State  Legislature.  Other  matters  which  may 
arise  prior  to  the  meeting  may  also  need  to  be  considered. 

Morris  L.  Bridgeman, 
Secretary 


SOCIETY  MEETINGS 


COOS-CURRY  COUNTIES  MEDICAL  SOCIETY 
Pres.,  E.  R.  Keizer;  Secty.,  D.  M.  Long 
A meeting  of  Coos-Curry  Counties  Medical  Societies  was 
held  at  North  Bend  January  11.  The  following  officers  were 
elected  for  the  ensuing  year:  President,  Donald  M.  Long, 
Marshfield;  vice-president,  Bernard  Barkwill,  Marshfield; 
Sec.-Treasurer,  Melvin  E.  Johnson,  North  Bend;  Delegate 
to  State  Convention,  Ellsworth  F.  Lucas,  Bandon;  alter- 
nate delegate,  R.  Harrison  Mast,  Myrtle  Point. 

JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Dodson;  Secty.,  Harvey  Woods 
The  annual  meeting  and  banquet  of  the  Jackson  County 
Medical  Society  was  held  at  the  Hotel  Medford,  Ashland, 
January  11.  Edwin  R.  Durno  of  Medford  was  toastmaster. 
The  main  address  of  the  evening  was  given  by  Mr.  Albert 
Burch  of  Medford  who  related  incidents  in  the  life  of 
Prince  Gelasion  Kitani,  with  whom  he  was  formerly  asso- 
ciated and  who  was  at  one  time  Italian  Ambassador  to  the 
U.  S.  Prince  Kitani  also  superintended  the  draining  of  the 
Pontine  marshes  near  Rome.  Other  speakers  were  Gordon 
MacCracken  of  Ashland,  retiring  president;  A.  E.  Dodson 
of  Medford,  incoming  president,  and  J.  C.  Hayes  of  Med- 
ford, member  of  the  Council  of  the  Oregon  State  Medical 
Society. 

LANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  E.  D.  Furrer;  Secty.,  R.  C.  Romig 

Lane  County  Medical  Society  held  a meeting  on  the 
University  of  Oregon  campus  Friday  evening,  January  20. 
Following  a dinner  which  was  served  at  the  Men’s  Dormi- 
tory, the  program  was  given  by  members  of  the  staff  of  the 
University  Health  Service. 

Fred  Miller  and  Marion  Hayes  gave  a paper  on  “Strep- 
tococcic Pneumonia.”  Leslie  Porter  discussed  “Fractures 
of  the  Navicular  Bone.”  R.  C.  Romig  discussed  “Treatment 
of  Carbuncle.” 


WOMAN’S  AUXILIARY 


Reports  of  County  Meetings 

Portland,  Ore.,  Jan.  20,  1939. 

From  our  state  President,  Mrs.  Otto  C.  Hagmeier,  Sea- 
side, we  have  this  timely  message:  “Let  us,  as  Auxiliary 
members,  pledge  ourselves  by  word  and  deed  to  uphold  the 
dignity  and  tradition  of  the  medical  profession,  and  to 
become  informed  on  the  subject  of  the  legislation  that  may 
affect  and  influence  the  future  of  the  art  of  medicine.  We, 
too,  are  interested  in  the  health  conditions  of  the  people 
as  a whole,  and  in  what  better  way  can  the  public  become 
informed  of  our  activities  and  hopes  than  through  the  wives 
of  the  doctors. 


“We  must  not  minimize  the  importance  of  social  con- 
tacts and  the  opportunities  afforded  us  as  we  mingle  with 
the  various  groups  in  our  community.  We  should  be  rep- 
resented on  the  boards  of  every  important  club  in  every 
district,  be  alert  and  always  on  the  lookout  for  the  best 
interest  of  the  medical  profession,  which  after  all  is  for 
the  best  interest  of  the  community. 

“Intensive  organization  is  the  order  of  the  day,  and  in 
organization  lies  our  strength,  remembering  that  to  accom- 
plish our  aims  we  must  resist  with  all  our  strength  the 
selfish  and  not  informed  groups  who  aim  to  mold  public 
opinion.  In  our  resisting,  we  must  remember  that  as  aux- 
iliary members  we  should  be  tactful,  gracious,  informed 
and  ready  with  poise  and  assurance  to  spread  the  knowl- 
edge of  scientific  medicine. 

“Oregon  and  several  sister  states  are  now  in  legislative 
session,  and  that  should  mean  a special  interest  in  the  ac- 
tivities of  the  law-making  bodies  of  our  state  and  nation, 
by  our  members.  Legislation  on  medical  and  public  health 
problems  should  have  the  supervision  of  medical  men,  and 
fortunately  men  of  the  profession  and  others  familiar  with 
medical  matters  have  been  sent  to  our  legislature,  with  the 
belief  that  they  will  direct  the  course  of  any  bills  of  this 
character  that  may  be  introduced.  Some  of  these  medical 
and  legal  minded  men  have  had  previous  experience  as 
legislators  and  so  are  familiar  with  the  necessary  pro- 
cedure. Let  us  then,  believing  in  our  husbands  and  in  the 
profession  they  have  chosen,  deem  it  a privilege  and  a 
pleasure  to  take  our  part  in  the  activities  which  ultimately 
will  bring  the  realization  of  their  ideals.” 

The  December  meeting  of  the  Woman’s  Auxiliary  to  Coos 
and  Curry  County  Medical  held  much  of  interest  to  its 
members.  After  having  dinner  with  the  doctors  at  Chandler 
Hotel  in  Marshfield,  the  women  held  their  regular  business 
meeting  at  the  home  of  the  president,  Mrs.  A.  B.  Peacock. 

Officers  for  the  coming  year  were  elected  as  follows:  Mrs. 
Melvin  Johnson,  North  Bend,  president;  Mrs.  R.  M.  Mc- 
Keown,  Marshfield,  vice-president;  Mrs.  Bernard  Bark- 
will,  secretary;  Mrs.  Edward  Thorsetenberg,  Bandon,  treas- 
urer; Mrs.  O.  K.  Wolf,  Marshfield,  historian. 

The  December  meeting  of  Polk-Yamhill-Marion  County 
Auxiliary  was  a joint  affair  with  the  doctors  in  the  form 
of  a dinner  at  Argo  Hotel,  Salem,  after  which  they  ad- 
journed to  the  Chamber  of  Commerce  rooms  for  a social 
time,  including  a showing  of  motion  pictures  in  colors  by 
Dr.  W.  B.  Morse.  This  included  a trip  to  Yellowstone  Na- 
tional Park  and  the  Grand  Canyon. 

In  January  they  met  at  the  home  of  Mrs.  Burton 
Myers,  for  their  usual  dinner.  The  following  officers  were 
elected:  Mrs.  G.  C.  Bellinger,  president;  Mrs.  Lee  Wood, 
vice-president;  Mrs.  Bruce  Titus,  secretary;  Mrs.  Vernon 
Hockett,  treasurer.  The  evening  was  spent  in  discussing 
plans  for  the  coming  year,  such  as  programs  desired,  and 
what  their  main  project  would  be. 

The  December  meeting  of  Klamath-Lake  County  Aux- 
iliary met  at  the  home  of  Mrs.  Cecil  Adams,  Klamath  Falls. 
Election  of  officers  was  the  only  business  of  the  evening 
as  follows:  Mrs.  L.  L.  Truax,  president;  Mrs.  C.  C.  Mor- 
rison, president-elect;  Mrs.  Merle  Swanson,  vice-president; 
Mrs.  Ralph  Stearns,  secretary;  Mrs.  E.  Dietsche,  treasurer. 

The  January  meeting  was  at  the  home  of  Mrs.  L.  D. 
Gass,  retiring  president.  The  first  order  of  business  was  the 
installation  of  officers.  They  appointed  a chairman  to  in- 
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quire  into  the  needs  of  the  W.  P.  A.  Nursery  school,  and  to 
be  systematic  about  filling  them. 

The  December  meeting  of  Multnomah  County  Auxiliary 
was  held  at  Albertina  Kerr  Nursery  Home.  Members 
brought  gifts  for  the  children.  Dr.  Louis  Martin  of  the 
School  for  Crippled  Children  spoke  on  the  needs  of  the 
school  and  the  progress  being  made  with  handicapped  chil- 
dren. The  Study  Club  held  its  meeting  at  11  o’clock.  Mrs. 
E.  A.  Pierce  gave  an  excellent  paper  on  the  “Physician  and 
Influence  in  the  Community  of  Various  Health  Organiza- 
tions.” 

The  regular  January  meeting  was  held  in  the  Medical- 
Dental  Bldg.,  with  installation  of  the  following  officers: 


Mrs.  Leon  Godsmith,  president;  Mrs.  Harry  B.  Moore, 
president-elect;  Mrs.  Stuart  H.  Sheldon,  vice-president; 
Mrs.  Wilson  Johnston,  vice-president;  Mrs.  Courtland 
Booth,  recording  secretary ; Mrs.  E.  E.  Cable,  correspond- 
ing secretary;  Mrs.  Birchard  A.  Van  Loan,  treasurer;  Mrs. 
P.  T.  Neely,  auditor. 

Mrs.  E.  E.  Fisher,  treasurer  for  the  National  Auxiliary, 
gave  an  account  of  her  trip  east  to  the  National  confer- 
ence. The  Study  Club  met  at  the  home  of  Mrs.  P.  T. 
Neely.  The  paper  was  presented  by  Mrs.  Arthur  Jones 
on  “Medical  Schools,  Old  and  New,  in  the  United  States.” 
Mrs.  Laurence  R.  Serrurier, 

Chairman  State  Publicity. 
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Health  Coop.  Changes  Name.  The  recently  formed 
Whatcom  County  Cooperative  Hospital  Association  has 
changed  the  name  to  Whatcom  County  Cooperative  Health 
Association.  The  group  has  arranged  with  physicians  and 
dentists  of  the  county  to  help  provide  health  services  under 
a contract  plan.  Any  one  in  the  county  is  eligible  to  belong 
and  it  is  not  confined  to  members  of  the  grange. 

Hospital  Arcument  Compromised.  After  considerable 
argument  and  wide  publicity,  Burton  A.  Brown,  superin- 
tendent of  Pierce  County  Hospital,  has  been  retained.  His 
resignation,  which  is  assumed  to  have  been  requested  by 
the  board  of  county  commissioners,  was  to  have  taken 
effect  by  April  1.  Neal  N.  Wood  of  Chicago  had  been  se- 
lected by  the  commissioners  to  fill  his  place. 

Veterans’  Hospital  Modernized.  The  U.  S.  Veterans’ 
Hospital  at  Walla  Walla  is  being  modernized  with  about 
$24,000  being  spent  on  all  improvements.  Plans  have  been 
drafted  for  a covered  corridor  to  connect  the  various  build- 
ings at  a cost  of  $80,000. 

Hospital  Post  Made  Permanent.  K.  H.  Van  Norman, 
superintendent  of  King  County  Hospital,  Seattle,  has  been 
given  a permanent  appointment  to  that  position. 

Ground  Broken  at  Ilwaco.  Ground  was  broken  late  in 
December  for  the  new  community  hospital  at  Ilwaco.  It 
is  expected  that  the  new  $17,000  structure  will  be  ready  for 
occupancy  in  May. 

Hospital  at  McChord  Field.  Recent  expansion  of  the 
air  service  facilities  at  McChord  Field  in  Tacoma  includes 
the  construction  of  a field  hospital  that  would  cost  $110,000. 

New  Hospital  Kitchen.  Swedish  Hospital,  Seattle,  has 
started  the  construction  of  a new  and  thoroughly  modern 
kitchen  at  the  cost  of  $30,000. 

City  Health  Officers.  C.  E.  Conway  of  Cashmere,  A. 
C.  Meager  of  Toppenish  and  J.  P.  Mooney  of  Cle  Elum 
have  recently  been  named  health  officers  of  their  respective 
communities. 


Coroner  Named.  W.  A.  Hulbush  of  Bellingham  was 
named  coroner  for  Whatcom  County  on  January  9. 

Health  Officer  Studies.  N.  E.  Magnussen,  health 
officer  of  Pierce  County,  has  been  granted  a six  months’ 
leave,  during  which  he  will  study  health  administration  at 
the  University  of  Wisconsin. 

Dinner  for  Cummings.  Mr.  Clarence  J.  Cummings, 
superintendent  of  Tacoma  General  Hospital  and  president 
of  Washington  State  Hospital  Association,  was  honored  at 
a dinner  at  the  Hotel  Winthrop  in  Tacoma  January  18. 
Mr.  Cummings  recently  completed  twenty  years  as  super- 
intendent at  the  Hospital. 

Physicians  Injured.  E.  D.  Reinking  of  Reardan  sus- 
tained broken  ribs  and  lacerations  in  an  automobile  acci- 
dent December  21.  C.  R.  Crompton  of  South  Bend  re- 
ceived a compound  leg  fracture  in  a hit-run  accident  De- 
cember 20. 

Grays  Harbor  County  Medical  Society  has  elected  the 
following  officers  for  the  ensuing  year:  president,  A.  M. 
Skarperud,  Aberdeen;  secretary,  F.  T.  O’Brien,  Montesano. 

Kittitas  County  Medical  Society  has  been  chartered, 
with  the  following  officers  for  the  ensuing  year:  president, 
W.  A.  Taylor,  Ellensburg;  secretary,  D.  R.  Loree,  Ellens- 
burg. 

The  Neurosurgical  Clinic,  which  was  organized  and 
conducted  under  George  W.  Swift  of  Seattle,  who  recently 
died,  will  be  continued  by  S.  M.  Berens  and  Q.  L.  Wood. 

Puget  Sound  Academy  of  Ophthalmology  and  Oto- 
laryngology has  elected  the  following  officers  for  the 
ensuing  year:  president,  J.  Edward  Clark  of  Seattle;  vice- 
president,  W.  A.  Cameron  of  Tacoma;  secretary-treasurer, 
Purman  Dorman  of  Seattle. 

Locations.  Matthew  W.  Stevens  of  Washtucna  has 
moved  to  Kennewick,  where  he  will  assume  the  practice  of 
H.  J.  Cappel.  Dr.  Cappel  goes  to  New  York  City  for 
postgraduate  study. 

Wedding.  Clayton  M.  Schaill  of  Port  Townsend  and 
Miss  Cora  Knowlton  of  Everett  were  married  in  Seattle 
on  January  8. 
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Dr.  John  T.  Dawson  of  Seattle,  Washington,  died  sud- 
denly at  his  home  January  12,  aged  65.  He  was  head  of 
the  department  of  roentgenology  at  Providence  Hospital. 
He  was  born  in  Toledo,  Ohio.  He  first  came  to  Washing- 
ton in  1897,  when  he  settled  in  Georgetown,  operating  a 
drug  store.  He  served  with  the  U.  S.  army  in  the  Philip- 
pines, and  at  one  time  had  been  a professional  baseball 
player.  He  received  his  medical  education  at  Toledo  Medi- 
cal College,  graduating  in  1895.  He  established  the  depart- 
ment of  roentgenology  at  Providence  Hospital  twenty-seven 
years  ago  and  continued  as  its  head  until  the  time  of  his 
death. 

Dr.  Allen  Bonebrake  of  Goldendale,  Washington,  died 
December  31,  aged  86.  He  was  one  of  the  pioneer  physi- 
cians of  eastern  Washington  and  had  practiced  in  Klicki- 
tat County  for  fifty-three  years.  He  opened  an  office  in 
Goldendale  in  1884  and  it  functioned  continuously  until  a 
few  weeks  before  his  death.  He  was  born  in  Marion 
County,  Iowa,  and  crossed  the  plains  in  an  ox  cart  at  the 
age  of  ten.  He  later  returned  to  Iowa,  where  he  attended 
public  schools  and  returned  to  the  West  to  enter  Willam- 
ette University  Medical  Department.  He  graduated  from 
that  institution  in  1883.  He  was  widely  known  as  a typical 
and  able  country  practitioner. 

Dr.  Andrew  G.  Belshiem  of  Guler,  Washington,  died 
December  21,  aged  64.  He  graduated  from  the  University  of 
Iowa,  receiving  his  medical  degree  in  1901.  He  had  been 
located  in  Washington  since  1910. 

Dr.  David  A.  Hewitt,  of  Spokane,  Washington,  died  at 
Santa  Ana,  California,  December  27,  aged  58.  He  received 
his  medical  degree  from  Creighton  University  School  of 
Medicine,  graduating  in  1904,  He  practiced  at  Reardan  and 
Ritzville,  and  moved  to  Spokane  fifteen  years  ago.  He  had 
been  retired  for  one  year. 

Dr.  Thomas  J.  Allen  of  Tacoma,  Washington,  died 
January  1,  aged  69.  He  graduated  from  the  American  Medi- 
cal Missionary  College  of  Battle  Creek  and  Chicago,  in 
1899.  He  had  practiced  in  Tacoma  for  thirty-six  years. 
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GROUP  HOSPITALIZATION  APPROVED 

Seattle,  Wash.,  Jan.  8,  1939. 

The  principle  of  group  hospitalization  was  approved  by 
the  Board  of  Trustees  of  the  Washington  State  Medical 
Association  at  a regular  meeting  January  8,  1939.  A recom- 
mendation has  been  made  by  the  Board  of  each  county 
medical  society  that  it  assume  the  duty  of  promoting  such 
a plan  in  its  own  community,  although  specifically  stating 
that  the  society  should  not  organize  “the  plan  as  one  of 
its  functions.” 

The  report  of  the  Group  Hospitalization  Committee 
which  was  adopted  by  the  Board  of  Trustees  is  reprinted 
below  in  its  entirely,  with  the  exception  of  the  appendix 
material  which  has  been  omitted.  Special  attention  is  called 
to  the  section  on  “Recommended  Basis  for  Organization” 
and  to  “Recommendations  of  the  Committee  to  the  Board.” 
It  will  be  noted  that  the  recommendations  regarding  rates, 
coverage,  benefits,  etc.,  are  advisory  only,  the  Board  recom- 


mending that  “local  conditions  should  be  taken  into  consid- 
eration” in  determining  these  factors. 

We  have  made  as  much  of  a study  as  the  material  at 
hand  permits  and  submit  you  our  report.  We  feel  that  this 
was  asked  "for  for  two  reasons:  first,  to  endeavor  to  deter- 
mine what  services  are  rendered  by  various  group  hospi- 
talization plans,  the  method  and  amount  of  money  col- 
lected from  subscribers,  the  expense  of  operating,  the  estab- 
lishment of  a reserve  for  emergency,  and  the  amount  that 
should  be  allocated  for  hospital  services  as  well  as  the 
services  to  be  rendered;  second,  as  a basis  upon  which  the 
Board  of  Trustees  can  form  an  opinion  of  the  merits  and 
demerits  of  such  a plan,  and  also  to  decide  if  they,  on  be- 
half of  Washington  State  Medical  Association,  desire  to 
take  the  responsibility  of  recommending  and  sponsoring 
the  organization  of  a group  hospital  plan,  either  as  a com- 
munity organization  or  as  a statewide  one.  We  believe 
that  there  should  also  be  added,  to  take  into  consideration, 
the  effect  such  a plan  would  have  upon  the  present  medical 
service  bureaus,  were  it  organized. 

The  Trustees  and  the  House  of  Delegates,  by  approving 
the  action  of  the  Trustees,  have  gone  on  record  that  they 
approve  of  divorcing  of  hospitalization  from  medical 
service  organizations,  and  requested  the  bureaus  to  do  so. 
Inquiry  was  made  of  Mr.  Charles  Riddell,  an  attorney,  as 
to  the  necessity  of  additional  legislation  to  make  the  group 
hospitalization  plan  legal.  We  do  not  need  such  legislation. 
A quotation  from  his  letter  is  as  folows:  “I  have  your 
favor  of  yesterday  requesting  an  opinion  whether  a group 
hospital  plan  might  be  established  without  additional 
legislation.  In  my  opinion,  it  may.” 

We  have  secured  copies  of  articles  of  incorporation  of 
three  organizations,  which  may  serve  as  a guide  in  case  a 
plan  is  proposed  in  any  community  in  the  state.  These, 
as  well  as  all  other  material  collected,  will  be  placed  in  the 
central  office  of  the  Association  for  reference. 

In  some  localities,  where  group  hospitalization  has  existed 
for  some  time,  and  in  some  localities  where  it  is  about  to 
be  launched,  the  medical  association  has  approved  a plan 
for  medical  service.  While  these  two  plans  may  be  adminis- 
tered by  the  same  supervising  head  and  from  the  same 
office,  they  are  entirely  separate  organizations.  The  House 
of  delegates  of  Utah  Medical  Association  has  recently  ap- 
proved such  a plan,  and  authorized  the  committee  to  take 
such  steps  as  would  be  necessary  to  make  them  effective. 
In  California  there  has  been  announced  a plan,  the  details 
of  which  we  do  not  have  at  this  time. 

essential  findings 

The  following  are  the  essential  findings  of  our  study: 

Inclusion  of  Special  Medical  Services.  The  American 
Medical  Association  has  laid  down  certain  principles  about 
hospital  care  relative  to  the  inclusion  of  services  of  certain 
medical  specialists  in  the  operation  of  the  hospital  associa- 
tions. In  the  annual  meeting  of  the  House  of  Delegates  of 
the  American  Medical  Association  in  1938,  the  following 
amendment  was  made  to  the  fourth  of  the  ten  principles 
they  had  adopted: 

“If,  for  any  reason  it  is  found  desirable  or  necessary  to 
include  special  medical  services  such  as  anesthesia,  radi- 
ology, pathology,  or  medical  services  provided  by  out-patient 
departments,  these  services  may  be  included  only  on  the 
condition  that  specified  cash  payments  be  made  by  the  hos- 
pital organizations  directly  to  the  subscribers  for  the  costs 
of  such  service.” 
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Some  of  the  groups  are  providing  benefits  for  roentgen 
ray,  laboratory  and  anesthetics,  by  making  cash  payments 
directly  to  the  patients,  and  they  then  pay  for  such  services. 
The  American  Medical  Association  in  the  September,  1938, 
special  meeting  of  the  House  of  Delegates,  adopted  under 
recommendation  4,  this  clause: 

“Experience  in  the  operation  of  hospital  service  insurance 
or  group  hospitalization  plans  has  demonstrated  that  these 
plans  should  confine  themselves  to  provision  of  hospital 
facilities  and  shoud  not  include  any  type  of  medical  care.” 

While  this  committee  does  not  understand  whether  this 
latter  wording  of  the  American  Medical  Association  prin- 
ciples is  meant  to  change  the  basic  facts  laid  down,  it  be- 
lieves that  any  group  hospitalization  plan  that  provides 
that  a certain  yearly  allowance  be  made  direct  to  the  sub- 
scriber for  these  special  services,  and  he  in  turn  to  pay  the 
hospital,  for  such  services  as  roentgen  ray  and  pathologic 
reports  for  diagnosis,  and  anesthesia  when  given  by  a 
physician.  We  recommend  that  the  Board  of  Trustees 
approve  such  a plan  and  request  any  group  that  may  or- 
ganize a group  hospitalization  plan  to  follow  that  pro- 
cedure. 

Analysis  of  Existing  Group  Hospitalization  Plans.  We 
have  before  us  two  reports  containing  nineteen  in  one,  and 
twenty-one  in  the  other,  group  hospitalization  plans.  On 
account  of  the  dates,  there  is  a little  mix-up,  but  we  think 
this  fact  is  correct  and  worthy  of  your  notice:  In  the  first 
one,  the  average  days  per  patient  in  a hospital  were  6.71, 
and  in  the  second,  8.03,  a difference  of  1.32  days.  We  believe 
that  the  8.03  days  is  the  latter  report,  and  if  that  be  true, 
it  showed  a tendency  of  the  subscribers  to  be  hospitalized 
a longer  time  in  the  more  recent  period.  It  also  showed 
in  the  first  period,  six  months,  that  per  subscriber  the 
patient  days  on  an  average  were  .777  and  in  the  second 
period,  .768. 

All  corporations  plan  a breakdown  in  the  money  received 
from  the  subscribers  into  three  items:  first,  that  paid  to 
the  hospitals  for  the  care  of  subscribers  and  their  depend- 
ents; second,  administration  costs;  and  third,  a reserve. 

Of  twenty-five  plans,  whose  figures  we  have  for  1937,  one 
only  failed  to  create  a reserve,  and  that  one  lost  money. 

It  had  been  operating  for  fifty-six  months,  and  had  received 
over  $198,000  during  the  year. 

As  nearly  as  we  can  estimate,  about  IS  per  cent  of  the 
cash  received  is  consumed  in  operating  expenses.  The  one 
in  this  report  receiving  the  most  money  spent  more  than 
IS  per  cent  in  operating  expenses,  and  the  one  taking  in 
the  least  money  spent  25  per  cent.  This  latter  plan  had 
been  in  operation  only  twelve  and  one-half  months.  We 
read  the  report  of  one  hospital  that  had  for  the  month 
mentioned  an  operating  expense  of  only  11  per  cent.  Of 
course,  the  operating  expense  should  be  expected  to  de- 
crease as  the  subscribers  increase  in  number.  The  balance 
is  left  for  hospital  expenses  and  reserve. 

We  also  have  a statement  comparing  the  cost  to  the  sub- 
scriber by  insurance  companies  and  commercial  organiza- 
tions and  one  group  hospital  plan.  This  shows  that  under 
the  former  groups  less  money  is  paid  out  for  the  sub- 
scribers and  more  is  spent  for  operating  expenses,  profits 
and  benefit  to  the  insurance  company;  and,  also,  that  there 
are  more  limitations  in  the  item  of  services  to  be  rendered. 

We  notice  that  many,  if  not  the  majority,  of  the  groups 
provide  two  classes  of  beneficiaries:  one,  the  subscribers; 
and,  second,  their  dependents  who  consist  of  the  wife  and 
children,  usually  only  those  children  under  nineteen  years 
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of  age.  The  subscribers  are  frequently  fewer  in  number 
than  the  dependents.  The  subscribers  always  receive  the 
maximum  benefits.  In  some  plans  the  same  provision  is 
made  for  the  dependents  as  for  the  subscribers.  In  other 
plans  the  dependents  receive  only  a part  of  the  hospital 
expenses.  Under  those  circumstances  the  dependents  pay  a 
smaller  amount  of  money  and  a certain  proportion  only 
of  their  bill  is  paid,  depending  upon  the  amount  charged 
the  subscriber  for  his  dependents.  In  some  plans  the  sub- 
scriber would  receive  benefits  at  once,  if  he  be  taken  ill 
or  injured.  In  others  there  is  a waiting  period  of  thirty 
days.  For  the  wife  of  the  subscriber  there  is  always  a wait- 
ing period  of  from  ten  to  twelve  months  in  the  case  of 
pregnancy. 

Subscribers.  A study  has  been  made  as  to  who  should 
be  permitted  to  subscribe  to  a group  hospitalization  plan. 
The  easiest  and  safest  plan  is  to  take  only  those  from  groups 
of  employed  persons  and  their  dependents.  This  may  not 
meet  the  needs  of  an  individual  community.  Groups  may 
be  formed  by  churches,  lodges,  granges,  etc.,  and  have  some 
one  designated  to  collect  and  remit  the  dues  of  the  sub- 
scribers in  the  individual  groups.  Individuals  who  are  not 
regularly  employed  in  groups  may  be  taken  in.  In  all  cases, 
when  dues  are  not  collected  in  groups,  it  is  necessary  that 
the  rate  should  be  higher. 

Minimum  Requirements  of  a Plan.  We  recognize  that  the 
conditions  that  exist  in  rural  and  industrial  communities 
differ  so  much  that  any  definite  plan  which  might  be  drawn 
up  could  not  fit  all  communities  of  one  state.  We  also  rec- 
ognize that  there  might  be  a difference  in  the  necessity  or 
feasibility  of  such  a service  in  rural  and  industrial  com- 
munities. 

We  have  prepared  and  included  in  this  report  the  mini- 
mum that  we  think  should  be  rendered,  and  the  amount 
of  money  that  the  subscribers  should  pay  for  themselves 
and  for  their  dependents.  This  is  based  upon  a review  of 
plans  and  their  reports,  to  which  we  have  had  access.  We 
have:  not  included  physical  therapy,  for  which  we  note  an 
occasional  cash  allowance  for  yearly  periods.  When  any 
cash  allowances  are  made  for  special  services,  they  are 
not  cumulative,  but  extend  simply  over  a period  of  twelve 
months.  We  have  also  prepared  a statement  of  those  serv- 
ices which  we  believe  should  not  be  furnished  to  the  sub- 
scribers. 

The  organization  should  be  on  a nonprofit  basis,  and  all 
funds  should  be  for  the  benefit  of  the  subscribers.  A model 
organization  could  consist  of  hospital  representatives  or 
administrators,  one  or  more  representatives  of  the  medical 
profession,  of  representatives  of  the  business  men  of  the 
community,  employers  and,  possibly,  employees.  It  appears 
that  the  responsibility  for  the  success  of  a hospital  plan 
depends  upon  the  cooperation  of  the  hospitals.  The  hos- 
pitals owe  organized  medicine  something,  and  it  is  the  be- 
lief of  the  committee  that  some  arrangement  should  be 
made  whereby  the  hositals  will  only  admit  the  patients  of 
doctors  who  are  members  of  the  local  county  medical  so- 
ciety, wherever  he  may  be.  We  also  think  that  only  those 
hospitals  should  have  contracts  with  the  group  hospitaliza- 
tion plan  which  have  been  approved  by  the  American  Medi- 
cal Association  and  rated  as  standardized  by  the  College  of 
Surgeons. 

The  principles  adopted  in  1937  by  the  House  of  Dele- 
gates of  the  American  Medical  Association  read: 

“The  plan  should  include  all  reputable  hospitals.  The 
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qualifications  of  the  participating  hospitals  should  be  closely 
supervised.  Member  hospitals  should  be  limited  to  those 
on  the  Hospital  Register  of  the  American  Medical  Asso- 
ciation or  to  those  approved  by  the  state  departments  of 
public  health  or  other  state  agencies  in  those  states  in 
which  there  is  approval,  registration  or  licensing  of  hos- 
pitals.” 

Period  of  Hospitalization.  We  have  found  that  in  differ- 
ent places,  different  rates  were  charged,  and  that  in  some, 
at  any  rate,  a certain  amount  of  money  has  been  accumu- 
lated over  and  above  the  expenses.  An  organization  of  this 
sort,  which  is  purely  a mutual  affair,  of  course,  only  holds 
in  trust  that  accumulated  money  for  the  benefit  of  its  sub- 
scribers, and  the  organizations  must  and  have  considered,  in 
what  manner  this  could  be  used  for  their  benefit.  Primarily, 
the  organizations  considered  twenty-one  days  the  period 
of  hospitalization  for  which  they  would  pay.  If  the  patient 
stayed  a longer  period,  he  would  pay  a certain  part  of  the 
expense;  for  example,  25  per  cent.  We  have  noticed  that  in 
some  plans  this  period  has  been  increased  as  a token  of  in- 
creased benefit  to  the  subscriber  to  thirty  days,  and  the 
percentage  of  payment  paid  for  overtime  has  been  increased 
to  33 Yi  per  cent.  The  average  stay  of  the  patient  in  the 
hospital  is  approximately  ten  days,  so  it  is  only  the  occa- 
sional patient  that  has  an  opportunity  to  take  advantage 
of  either  the  twenty-one  days  period,  or  the  increased  allow- 
ance, and  an  occasional  individual  does  benefit  by  it.  We 
also  believe  that  for  selling  purposes,  the  increase  of  the 
period  of  hospitalization  from  twenty-one  to  thirty  days, 
and  the  increase  of  the  allowance  on  overtime  from  25  to 
33y$  per  cent  is  very  advantageous. 

PRINCIPLES  ADOPTED  BY  THE  AMERICAN  HOSPITAL 
ASSOCIATION 

The  American  Hospital  Association  has  likewise  adopted 
certain  principles  in  regard  to  group  hospitalization.  This 
was  done  at  their  annual  meeting  in  1938.  The  following 
are  the  articles  as  adopted: 

“The  American  Hospital  Association  is  prepared  to  ap- 
prove periodic  payment  plans  for  hospital  care  and  medical 
service  in  hospitals  which  are  also  approved  by  the  local 
medical  profession  and  which  conform  to  the  following 
principles: 

1.  Sponsorship  and  control  by  nonprofit  organizations, 
representative  of  hospitals,  the  medical  profession,  and  the 
public. 

2.  Free  choice  of  physician  and  free  choice  of  hospital 
consistent  with  existing  relations  between  approved  hospi- 
tals and  their  physicians. 

3.  Financial  soundness  and  adequate  accounting. 

4.  Equitable  payments  to  physicians  and  to  hospitals. 

5.  Separate  finances  and  reserves  for  hospital  care  and 
for  medical  services  of  attending  physicians. 

6.  Hospital  and  medical  service  benefits  determined  by 
hospitals  and  the  local  profession.” 

7.  Dignified  promotion  and  administration.” 

RECOMMENDED  BASIS  FOR  ORGANIZATION 

We  believe  that  the  following  would  be  a safe  basis  upon 
which  group  hospitalization  plans  could  be  organized  in  this 
state. 

That  the  annual  rate  for  an  individual  subscriber  be 
$10.80  per  year.  Annual  rate  for  subscriber  and  wife,  $18 
per  year.  Annual  rate  for  wife  and  entire  family  of  depend- 
ents under  nineteen  years  of  age,  $24  per  year. 

That  the  period  of  hospitalization  be  twenty-one  (21) 
days,  and  that  an  allowance  of  25  per  cent  of  the  bill  be 
made  for  additional  hospitalization  after  twenty-one  days. 

That  ward  or  semiprivate  accommodations  be  furnished; 


and  if  the  subscriber  elects  to  take  private  room  accommo- 
dations, a per  diem  allowance  be  made  to  the  subscriber 
equal  to  that  which  would  have  been  paid  for  semiprivate 
accommodations. 

That  In  the  community  in  which  the  patient  lives,  he 
would  have  free  choice  of  hospitals  that  have  contracted 
with  the  group  hospitalization  plan. 

If  the  subscriber  is  out  of  the  city  and  has  an  emergency, 
or  if  he  receives  hospital  service  out  of  the  city  by  consent 
of  the  Central  Office  of  the  group  hospitalization  plan,  it 
should  be  agreed  that  a per  diem  rate  will  be  paid  to  any 
hospital,  approved  by  the  A.  M.  A.  or  a standardized  hos- 
pital, or  hospital  declared  to  be  standardized  by  the  Ameri- 
can Hospital  Association. 

That  the  hospital  service  include:  board  and  room,  gen- 
eral nursing  care,  operating  room  service,  routine  laboratory 
service,  ordinary  drugs,  excepting  the  serums,  surgical  dress- 
ings. 

That  a fee  be  allowed  to  the  subscriber,  and  he  pay  the 
hospital  direct  for  roentgen,  pathologic  and  diagnostic  pur- 
poses. This  fee  should  be  limited  in  amount  covering  a 
period  of  one  year. 

That  contracts  be  made  only  with  hospitals  approved  by 
the  American  Medical  Association  or  rated  as  standardized 
by  the  College  of  Surgeons. 

That  subscribers  be  admitted  to  the  hospital  at  the  re- 
quest of  the  attending  doctor,  provided  their  doctor  is  a 
member  of  the  local  county  medical  society. 

That  the  contract  will  not  care  for  the  hospitalization 
of  diseases  not  acceptable  in  general  hospitals,  to-wit:  con- 
tagious diseases,  tuberculosis,  mental  diseases. 

And  also  will  not  care  for  cases  of  attempted  suicide ; 
drunkenness,  or  conditions  (accidents  or  conditions)  re- 
sulting therefrom. 

Hospitalization  for  diagnostic  purposes  or  rest. 

Persons  desiring  to  subscribe  should  certify  that  they 
have  no  present  need  of  hospitalization  and  consent  to  in- 
vestigation from  their  personal  physician. 

No  conditions  arising  from  pregnancy  should  be  treated 
for  ten  months  after  subscription. 

Subscribers  should  pay  one  dollar  at  the  time  of  appli- 
cation, plus  his  monthly  fee.  Subscribers  may  be  in  groups. 
In  the  case  of  small  groups  of  five  people,  100  per  cent 
should  subscribe;  in  larger  groups,  75  per  cent  should  sub- 
scribe. If  payments  are  made  by  payroll  deduction,  the 
monthly  rate  should  be  reduced ; if  individuals  are  taken, 
the  full  fee  should  be  paid  and  paid  quarterly.  Charges 
paid  hospitals  should  be  based  upon  the  local  hospital 
rates. 

It  should  be  provided  that,  if  the  hospitals  in  the  com- 
munity have  no  accommodations,  accommodations  would 
be  provided  as  soon  as  possible,  or  that  a certain  percent- 
age, if  not  all,  of  the  fees  paid  during  the  current  year 
should  be  returned  to  the  person. 

In  providing  these  rates,  both  as  regards  charges  to  the 
subscriber  and  fees  to  be  paid  the  hospital,  local  conditions 
shoidd  he  taken  into  consideration. 

It  is  recommended  that  individual  plans  should  consider 
the  age  of  the  subscriber,  or  more  specifically  that  of  his 
wife. 

No  medical  services  of  any  kind  are  to  be  furnished. 

The  preliminary  financing  of  the  organization  needs  to 
be  provided  for  by  a certain  amount  of  actual  cash  on  hand, 
which,  in  the  plans  we  have  studied,  has  been  provided  by 
a group  of  citizens  interested  in  the  welfare  of  the  com- 
munity, by  community  funds,  by  hospitals,  etc.,  the  money 
being  either  a loan  or  a donation. 

RECOMMENDATIONS  OF  THE  COMMITTEE  TO  THE  BOARD 

Your  committee  recommends  to  the  Board  of  Trustees 
that  they  approve  the  group  hospitalization  plan  and  rec- 
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ommend  to  each  county  society  that  it  assume  the  duty  of 
promoting  such  a plan  in  its  own  community  on  the  basis 
of  the  above  outline.  We  do  not  approve  of  the  society’s 
organizing  the  plan  as  one  of  its  functions. 

Your  committee  also  recommends  that  in  fostering  these 
group  plans,  the  individual  localities  be  advised  that 
monthly  payments  should  be  large  enough  in  amount  to 
meet  the  estimated  requirements  to  provide  a reserve  against 
emergencies,  such  as  epidemics.  If  later  it  is  determined  that 
more  than  the  needed  amount  was  collected,  then  there 
could  be  a reduction  in  the  dues  or  an  extension  of  the 
benefits.  There  should  be  safeguards  against  failure  in  the 
first  few  months  of  its  organization. 

GROUP  HOSPITALIZATION  COMMITTEE 

C.  W.  Sharpless,  Chairman 
A.  J.  Bowles 
H.  E.  Coe 
E.  Weldon  Young 


SPACE  IN  THE  SCIENTIFIC  EXHIBIT 

Application  for  space  in  the  scientific  exhibit  at  the  1939 
annual  meeting  of  Washington  State  Medical  Association, 
Spokane,  August  28-30,  will  now  be  received.  The  regula- 
tions prescribed  by  the  Committee  on  Scientific  Exhibits, 
together  with  application  blanks  for  reserving  space,  may 
be  secured  from  the  Central  Office  of  the  State  Medical 
Association,  218  Cobb  Building,  Seattle. 

The  cost  of  transporting  exhibits  to  the  place  of  the 
annual  session  and  return  must  be  borne  by  the  exhibitors. 
Carpenter  and  electrical  work  at  the  exhibit  hall  will  be 
paid  for  by  the  Association,  and  a uniform  painted  sign 
will  be  furnished  to  each  exhibitor.  So  that  the  full  utility 
of  each  scientific  exhibit  will  be  realized,  the  committee  this 
year  is  requiring  that  a demonstrator  must  be  present  at 
each  exhibit  during  the  entire  period  for  which  the  exhibit 
hall  is  open. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 
Cowlitz  County  Medical  Society  met  at  a dinner  meeting. 
Hotel  Monticello,  Longview,  Wednesday  evening,  January 
18.  The  meeting  was  called  to  order  by  president  J.  S.  Mc- 
Carthy. A.  L.  Ringle,  Kelso,  was  elected  to  membership. 

W.  F.  Hollenbeck  of  Portland  gave  a most  interesting 
paper  on  “Liver  Damage  in  Gallbladder  Diseases.”  He 
discussed  thoroughly  the  most  common  causative  factors 
of  liver  damage  and  the  various  functions  of  the  liver.  The 
newer  methods  of  treatment  by  vitamin  K and  other  vita- 
mins were  discussed. 

Lewis  P.  Gambee  of  Portland  gave  an  interesting  talk 
on  “Surgery  of  the  Gallbladder  and  Bile  Ducts.”  He 
stressed  the  importance  of  preoperative  preparation  of  gall- 
bladder patients  and  the  necessity  of  careful  study  before 
operating.  He  recommends  exploring  the  common  duct  for 
stones  and  infections  in  all  gallbladder  operations.  If  an 
infection  or  stones  are  found,  a T tube  should  be  used  for 
drainage  of  the  common  duct.  A rubber  drainage  tube  is 
advised  in  all  cholecystectomies. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  W.  Knudson;  Secty.,  W.  B.  Seelye 
King  County  Medical  Society  held  its  annual  meeting  in 
the  auditorium  of  Medical  and  Dental  Building,  Seattle,  Jan. 
9,  8:15  p.m.,  with  president  C.  W.  Knudson  presiding. 

The  following  were  elected  to  membership:  K.  R.  Drewe- 


low,  D.  F.  Erickson,  W.  F.  Goff,  J.  F.  Standard,  M.  P. 
Suzuki  and  Q.  L.  Wood 

Mr.  Jack  M.  Geoffroy,  executive  secretary  of  Washington 
State  Medical  Association,  was  introduced  and  proffered 
assistance  to  the  members. 

The  following  officers  were  elected  for  the  ensuing  year: 
president-elect,  M.  S.  Jared;  secretary -treasurer,  David 
Metheny;  trustees,  F.  H.  Wanamaker,  H.  E.  Nichols  and 
C.  C.  Goss;  delegates  to  annual  meeting  of  Washington 
State  Medical  Association,  M.  S.  Jared,  F.  H.  Douglass, 
F.  H.  Wanamaker,  Ralph  Loe,  E.  W.  Young,  H.  E.  Nichols, 
E.  A.  Nixon,  T.  T.  Manzer,  P.  R.  Rollins;  alternates,  R.  N. 
Dillon,  Joel  Baker. 

Reports  were  read  from  the  following  committees:  Bulle- 
tin, Welfare,  Grievance,  Membership,  Publicity,  Entertain- 
ment, Program,  City  Health,  Library,  University,  Tele- 
phone. President  C.  W.  Knudson  presented  the  annual 
president’s  address. 

KITSAP  COUNTY  MEDICAL  SOCIETY 
Pres.,  Ray  Schutt;  Secty.,  Ray  Creelman 

The  regular  meeting  of  the  Kitsap  County  Medical  So- 
ciety was  held  at  Bremerton  January  10.  New  officers  were 
installed.  The  speaker  of  the  evening  was  S.  F.  Herrmann 
who  described  recent  visits  to  a number  of  Eastern  clinics. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Hillis;  Secty.,  T.  H.  Duerfeldt 

The  regular  meeting  of  the  Pierce  County  Medical  So- 
ciety was  held  January  10  at  Hotel  Winthrop,  Tacoma,  as 
a banquet  in  honor  of  W.  B.  Penney,  who  is  retiring  from 
the  position  of  secretary  after  completing  over  twenty 
years  of  service  in  that  capacity,  the  last  nineteen  years  of 
which  have  been  continuous,  A.  E.  Hillis  in  the  chair. 

W.  D.  Read  outlined  some  of  the  services  rendered  by 
Dr.  Penney  to  the  county  society  since  he  was  elected  to 
membership  on  February  20,  1912,  mentioning  that  he  had 
served  as  our  delegate  to  the  Washington  State  meeting 
almost  continuously  since  1924  and  as  a delegate  to  the 
American  Medical  Association  in  1931,  1932  and  1935. 
Eesides  his  work  as  secretary  he  was  president  of  the 
Tuberculosis  League  of  Pierce  County  for  eight  years,  until 
he  became  president  of  the  Washington  Tuberculosis  Asso- 
ciation, which  office  he  has  held  the  last  three  years,  in 
addition  to  being  a member  of  the  Board  of  Directors  of 
the  National  Tuberculosis  Association. 

A*  this  time  presentation  was  made  to  Dr.  Penney  of  a 
motion  picture  camera  by  Pierce  County  Medical  Society 
as  a token  of  their  appreciation  of  his  faithful  service.  J. 
P.  Kane  and  E.  W.  Janes  also  spoke,  emphasizing  the  value 
of  Dr.  Penney ’s  service  and  pledging  to  him  the  fullest 
cooperation  of  the  society  as  he  looks  forward  to  his  posi- 
tion as  president  of  Washington  State  Medical  Association. 
Dr.  Penney  accepted  this  tribute  in  a short  response. 

Reading  of  the  minutes  of  the  previous  meeting  was 
dispensed  with.  The  application  of  John  J.  Verhalen  was 
read  and  referred  to  the  trustees. 

A communication  was  read  from  the  Washington  Chap- 
ter of  the  American  Physiotherapy  Association,  outlining 
the  qualifications  of  membership  in  that  organization  and 
directing  attention  to  the  four  members  of  that  association 
in  Tacoma. 

The  meeting  was  then  turned  over  to  F.  R.  Maddison, 
Chairman  of  the  Program  Committee,  who  introduced 
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Blair  Holcomb,  of  Portland.  Dr.  Holcomb  gave  a very 
thorough  and  interesting  paper  on  “The  Management  of 
the  Diabetic  with  Protamine  Zinc  Insulin,”  stressing  many 
practical  points  in  increasing  the  effectiveness  of  this  type 
of  insulin. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  C.  J.  Johannesson;  Secty.,  R.  W.  Stevens 

A dinner  meeting  of  Walla  Walla  Valley  Medical  Society 
was  held  at  Marcus  Whitman  Hotel,  Walla  Walla,  January 
12.  Beside  doctors  from  adjacent  cities,  about  thirty  laymen 
were  present. 

Attraction  of  the  evening  was  a talk  given  by  Dr.  Karl 
F.  Meyer,  of  San  Francisco,  director  of  personnel  for  the 
U.  S.  Public  Health  Service  and  director  of  the  George 
Williams  Hooper  foundation  of  the  University  of  Cali- 
fornia, who  spoke  on  “The  Animal  Kingdom,  a Reser- 
voir of  Disease.”  It  was  once  thought  that  the  Bang’s 
bacillus  could  not  produce  undulant  fever  in  man  from 
milk  because  no  one  wanted  to  believe  it.  It  is  now  proven 
that  pasteurization  of  milk  renders  it  safe  from  this  in- 
fection. Within  the  past  few  days  the  city  of  San  Fran- 
cisco has  ordered  that  even  certified  milk  be  pasteurized. 
This  does  not  work  a hardship  on  the  small  dairy  farmer 
because  of  the  new,  economical  flash  pasteurization  method 
developed. 

Recent  information  on  encephalitis  indicates  that  the  dis- 
ease is  carried  by  mosquitoes  rather  than  by  droplet  infec- 
tion, predicting  that  it  will  become  a greater  problem  in 
rural  districts.  Infantile  paralysis  is  also  now  recognized  as 
an  insect-borne  disease  rather  than  transmitted  by  droplet. 
The  paper  was  discussed  by  Drs.  Alfred  E.  Lange  and 
Robert  Stier,  and  E.  E.  Wagner  of  Washington  State 
College. 


WOMAN’S  AUXILIARY 


Reports  of  County  Meetings 

Seattle,  Wash.,  Jan.  24,  1939. 

Yakima  County  met  in  December  to  hear  reports  that 
twenty-four  Hygeia  subscriptions  had  been  secured,  and 
that  a medical  program  is  being  broadcast  over  KIT  each 
Wednesday  at  4:15  p.m.  Special  guest  was  Mrs.  R.  E.  Ahl- 
quist  of  Spokane,  State  Auxiliary  President.  Christmas 
carols  by  Camp  Fire  girls  and  refreshments  concluded  the 
session.  On  January  9,  Yakima  Auxiliary  met  for  dinner 
at  the  Commercial  Hotel.  President  Mrs.  Wm.  L.  Ross,  Jr., 
presided  at  the  business  meeting,  and  it  was  reported  that 
there  are  thirty  members.  Plans  were  made  for  a card 
party  in  April  to  benefit  the  children’s  ward  in  St.  Eliza- 
beth’s Hospital.  Roll  call  was  answered  on  current  topics 
of  medicine.  Mrs.  Victor  Johnson  read  an  address  by  Dr. 
Irwin  Abell,  A.M.A.  President. 

Walla  Walla  County  met  December  8 for  a gay  Christ- 
mas dinner.  The  educational  program  was  in  charge  of 
Mrs.  R.  W.  Stevens,  who  gave  an  enthusiastic  and  success- 
ful Hygeia  report.  Articles  from  Hygeia  were  read  by  Mrs. 
Earnest  Tapp  and  Mrs.  S.  J.  Newsome.  On  January  12, 
twenty-two  members  gathered  for  a dinner  session  at 
Marcus  Whitman  Hotel,  and  later  they  enjoyed  a presenta- 
tion by  Mrs.  Earl  Kennedy  of  motion  pictures  of  European 
gardens. 

Pierce  County  had  fifty  members  present  at  a luncheon 


December  8.  President  Mrs.  John  W.  Gullikson  announced 
publication  of  the  prize-winning  Hygeia  essay  by  Mrs. 
J.  B.  Robertson.  Mrs.  Ruth  Dalgleish  of  the  Family  Welfare 
Society,  was  the  guest  speaker.  Mrs.  R.  E.  Ahlquist,  State 
President,  visited  Pierce  County  Auxiliary  on  January  12, 
and  gave  an  inspirational  talk  to  forty-five  members  who 
were  present.  Following  luncheon,  committee  reports  were 
given. 

For  variety,  King  Countg  Auxiliary  members  met  for 
dancing  with  their  husbands  on  the  evening  of  December 
17  at  Seattle  Golf  Club.  On  January  16,  more  serious 
matters  were  the  order  of  the  day,  and  at  that  meeting 
Dr.  R.  L.  Zech  gave  a talk  on  proposed  legislation  of  in- 
terest to  medicine.  Mrs.  R.  E.  Ahlquist,  State  President, 
gave  a resume  of  auxiliary  work,  and  spoke  briefly  of  plans 
for  the  future,  stressing  the  proper  attitude  an  auxiliary 
member  should  maintain  on  controversial  medical  issues. 
The  King  County  Bulletin  has  published  several  interesting 
articles  of  late  by  Mrs.  Martin  Norgore  who  is  making  a 
survey  of  articles  pertaining  to  the  practice  of  medicine 
which  have  appeared  in  five  major  women’s  magazines. 

An  attendance  of  seventy  members  enjoyed  the  presenta- 
tion of  a play,  “On  Christmas  Day,  They  Say,”  which  was 
given  for  Spokane  County  Auxiliary  in  December.  State 
President  Mrs.  Ahlquist,  just  home  from  the  National  Aux- 
iliary Board  meeting  in  Chicago,  told  of  the  accomplish- 
ments of  auxiliaries  throughout  the  country.  Legislative 
matters  were  the  topic  of  the  day  for  the  January  meet- 
ing of  Spokane  Auxiliary,  presented  under  the  guidance  of 
Mrs.  H.  E.  Rhodehamel,  State  Legislative  Chairman.  The 
Basic  Science  Exhibit,  prepared  by  Mrs.  Milo  Harris,  which 
had  won  such  favorable  comment  at  the  A.M.A.  conven- 
tion last  year,  was  displayed  for  inspection. 

Grays  Harbor  Coun*y  Auxiliary  did  not  meet  in  Decem- 
ber, but  in  January  they  gave  a benefit  bridge  party  for 
Oakhurst. 

Chelan  County  does  not  hold  regular  meetings,  but  they 
are  most  active.  Hygeia  subscriptions  are  placed  by  the 
auxiliary  in  every  school  in  the  county,  setting  a goal 
which  larger  counties  may  well  strive  for. 

Cowlitz  County  Auxiliary  had  ten  members  present  for 
a dinner  meeting  December  21  in  Longview.  Mrs.  J.  L. 
Norris  gave  highlights  from  the  latest  issue  of  Hygeia,  and 
it  was  voted  to  give  the  magazine  to  Longview  Junior  Col- 
lege for  the  coming  year.  Mrs.  Roy  Freeman  read  the  play, 
“Susan  and  God,”  by  Rachel  Crothers. 

In  Vancouver,  Clark  County  Auxiliary  met  for  dinner 
on  January  3,  and  later  Mrs.  John  Brougher,  vice-president, 
conducted  the  business  session.  Discussion  was  held  by 
Mrs.  Emil  Palmquist  on  the  result  of  a local  survey  of  the 
causes  and  statistics  on  infant  mortality. 

Kitsap  County  Auxiliary  members  heard  Mrs.  J.  Arna- 
son  Johnson,  State  Hygeia  Chairman,  at  their  December 
meeting  in  Bremerton.  Eleven  members  were  present.  Mrs. 
John  Steel,  fifth  State  Vice-President,  spoke  on  auxiliary 
work  in  her  territory.  The  meeting  was  held  at  the  home 
of  Mrs.  John  Schutt. 

With  such  full  programs  as  these,  it  is  no  wonder  that 
interest  in  auxiliary  work  is  increasing  throughout  the  state, 
and  membership,  likewise,  is  growing  constantly.  There  is 
genuine  pleasure  and  satisfaction  in  meeting  and  working 
with  other  doctors’  wives,  and  the  friendships  thus  made 
are  certain  to  be  lasting. 

Mrs.  Soi’ren  Tashian,  Publicity  Chairman. 
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Appointed  to  Office.  H.  L.  McMartin,  who  has  held  the 
position  of  director  of  the  division  of  public  health,  De- 
partment of  Public  Welfare,  State  of  Idaho,  has  been  re- 
appointed acting  director  of  this  department  by  Governor 
C.  A.  Bottolfsen.  In  addition  to  this  appointment  the  gov- 
ernor has  made  Dr.  McMartin  acting  director  of  the  divi- 
sion of  charitable  institutions,  Department  of  Public  Wel- 
fare, replacing  a lay  head  of  this  department. 

Scott  to  Head  State  School  at  Nampa.  Charles  R. 
Scott  of  Twin  Falls  has  been  appointed  by  Governor  C.  A. 
Bottolfsen  as  superintendent  of  the  State  School  and  Col- 
ony at  Nampa.  He  succeeds  Charles  R.  Lowe.  At  the  same 
time,  J.  O.  Cromwell  and  J.  I.  McKelwa  were  reap- 
pointed as  superintendents  of  the  Blackfoot  and  Orofino 
State  Mental  Hospitals. 

Hospital  Addition.  The  contract  has  been  let  for  the 
construction  of  a third  story  to  Our  Lady  of  Consolation 
Hospital  at  Cottonwood. 

County  Hospital  Authorized.  County  commissioners 
of  Bonner  County  have  authorized  remodeling  of  a build- 
ing in  Sand  Point  for  hospital  purposes.  Hospitalization  of 
County  patients  during  the  last  few  years  has  cost  nearly 
$7,000  annually  and  it  is  expected  that  the  new  plans  will 
result  in  considerable  saving. 

County  Medical  Staff  Named.  Commissioners  of  Ban- 
nock County  named  H.  H.  Hughart  of  Pocatello  as  county 
physician  with  H.  J.  Hartvigsen  of  Pocatello  assistant,  J. 
V.  Koehler  of  Grace  and  G.  A.  Woodruff  of  Downey  and 
G.  G.  Fritz  of  Bancroft  as  deputy  county  physicians. 

Crippled  Children’s  Clinic.  Clinic  for  crippled  children 
was  held  at  Lewiston  January  16.  M.  B.  Shaw  of  Boise 
examined  fifty-three  children  from  Nez  Perce,  Clearwater, 
Latah,  Lewis,  Idaho  and  Kootenai  counties. 

Locations.  L.  E.  Patrick  has  moved  from  Twin  Falls 
to  Boise.  G.  T.  Cornell  has  moved  from  Priest  River  to 
Kellogg.  Harland  P.  Kahler  has  moved  from  Orofino  to 
Walla  Walla,  Washington. 

School  Building  Dedicated.  New  high  school  audi- 
torium and  gymnasium  at  Bonners  Ferry  was  dedicated 
January  5 to  the  late  E.  E.  Fry.  Dr.  Fry  was  long  a mem- 
ber of  the  school  board  and  was  its  chairman  at  the  time 
plans  for  the  new  building  were  first  drawn. 

St.  Luke’s  Hospital  staff  of  Boise  held  its  annual  meet- 
ing January  10.  Present  officers  were  reelected:  James  L. 
Stewart,  president;  Herold  Stone,  vice-president;  0.  F. 
Swindell,  secretary-treasurer. 


KOOTENAI  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  J.  Henson;  Secty.,  Alexander  Barclay 

Kootenai  County  Medical  Society  held  its  annual  meet- 
ing at  Coeur  d’Alene  on  January  11.  The  following  officers 
were  elected:  president,  Alexander  Barclay,  Jr.,  Coeur  d’ 
Alene;  vice-president,  John  T.  Wood,  Coeur  d’Alene;  secre- 
tary-tresurer,  Alexander  Barclay,  Coeur  d’  Alene.  Board  of 
Censors:  John  T.  Wood,  term  expires  1940;  Glen  Ten- 
brook,  term  expires  1941,  Post  Falls;  H.  H.  Greenwood, 
term  expires  1942,  Coeur  d’Alene.  Delegate  to  State  Con- 
vention, Alexander  Barclay;  Alternate  delegates,  Rex.  T. 
Henson,  O.  M.  Husted. 

Considerable  discussion  was  had  concerning  the  pro- 
posal of  the  U.  S.  Government’s  Farm  Rehabilitation 
Project’s  officer  who  is  desirous  of  making  a contract  with 
the  county  society  for  the  medical,  surgical  and  hospital 
care  of  the  participants  in  the  Project.  He  stated  that  he 
had  made  such  contract  with  the  Pocatello  Society  some 
time  ago  and  that  it  was  working  very  satisfactorily. 
On  checking  up  on  this  statement  with  J.  N.  Davis,  Secre- 
tary of  the  State  Association  it  was  found  that  so  far  the 
plan  seemed  to  be  working  satisfactorily,  the  fees  allowed 
under  their  contract  being  SO  per  cent  of  their  regular 
fee  schedule.  It  was  thought  that  insufficient  time  had 
elapsed  since  the  beginning  of  the  contract  in  which  to 
form  a true  survey  and  that  this  would  become  more  ap- 
parent when  the  allocated  funds  were  nearing  exhaustion 
and  would  have  to  be  prorated. 

The  society  voted  to  continue  negotiations  with  the 
Government  Agency  with  the  proviso  that  the  services 
rendered  by  members  would  be  paid  for  according  to  the 
fee  schedule  established  by  the  State  Insurance  Fund  over 
ten  years  ago. 


NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  C.  Carrssow 
The  December  meeting  of  North  Idaho  District  Medical 
Society  was  held  at  Lewis-Clark  Hotel,  Lewiston,  Decem- 
ber 21.  Frank  C.  Gibson  of  Potlach,  president  of  Idaho 
State  Medical  Association,  spoke  on  “Fractures  of  the 
Jaw,”  illustrating  his  talk  with  motion  pictures.  L.  A. 
Wheelwright  of  Grangeville  and  K.  H.  Collins  of  Craig- 
mont  led  the  discussion  on  poliomyelitis. 

The  January  meeting,  also  at  Lewis-Clark  Hotel,  Lewis- 
ton, was  featured  by  the  election  of  officers.  J.  E.  Baldeck 
of  Lewiston  was  named  president,  and  J.  E.  Carrssow  of 
Lewiston  secretary-treasurer. 


OBITUARY 


Dr.  Armon  C.  Spooner  of  Spirit  Lake,  Idaho,  died  De- 
cember 31,  aged  64.  He  received  his  medical  degree  from 
Queens  University  Faculty  of  Medicine,  Kingston,  Ontario, 
graduating  in  1905.  He  formerly  practiced  in  Elma,  Iowa, 
and  Baineville,  Montana.  He  practiced  in  Spirit  Lake  for 
fifteen  years. 


POCATELLO  MEDICAL  SOCIETY 
Pres.,  D.  C.  Day;  Secty.,  B.  C.  Eisenberg 
Pocatello  Medical  Society  held  its  monthly  meeting  at 
Pocatello  December  8,  1938.  The  following  officers  were 
elected  for  1939:  D.  C.  Ray,  Pocatello,  president;  N.  H. 
Farrell,  American  Falls,  vice-president;  B.  C.  Eisenberg, 
Pocatello,  secretary-treasurer. 

A meeting  was  held  January  5 at  Bannock  Hotel,  Poca- 
tello, when  President  D.  C.  Ray  announced  his  commit- 
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tee  appointments.  He  stressed  the  duties  of  both  the 
Public  Relations  Committee  and  the  Medical  Economics 
Committee,  stating  that  socialized  medicine  has  become 
an  important  topic  and  has  caused  much  unjust  criticism 
of  the  medical  profession. 

The  following  were  elected  to  membership:  W.  L.  Olsen, 
Pocatello;  H.  W.  Schweizer,  Fort  Hall;  E.  V.  Simison, 
Pocatello.  Dr.  Seigfried  Fischer,  psychiatrist  from  a Berlin 
Medical  University  was  a guest. 

R.  P.  Howard  of  Pocatello  presented  a paper  on  “Car- 
diac  Irregularities.”  He  stressed  the  newer  treatment  of 
paroxysmal  tachycardia  and  presented  many  fine  electro- 
cardiograms illustrating  arrhythmias. 

Following  an  announcement  by  Dr.  Newton  asking  the 
doctors  to  contribute  medical  journals  and  books  to  the 
Pocatello  Medical  Library,  a delightful  supper  with  served 
through  the  courtesy  of  D.  C.  Ray. 


SOUTH  SIDE  MEDICAL  SOCIETY 
Pres.,  L.  M.  Kelly;  Secty.,  C.  D.  Beymer 
South  Side  Medical  Society  held  its  annual  meeting  at 
Twin  Falls  January  12.  L.  M.  Kelly,  president-elect  of 
1938,  becomes  president  for  1939.  The  following  officers 
were  elected:  H.  F.  Lamb  of  Twin  Falls,  president-elect; 
H.  L.  Stowe  of  Twin  Falls,  secretary-treasurer;  W.  F. 
Passer  of  Twin  Falls,  chairman  of  the  standing  commit- 
tees. 

Chas.  H.  Sprague  of  Boise  was  the  principal  speaker  and 
discussed  “Clinical  Axioms  of  Pulmonary  Tuberculosis.” 


IDAHO  DIVISION  WOMEN’S  FIELD  ARMY 


Potlatch,  Ida.,  Jan.  10,  1939. 

The  Idaho  division,  Women’s  Field  Army,  American 
Society  for  the  Control  of  Cancer,  again  appeals  to  every 
member  of  Idaho  State  Medical  Association  for  cooperation 
in  the  third  annual  campaign  of  education  to  reduce  can- 
cer deaths  in  Idaho.  The  women  will  work  under  close 
supervision  of  the  cancer  committee  of  the  State  Medical 
Association.  There  are  forty-six  states  united  in  the  cam- 
paign this  year. 

The  five-point  program  of  the  Field  Army  is  as  fol- 
lows: (1)  to  teach  every  man,  woman  and  child  that 


cancer  is  curable,  (2)  to  distribute  widely  the  danger  sig- 
nals of  cancer,  (3)  to  stress  the  importance  of  a complete 
physical  examination  annually  by  a competent  physician, 

(4)  to  interest  men  and  women  in  all  aspects  of  cancer 
and  the  needs  of  underprivileged  victims  of  the  disease, 

(5)  to  enlist  as  many  men  and  women  as  possible  each 
year  during  April,  in  support  of  the  Women’s  Field 
Army. 

I urge  every  member  of  the  Idaho  State  Medical  associa- 
tion to  assist  the  women  of  their  communities  in  the  cam- 
paign, and  to  stand  ready  to  speak  on  cancer  before  or- 
ganized groups,  when  called  upon. 

F.  C.  Gibson,  President, 
Idaho  State  Medical  Association. 

Boise,  Ida.,  Jan.  25,  1939. 

The  officers  of  the  Idaho  division,  Women’s  Field  Army, 
greatly  appreciate  the  foregoing  message  of  endorsement 
from  Dr.  Gibson,  president  of  Idaho  State  Medical  associa- 
tion, and  also  the  fine  cooperation  already  accorded  them 
by  many  members  of  the  medical  association. 

We  wish  to  assure  them  that  in  all  the  literature  of  the 
Field  Army  and  in  our  talks,  emphasis  is  laid  on  the  fact 
that  the  family  physician  is  the  keystone  in  our  campaign 
to  reduce  cancer  deaths. 

Our  literature  and  talks  also  carry  strong  warnings 
against  the  “quacks”  who  promise  cure  with  salves  and 
serums.  Quoting  the  American  Society  for  the  Control  of 
Cancer,  “there  are  only  three  recognized  forms  of  treat- 
ment for  cancer,  X-ray,  radium,  surgery  or  a combina- 
tion of  these.” 

The  “danger  signals”  that  may  mean  cancer,  and  which 
we  try  to  distribute  widely  are  given  us  by  the  American 
society  as  follows:  (1)  any  persistent  lump  or  thickening, 
especially  of  the  breast,  (2)  any  irregular  bleeding  or  dis- 
charge from  any  of  the  body  openings,  (3)  any  sore  that 
does  not  heal,  especially  about  the  tongue,  mouth  or 
lips,  (4)  persistent  indigestion,  with  distaste  for  meat,  (5) 
sudden  change  in  form  or  rate  of  growth,  of  a wart  or 
mole. 

Pain  is  a late  symptom — do  not  wait  jor  it. 

Mrs.  R.  S.  Stringfellow, 

State  Commander  Idaho  Division,  Women’s  Field  Army. 
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Scarlet  Fever.  By  George  F.  Dick,  M.D.,  D.Sc.,  Pro- 
fessor of  Medicine,  University  of  Chicago,  etc.,  and  Gladys 
Henry  Dick,  M.D.,  D.Sc.  149  pp.,  $2.00.  The  Year  Book 
Publishers,  Inc.,  Chicago,  1938. 

No  writers  are  better  qualified  to  discuss  scarlet  fever 
than  the  authors  of  this  volume.  The  discussion  of  etiology 
includes  the  statement  that  “the  hemolytic  streptococci 
used  in  these  experiments  had  now  fulfilled  all  the  require- 
ments of  Koch’s  laws,  and  the  conclusion  that  they  are  the 
cause  of  scarlet  fever  was  justified.”  It  is  stated  that  the 
severity  and  frequency  of  complications  contributed  as 
much  as  the  mortality  to  the  dread  of  the  disease.  Treat- 
ment is  divided  into  nonspecific  and  specific  therapy.  De- 


tails are  given  for  the  preparation  of  scarlet  fever  toxin.  In 
the  chapter  dealing  with  prophylaxis,  it  is  stated  that  in- 
fection occurs  through  direct  contact  or  through  droplets 
which  are  present  in  the  air  only  within  a few  feet  of  the 
patient.  Most  infection  from  an  unknown  source  comes 
from  undiagnosed  scarlet  fever.  The  disease  without  the 
rash  harbors  the  specific  streptococcus  as  long  as  one  with 
the  typical  uncomplicated  attack.  Duration  of  active  im- 
munity depends  upon  the  amount  of  toxin  injected.  In  this 
volume  one  will  find  discussions  of  all  of  the  problems 
commonly  encountered  in  the  prevention  and  treatment 
of  scarlet  fever. 
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icm  -FOR  INFANTS  DEPRIVED  OF  BREAST  MILK 


When  diluted  according  to  directions,  S.M.A. 
closely  resembles  human  milk,  NOT  ONLY  in 
the  percentages  of  protein,  fat,  carbohydrate  and 
ash,  BUT  ALSO  in  the  chemical  constants  and  in 
properties. 

When  fed  to  infants  as  a supplement,  com- 
or  as  a complete  substitute  for  breast 
milk,  S.M.A.  consistently  produces  excellent 
nutritional  results  comparable  to  those  obtained 
■with  normal  breast-fed  infants. 


The  quick,  easy  method  of  preparing  S.M.A. 
feedings  is  unusually  simple.  A Minute  Mix 
Method  Set  together  with  complete  directions 
will  be  sent  Free  to  physicians  on  request. 


S.M.A.  is  a food  for  inf  ants  . . . derived  from  tuberculin  tested  cows'  milk,  the  fat  of  which  is  replaced  by  animal  and 
vegetable  fats  including  biologically  tested  cod  liver  oil;  with  the  addition  of  milk  sugar  and  potassium  chloride ; 
altogether  forming  an  antirachitic  food.  When  diluted  according  to  directions,  it  is  essentially  similar  to  human 
milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical  constants  and  in  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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Big  Fleas  Have  Little  Fleas,  or  Who’s  Who  Among 
the  Protozoa.  By  Robert  Hegner,  Professor  of  Protozoology 
in  the  School  of  Hygiene  and  Public  Health  of  the  Johns 
Hopkins  University.  Based  on  Messenger  Lectures,  Cornell 
University,  1937.  28S  pp.,  $3.00.  The  Williams  & Wilkins 
Company,  Baltimore,  1938. 

Fleas  are  a small  portion  of  the  matter  discussed  in  this 
volume.  “What  the  fleas  are  to  homo  sapiens,  protozoa  are 
to  the  fleas.”  As  a protozoologist,  the  author  traveled 
in  Africa  and  Asia  and  other  countries,  studying  an  amaz- 
ing variety  of  parasites,  the  substance  of  which  is  pre- 
sented in  this  volume. 

Few  people  outside  the  medical  profession  realize  the 
multiplicity  of  microorganisms  inhabiting  the  animal  body 
which  are  responsible  for  the  production  and  propagation 
of  many  diseases,  some  of  them  among  the  most  obscure. 
These  are  discussed  at  length  in  a most  fascinating  style. 
It  seems  that  the  intestinal  tract  of  the  monkey  is  a most 
prolific  breeding  ground  for  a multiplicity  of  protozoa. 
Even  the  crocodile  affords  a field  for  research.  Among  the 
most  prolific  for  production  of  serious  and  fatal  illnesses 
are  the  trypanosomes.  Fortunately,  they  do  not  devastate 
people  of  our  own  land  as  they  do  in  Africa  and  elsewhere. 
One  of  the  most  attractive  features  of  this  book  is  the 
variety  of  unique  and  bizarre  illustrations,  being  mostly  pen 
and  ink  drawings  made  by  the  author.  If  one  desires  en- 
lightenment on  the  history  and  activity  of  parasites,  he 
will  find  such  information  in  this  volume. 


Intern’s  Handbook.  A Guide,  Especially  in  Emergencies, 
for  the  Intern  and  the  Physician  in  General  Practice,  By 
Members  of  the  Faculty  of  the  College  of  Medicine,  Syra- 
cuse University,  Under  the  Direction  of  M.  S.  Dooley,  A.B., 
M.D.,  Chairman  Publication  Committee.  Second  Edition, 
Revised  and  Reset.  523  pp.,  $3.00.  J.  B.  Lippincott  Com- 
pany, Philadelphia,  1938. 

When  the  recently  graduated  medical  student  begins  his 
hospital  interneship,  he  is  likely  to  have  responsibilities 
thrown  upon  him  which  he  is  poorly  prepared  to  meet 
This  book  is  intended  to  anticipate  emergencies  of  that 
sort.  Its  suggestions  are  applicable  also  to  the  physician 
beginning  private  practice.  The  book  discusses  hospital 
relationships,  followed  by  sections  on  laboratory  work, 
medicine,  surgery,  therapy,  nursing.  Under  each  of  these 
heads  many  conditions  are  concisely  and  thoroughly  dis- 
cussed, with  useful  suggestions  of  much  value  to  one  seek- 
ing practical  information. 


You  Can  Sleep  Well.  The  ABC’s  of  Restful  Sleep  for 
the  Average  Person.  By  Edmund  Jacobson,  M.D.  269  pp., 
$2.00.  Whittlesey  House,  New  York,  1938. 

This  book  is  written  primarily  for  the  layman,  but  the 
physician  will  find  in  it  interesting  suggestions.  It  is  written 
in  the  form  of  conversations  between  the  patient  and  the 
doctor.  Written  somewhat  in  a jocular  vein,  it  serves  to 
maintain  the  interest  of  the  reader.  In  order  to  induce 
sleep,  the  author  discredits  “counting  sheep,”  and  reading 
in  bed  which  is  a bad  policy.  While  taking  food  before 
retiring  may  at  times  be  of  assistance,  it  is  not  recom- 
mended. Fear  is  a great  destroyer  of  sleep,  sometimes  re- 
ferred to  imaginary  foes,  including  sleeplessness.  The  use  of 
hypnotics  is  most  severely  condemned  for  various  obvious 
reasons. 

The  main  dependence  is  placed  on  “relaxation,”  applied 
both  to  mental  and  physical  conditions.  The  technic  is 
described  in  much  detail,  supplemented  by  photographs 


illustrating  desirable  and  undesirable  attitudes.  If  one  is  a 
victim  of  insomnia,  whether  physician  or  layman,  he  may 
find  useful  suggestions  in  this  volume. 


Everyday  Surgery.  By  Lambert  Rogers,  M.Sc.,  F.R.C.S., 
F.R.S.C.E.,  F.R.A.C.S.,  F.A.C.S.,  Professor  of  Surgery, 
University  of  Wales,  etc.,  and  A.  L.  d’Abreu,  M.B.,  Ch.M., 
F.R.C.S.,  Senior  Assistant,  Surgical  Unit,  Welsh  National 
School  of  Medicine,  etc.,  with  an  Introduction  by  G.  Grey 
Turner,  D.Ch.,  M.S.,  F.R.C.S.,  F.R.A.C.S.,  F.A.C.S.  280  pp., 
$4.75.  William  Wood  & Company  Baltimore,  1938. 

Seldom  do  teachers  or  specialists  write  works  for  the 
general  practitioner  without  dwelling  far  too  long  on  the 
rare  or  unusual  case,  and  spending  far  too  much  time  on 
introduction  and  anatomy.  This  volume  by  two  surgeons 
of  wide  experience  in  England  avoids  these  mistakes, 
plunges  immediately  into  practical  work  as  it  is  met  in 
anyone’s  practice.  It  makes  no  attempt  to  be  complete, 
but  does  take  up  those  elements  of  surgery  which  the  gen- 
eral practitioner  is  called  upon  to  utilize  every  day  of  his 
life.  Extensive  discussion  on  any  phase  of  surgery  is  omit- 
ted, but  excellent  and  concise  review  of  the  commoner 
things  is  given.  The  book  starts  with  discussion  of  injuries 
to  the  skin  and  subcutaneous  tissues,  briefly  discusses  shock, 
outlines  care  of  infections,  burns,  minor  injuries;  gives  a 
brief  review  of  hernia,  points  out  significant  factors  in 
abdominal  surgery,  and  goes  into  some  discussion  of  such 
special  fields  as  genitourinary  diseases,  orthopedic  condi- 
tions and  goiter.  Discussions  are  brief,  concise  and  to  the 
point.  No  general  practitioner  can  fail  to  profit  by  owning 
and  using  this  very  practical  book.  H.  L.  Hartley. 
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MEDICAL  LEGISLATION 

In  the  legislatures  of  the  three  states  represented 
by  this  journal,  a mass  of  bills  has  been  presented 
in  their  present  sessions,  bearing  on  public  health 
and  practice  of  medicine.  They  pertain  to  a great 
variety  of  subjects  as  has  always  been  true  in  past 
years.  There  is  no  expectation  that  any  bills  will 
receive  serious  consideration  by  the  Oregon  legis- 
lature which  will  affect  medical  practice.  At  this 
writing  no  information  has  been  received  of  any 
likelihood  of  bills  of  this  character  being  passed  by 
the  Idaho  legislature.  In  Washington,  however, 
there  has  been  a different  setup,  and  legislative 
matters  have  received  consideration  which  have 
caused  much  concern  in  the  medical  profession. 

Early  in  the  session,  H.  B.  11,  “Relative  to  traffic 
in  certain  drugs”,  was  enacted  and  is  already  func- 
tioning. This  prohibits  the  sale  of  various  specified 
barbituric  acid  preparations,  as  well  as  products 
of  sulfanilamide  except  on  the  written  order  or 
prescription  of  a physician,  surgeon,  dentist  or  vet- 
erinary surgeon.  The  beneficent  purpose  of  this  act 
being  recognized,  it  met  with  no  opposition. 

For  a number  of  years  in  Washington  low  wage 
earners  have  been  treated  on  monthly  prepayment 
plans  through  medical  service  bureaus  which  have 
offered  to  the  patients  free  choice  of  most  of  the 
physicians  in  their  respective  communities.  At  the 
same  time  two  private  contract  clinics  have  been 
operating,  the  Bridge  Clinic  of  Tacoma  and  the 
Medical  Security  Clinic  of  Seattle,  successor  to  the 
former  State  Clinic  of  Tacoma.  Carrying  out  the 
policy  accepted  for  the  standardization  of  hospitals, 
patients  from  clinics  of  this  character  are  not  ac- 
cepted, owing  to  the  fact  that  they  are  owned  and 
controlled  by  individual  physicians  or  laymen, 
maintained  by  them  for  their  own  personal  private 
gain,  limiting  their  patients  to  the  treatment  of  a 
small  number  of  physicians  instead  of  offering  them 
a free  choice  of  attendants  and  distributing  the 
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patronage  to  such  physicians  as  desire  to  partici- 
pate in  this  form  of  practice. 

The  promoters  of  these  two  clinics,  realizing  that 
the  utilization  of  standard  hospitals  is  closed  to 
them,  caused  Senate  Bill  159  to  be  filed  which  was 
referred  to  the  Senate  Committee  on  Industrial  In- 
surance, of  which  a chiropractor  is  chairman.  It 
forbids  a hospital  to  refuse  admission  to  patients 
of  physicians  engaged  in  contract  practice.  A large 
and  active  lobby,  working  for  the  promoters  of 
this  bill,  excited  such  hostility  to  the  medical  pro- 
fession on  the  plea  of  persecution  and  discrimina- 
tion that  the  bill  was  passed  by  a comfortable 
majority.  At  this  writing  it  rests  in  the  House  Com- 
mittee on  Medicine,  Dentistry,  Pure  Foods  and 
Drugs. 

During  recent  years  every  session  of  the  legis- 
lature has  been  presented  with  bills  fostered  by  a 
variety  of  irregular  practitioners,  demanding  that 
hospitals  of  the  state  shall  receive  their  patients, 
and  that  they  be  given  the  privilege  of  treating 
patients  under  the  Department  of  Labor  and  In- 
dustries. Such  a bill,  S.  B.  83,  was  duly  introduced 
in  the  Senate  and  referred  to  the  Committee  on 
Industrial  Insurance  with  a chiropractor  as  its 
chairman.  This  bill  makes  voluminous  amendments 
to  certain  sections  of  the  laws  governing  the  medi- 
cal and  surgical  administration  of  the  Department 
of  Labor  and  Industries.  Wherever  the  words  medi- 
cal and  surgical  appear  in  connection  with  hospi- 
tals, they  are  amended  by  “osteopathic  and  chiro- 
practic.” The  purpose  of  this  bill  is  to  permit 
the  patients  under  this  Department  to  select  these 
irregular  practitioners  if  they  so  desire.  Since  an 
attitude  of  hostility  to  the  medical  profession  had 
been  successfully  built  up  in  the  Senate,  this  bill 
was  passed  by  a comfortable  majority,  as  was  the 
case  with  S.  B.  159.  At  present  writing  this  bill 
rests  with  the  House  Committee  on  Industrial  In- 
surance. The  ultimate  fate  of  these  bills  will  be 
awaited  with  interest,  and  comments  on  them  will 
appear  in  next  month’s  issue  of  this  journal. 


EVILS  OF  MINERAL  OIL  AS  LAXATIVE 

In  an  attempt  to  correct  the  great  American 
habit  of  cathartic-taking  the  medical  profession  has 
long  been  prone  to  recommend  mineral  oil  as  a 
safe  and  efficient  agent  by  means  of  which  to  pro- 
mote regular  intestinal  elimination.  Its  use  has 
been  accepted  without  question  and  it  has  been 
universally  urged  as  replacement  therapy  in  those 
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cases  accustomed  to  habitual  use  of  salines  and  ir- 
ritative cathartics. 

Its  harmless  nature  has  been  so  freely  accepted 
that  any  question  of  its  virtues  comes  somewhat 
as  a surprise.  However,  it  now  appears  that  there 
may  be  certain  drawbacks  to  its  indiscriminate  use 
and  these  are  outlined  in  a paper  by  Morgan.1  He 
lists  a number  of  criticisms  of  the  action  of  mineral 
oil  which  have  not  previously  been  given  sufficient 
consideration  and  puts  an  end  to  its  acceptance 
as  an  entirely  benign  substance. 

Discussing  the  proctoscopic  findings  in  cases  on 
regular  dosage  of  mineral  oil,  he  states  that  the 
rectum  cannot  be  successfully  emptied  when  its 
walls  are  coated  with  the  oil.  He  finds  that  the 
mucous  membrane  is  no  longer  clean  but  is  cov- 
ered with  a sticky  layer  of  oil  and  fecal  debris. 
This  he  regards  as  unphysiologic.  In  this  connection 
he  makes  the  observation  that  the  rectum  is  not 
intended  to  be  a reservoir  but  is  normally  filled 
just  prior  to  evacuation  and  it  is  not  desirable  to 
use  an  agent  which  promotes  constant  seepage  into 
the  rectum.  This,  mineral  oil  is  prone  to  do. 

Furthermore,  the  use  of  mineral  oil  may  become 
a distinct  menace  to  health  of  the  individual 
through  absorption  and  consequent  elimination  of 
fat-soluble  vitamins.  This  may  even  lead  to  weight 
loss  which  has  at  times  been  observed,  especially 
in  invalids  and  children.  Weight  loss  may  be  in- 
creased by  interference  with  absorption  in  the 
small  intestine,  a point  about  which  there  is  rather 
definite  evidence.  Such  interference  may  also  lead 
to  symptoms  of  indigestion  which  are  notably  suf- 
fered by  some  persons  who  attempt  to  use  the  oil 
as  a laxative. 

Further  proctologic  observations  include  that  of 
delayed  healing  of  rectal  wounds  in  the  presence 
of  the  oil.  The  author  states  that  use  of  the  oil  fol- 
lowing rectal  operations  may  even  favor  occurrence 
of  hemorrhage.  Also,  a number  of  cases  have  been 
observed  in  which  use  of  the  oil  has  actually  been 
a factor  in  development  of  pruritis  ani. 

Pathologists  have  found  experimental  evidence 
that  mineral  oil  may  also  be  observed  and  be  car- 
ried to  the  liver,  where  it  produces  a cystic  condi- 
tion together  with  considerable  parenchymal  dam- 
age. All  told,  the  case  against  the  use  of  mineral  oil 
is  a considerable  one  and  these  facts  as  reported  by 
Morgan  should  be  seriously  considered  when  the 
substance  is  prescribed. 

1.  Morgan,  James  W. : Misgivings  on  Mineral  Oil  as  a 
Laxative.  Am.  Jour.  Surg.,  62:360-364,  November,  1938. 
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IMPORTANCE  OF  HEMATURIA 

“When  hematuria  is  slight  and  of  short  duration,  no 
special  treatment  is  required;  if  persistent,  the  patient 
should  be  placed  in  a recumbent  position,  ice  bags  applied 
over  the  seat  of  the  hemorrhage  and  hemostatic  remedies 
used  such  as  gallic  or  tannic  acid,  ergot,  acetate  of  lead 
and  astringent  ferric  preparations.” 

The  above  was  taken  from  a textbook  of  fifty 
years  ago.  The  diagnosis  of  the  source  of  the  bleed- 
ing was  limited  to  observations  of  the  color  and 
shape  of  the  clots  passed,  and  whether  more  blood 
appeared  at  the  beginning  or  end  of  urination.  An 
example  of  the  diagnostic  procedures  available  to 
the  average  practitioner  was  the  following: 

“Insert  a catheter  just  within  the  emptied  bladder.  The 
urine  will  trickle  directly  from  the  ureters  into  the  eye  of 
the  instrument,  and  the  specimen  can  be  compared  to  the 
bladder  specimen.” 

Great  strides  have  been  made  in  the  diagnosis 
and  treatment  of  diseases  of  the  genitourinary  tract 
since  the  above  was  written.  If  patients  are  to  re- 
ceive the  benefits  of  these  advances  they  should  be 
advised  to  have  a urologic  examination  when  they 
consult  a physician  with  the  complaint  of  hema- 
turia. To  do  otherwise  is  merely  to  postpone  the 
examination,  if  the  cause  of  the  hematuria  is  some 
organic  disease.  In  the  meantime  the  disease  may 
progress  from  a curable  to  an  incurable  state,  if 
there  is  a neoplasm  present. 

A few  figures  may  be  of  interest.  If  a hundred 
patients  are  observed,  in  whom  hematuria  is  an 
outstanding  symptom,  over  50  per  cent  will  have 
a neoplasm  in  the  urinary  tract,  the  majority  of 
which  will  be  malignant.  Over  20  per  cent  will  have 
a stone  or  stones.  The  remaining  25  per  cent  will 
be  composed  of  patients  with  a wide  variety  of 
lesions.  Almost  any  lesion  of  the  urinary  tract  can 
on  occasion  be  the  cause  of  hematuria.  Contrary  to 
general  opinion,  benign  enlargement  of  the  prostate 
causes  bleeding  in  more  cases  and  in  a greater  per- 
centage than  does  carcinoma.  Also,  renal  tubercu- 
losis rarely  causes  severe  bleeding  but  very  com- 
monly is  the  cause  of  microscopic  hematuria. 

We  learn  by  repetition  and  so  it  is  worth  repeat- 
ing that  any  patient  complaining  of  hematuria 
should  have  an  examination  complete  enough  to 
determine  the  cause  of  bleeding.  Its  causes  con- 
stitute its  pathology.  The  blood  may  have  its 
origin  at  any  point  from  the  malpighian  tuft  to  the 
external  meatus  of  the  urethra. 
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ASSOCIATION  OF  WESTERN  HOSPITALS 
MEETING 

Every  physician  reached  by  this  journal  will  be 
interested  in  the  Association  of  Western  Hospitals, 
including  hospitals  of  the  Pacific  Coast  and  ad- 
jacent states,  which  completed  its  four-day  Thir- 
teenth Annual  Convention  in  Seattle  on  February 
23.  In  conjunction  with  this  meeting  was  the  Fif- 
teenth Western  Conference  of  the  Catholic  Hospital 
Association. 

The  medical  profession  was  ably  represented  by 
three  prominent  men  as  speakers  and  many  of  the 
doctors  of  the  Northwest,  either  hospital  adminis- 
trators or  members  of  medical  staffs  as  participants. 
Dr.  G.  Harvey  Agnew,  President  of  the  American 
Hospital  Association  ; Dr.  Malcolm  T.  MacEachern, 
Associate  Director,  American  College  of  Surgeons 
and  President  of  the  International  Hospital  Asso- 
ciation, and  Dr.  Robin  C.  Buerki,  Director  of  the 
Committee  on  Graduate  Medical  Education,  ad- 
dressed the  gathering. 

The  convention  theme  was  “The  Part  of  the  Hos- 
pital in  This  Growing  Program  of  Health  Care.” 
The  small  hospital,  representing  the  greatest  por- 
tion of  hospitals  in  this  country,  was  discussed, 
with  the  view  toward  its  meeting  the  needs  of  the 
public  it  serves.  The  Catholic  hospitals  also  repre- 
sented their  part  in  the  coming  health  program. 
Following  this  the  social  aspects  of  the  program 
were  presented  from  the  viewpoint  of  the  individual, 
the  hospital  administrator  and  the  doctor.  Prepay- 
ment plans  for  hospital  care  alone  and  combined 
hospital  and  medical  care  have  been  developed  to 
a certain  extent. 

In  any  prepayment  plan  to  enable  the  employed 
person  to  budget  for  hospital  care  for  himself  and 
his  dependents,  to  be  successful  the  initiative  and 
control  must  be  the  responsibility  of  hospitals, 
whereas  medical  care  is  and  must  be  the  responsi- 
bility of  the  doctor.  With  hospitals  and  doctors 
working  together  as  exemplified  in  the  care  of  the 
patient,  a complete  health  service  plan  can  become 
available.  Without  complete  and  intimate  coopera- 
tion between  doctors  of  medicine  and  hospital  au- 
thorities, no  health  or  hospital  service  plan,  separ- 
ately or  combined,  can  meet  successfully  the  needs 
of  the  patient  in  such  a program. 
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PICROTOXIN 

ITS  PHARMACOLOGY  AND  CLINICAL  USE  IN 
BARBITURATE  POISONING* 

James  M.  Dille,  Ph.D. 

SEATTLE,  WASH. 

The  widespread  use  of  the  barbiturates  by  the 
layman  in  the  past  decade  has  inevitably  led  to 
many  instances  of  accidental  or  suicidal  poisoning 
from  these  drugs.  The  laboratory  search  for  an  ef- 
fective method  of  treating  such  poisoning  cul- 
minated in  the  suggested  use  of  picrotoxin  as  an 
antagonist  and  clinical  reports  seem  to  point  to  its 
value  in  actual  use.  This  paper  is  a review  of  the 
pharmacology  of  this  drug  and  its  rationale  when 
used  in  the  treatment  of  poisoning  from  overdoses 
of  barbiturates. 

NATURE  AND  CHEMISTRY  OF  PICROTOXIN 

Picrotoxin  is  a white,  crystalline  substance  se- 
cured from  the  fruit  of  the  Cocculus  indicus,  a plant 
native  to  southern  Asia.  It  is  nonnitrogenous  and 
is  generaly  referred  to  as  a neutral  principle.  It  is 
sufficiently  soluble  in  water  to  make  a 0.3  per  cent 
solution.  Kohn1  found  that  a solution  of  this  con- 
centration, containing  0.5  per  cent  chlorbutanol  as 
a preservative,  lost  none  of  its  potency  over  a 
period  of  three  years.  Attempts  have  been  made 
to  make  ampules  of  picrotoxin  available  for  use 
in  barbiturate  poisoning  but  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  As- 
sociation reviewed  the  problem  of  picrotoxin  in 
19362  and  considered  the  evidence  of  its  value  not 
sufficiently  extensive  to  warrant  its  general  use. 
However,  since  that  time  a considerable  number  of 
papers  on  the  pharmacologic  and  clinical  effects  of 
this  drug  have  been  published  and  it  is  possible  that 
the  question  may  be  reopened. 

Picrotoxin  is  quite  easily  separated  into  two  com- 
ponents, picrotin  and  picrotoxinin.  The  former  is 
pharmacologically  inactive,  while  the  latter  is  gen- 
erally regarded  as  more  powerful  in  its  action  than 
picrotoxin  but  it  has  no  advantage  over  it. 

PHARMACOLOGY 

Picrotoxin  was  first  isolated  in  crystalline  form 
in  1834  by  the  two  French  chemists  Pelletier  and 
Couerbe.  It  early  attracted  the  attention  of  phar- 
macologists because  of  its  pronounced  stimulation 

* Prom  the  Department  of  Pharmacology,  College  of 
Pharmacy,  University  of  Washington. 

1.  Kohn,  R. : Quantitative  Study  of  Toxicity  and  Effi- 
ciency of  Picrotoxin.  J.  A.  Ph.  A.,  27:286-290,  1938. 

2.  Reports  of  the  Council : Status  of  Picrotoxin.  J.  A. 
M.  A.,  107:354,  1936. 


of  the  medullary  centers.  The  salient  features  of  its 
pharmacology  were  investigated  and  published  in 
the  latter  half  of  the  nineteenth  century  by  Browne, 
Roeber,  and  Grunwald  and  many  others.3 

The  most  characteristic  action  of  picrotoxin  is  its 
stimulation  of  the  medullary  centers.  This  produces 
the  convulsions  which  are  characteristic  of  larger 
doses  of  picrotoxin.  While  they  are  due  principally 
to  medullary  stimulation,  it  can  be  shown  in  mam- 
mals that  a slight  action  on  the  cerebral  motor  cor- 
tex and  on  the  spinal  cord  are  also  partly  respon- 
sible for  them.  In  mammals,  the  convulsions  are 
predominantly  clonic,  although  an  occasional  tetanic 
seizure  can  be  observed.  Death  is  due  to  asphyxia 
which  results  from  the  disturbance  of  the  function- 
ing of  the  respiratory  muscles. 

Other  effects  of  picrotoxin  can  generally  be  traced 
to  the  medullary  effect.  Respiration  is  markedly 
accelerated,  indicating  a powerful  stimulation  of 
the  respiratory  center.  This  action  is  of  value  when 
the  drug  is  used  in  barbiturate  poisoning  because 
these  drugs  produce  death  by  the  depression  of  this 
function.  A rise  in  blood  pressure  is  also  produced 
which  is  due  to  stimulation  of  the  vasomotor  cen- 
ter. This  is  also  a useful  effect  because  in  barbit- 
urate coma  the  blood  pressure  is  usually  low.  Pol- 
lack and  Holmes4  have  shown  that  immediately  be- 
fore a convulsion  the  blood  pressure  falls,  remain- 
ing at  a low  level  until  asphyxiation. 

There  is  also  salivation  and  vomiting  which  are 
due,  as  Eggleston  and  Hatcher5 6 7  have  shown,  to 
the  medullary  action  of  the  drug.  Grunwald  had 
previously  reported  that  salivation  stops  after  sec- 
tion of  the  chorda  tympani  in  experimental  animals 
and  other  effects,  such  as  a slowed  heart  and  con- 
traction of  the  bladder,  were  also  shown  to  cease 
upon  section  of  the  appropriate  nerve  and,  there- 
fore, also  point  to  the  central  action  of  the  drug. 

The  use  of  picrotoxin  as  an  antagonist  for  de- 
pressants was  suggested  in  1875  by  Crichten 
Browne.  In  1906  Schmiedeberg  reported  its  ef- 
fectiveness in  counteracting  the  effects  of  paralde- 
hyde and  in  1913  Januschke  and  Inaba  found  it  an 
effective  antagonist  against  sodium  bromide.  Mod- 

3.  The  early  investigations  of  the  pharmacology  of  Pic- 
rotoxin are  excellently  reviewed  in  the  papers  by  Ma- 
loney8' and  Koppanyi  et  al.s 

4.  Pollack,  D.  J.  and  Holmes,  W.  H. : Study  of  Respira- 
tion and  Circulation  in  Picrotoxin  Convulsions.  Arch.  Int. 
Med.,  16:213-222,  1915. 

5.  Eggleston,  C.  and  Hatcher,  R.  A. : Seat  of  Emetic 
Action  of  Various  Drugs.  J.  Pharmacol.  & Exper.  Therap., 
7 * 225-253  1915. 

6.  Maloney,  A.  H.,  Fitch,  R.  H.  and  Tatum,  A.  L. : Picro- 
toxin as  Antidote  in  Acute  Poisoning  by  Shorter  Acting 
Barbiturates.  J.  Pharmacol.  & Exper.  Therap.,  41:465-482, 
April,  1931. 

7.  Maloney,  A.  H.  and  Tatum,  A.  L. : Picrotoxin  as  Anti- 

dote in  Acute  Poisoning  by  Longer  Acting  Barbiturates. 
J.  Pharmacol.  & Exper.  Therap.,  44:337-352,  March,  1932. 
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ern  interest  in  picrotoxin  was,  however,  stimulated 
by  the  investigations  of  Maloney,  et  al.,6>7  carried 
out  in  the  pharmacology  laboratories  of  the  Univer- 
sity of  Wisconsin.  This  work  was  an  investigation 
of  the  comparative  value  of  a number  of  central 
stimulants  which  were  used  to  counteract  the  ef- 
fects of  intraperitoneal  doses  of  barbiturates  in  rab- 
bits and  dogs.  They  found  that  picrotoxin  was 
superior  to  such  stimulants  as  coramine,  strychnine, 
brucine,  cocaine,  physostigmine  and  insulin  in  re- 
ducing the  recovery  time  of  animals  anesthetized 
with  long  and  short  acting  barbiturates  and  in  pro- 
tecting animals  from  lethal  doses.  Verification  and 
extension  of  these  findings  were  reported  by  Kop- 
panyi,  Linegar  and  Dille.8 

Various  other  papers  have  also  appeared  report- 
ing investigations  of  the  comparative  efficacy  of  a 
number  of  analeptics.  Barlow9  found  metrazol  and 
picrotoxin  to  have  a superior  antidotal  action  to 
ephedrine,  artificial  respiration,  coramine,  strych- 
nine and  caffeine  when  used  against  sublethal  and 
lethal  doses  of  pentobarbital,  chloral  hydrate  and 
avertin.  Swanson10  and  Maloney* 11  have  investigated 
coriamyrtin,  a drug  closely  related  to  picrotoxin, 
finding  it  to  compare  favorably  with  it  but  pos- 
sessing no  advantages  over  it. 

These  favorable  reports  on  picrotoxin  led  to  its 
first  clinical  trials  for  human  barbiturate  poisoning. 
Meanwhile,  however,  there  have  been  a number  of 
further  investigations  of  the  pharmacology  of  this 
analeptic.  Marshall,12  investigating  the  effects  of 
smaller  amounts  of  picrotoxin,  found  it  to  be  very 
effective  in  starting  respiration  which  had  been 
stopped  by  denervation  of  the  sinoaortic  receptors, 
overdosage  of  chlorbutanol,  paraldehyde  and  aver- 
tin. It  was  more  effective  than  metrazol.  Coramine 
was  found  of  little  value.  They  found  that  picro- 
toxin had  little  effect  in  respiratory  failure  caused 
by  urethane  and  was  useless  in  failure  caused  by 
ethyl  alcohol. 

Dille13  and  Werner11  carried  on  investigations  of 
the  rate  of  detoxication  of  this  drug,  finding  in 

8.  Koppanyi,  T.,  Linegar,  C.  R.  and  Dille,  J.  M. : Analysis 
of  Barbiturate-Picrotoxin  Antagonism.  J.  Pharmacol.  & 
Exper.  Terap.,  58:199-228,  Nov.,  1936. 

9.  Barlow,  O.  W. : Relative  Efficiency  of  Series  of  Ana- 
leptics as  Antidotes  to  Sublethal  and  Lethai  Dosages  of 
Pentobarbital,  Chloral  Hydrate  and  Tribromethanol.  J. 
Pharmacol.  & Exper.  Therap.,  55:1-23,  Sept.,  1935. 

10.  Swanson,  E.  E.  and  Chen,  K.  K. : Pharmacological 
Action  of  Coriamyrtin.  J.  Pharmacol.  & Exper.  Therap., 
57:410-418,  Aug.,  1936. 

11.  Maloney,  A.  H. : Pharmacological  Action  of  Coria- 
myrtin. J.  Pharmacol.  & Exper.  Therap.,  57:361-375,  Aug., 
1936. 

12.  Marshall,  E.  K.,  Walzl,  E.  M.  and  Le  Messurier,  D. 
H. : Picrotoxin  as  Respiratory  Stimulant.  J.  Pharmacol.  & 
Exper.  Therap.,  60:472-486,  Aug.,  1937. 

13.  Dille,  J.  M. : The  Inactivation  and  Elimination  of 
Picrotoxin.  J.  Pharmacol.  & Exper.  Therap.,  64:319-329, 
Nov.,  1938. 

14.  Werner,  H.  W. : In  Press. 


animals  that  a convulsive  dose  was  detoxified  in  a 
period  of  about  an  hour.  Dille  has  also  developed  a 
biologic  test  by  means  of  which  small  amounts  of 
picrotoxin  can  be  estimated.  This  test  has  been 
used  to  show  that  about  5 per  cent  of  a convulsive 
dose  is  excreted  in  the  urine  in  about  twelve  hours. 

CLINICAL  USE  OF  PICROTOXIN  IN  BARBITURATE 
POISONING 

At  the  time  of  this  writing  fifteen  cases  of  bar- 
biturate poisoning  treated  with  picrotoxin  have  ap- 
peared in  the  literature.  These  are  summarized  in 
the  accompanying  table  1.  A considerable  number 
of  barbiturates  and  quite  a range  of  doses  are  in- 
volved. 

Diagnosis  of  barbiturate  poisoning.  Thus  far 
there  have  been  no  extensive  clinical  studies  of  the 
use  of  picrotoxin  as  an  analeptic  for  depressants 
other  than  barbiturates.  Pharmacologic  evidence 
indicates  that  it  may  be  of  value  in  poisoning  from 
chloral  hydrate  and  paraldehyde,  and  Wood15  re- 
ported its  use  as  an  antagonist  for  avertin  and  vola- 
tile anesthetics.  But,  on  the  other  hand,  there  is 
definite  evidence  that  picrotoxin  is  definitely  dan- 
gerous in  morphine  poisoning.8  Therefore,  before 
using  picrotoxin  it  is  very  important  that  the  de- 
pressant responsible  for  the  coma  be  known. 

Evidence  of  barbiturate  poisoning  can  be  based 
on  information  from  friends  or  relatives  of  the  pa- 
tient, if  they  can  be  trusted,  or  from  the  presence 
of  empty  containers  in  the  clothing  or  near  the 
patient.  The  most  conclusive  evidence  is,  however, 
the  presence  of  barbiturate  in  the  blood,  urine  or 
stomach  washings  of  the  patient.  One  of  the  simplest 
chemical  tests  available  for  this  purpose  is  one  de- 
vised by  Koppanyi  et  al.16  With  a knowledge  that 
the  poison  is  one  of  the  barbiturates  the  physician 
can  proceed  to  use  picrotoxin  with  considerably 
more  confidence. 

Symptoms  of  barbiturate  poisoning.  The  general 
picture  seen  in  barbiturate  poisoning  shows  the  pa- 
tient in  deep  coma;  there  is  flaccid  paralysis  of  the 
extremities,  absence  of  such  reflexes  as  the  biceps, 
triceps  and  patellar  reflexes;  there  is  a sluggish  re- 
action of  the  pupil  to  light,  sluggish  corneal  reflex, 
and  nystagmus  and  hippus  may  be  present.  In 
severe  cases,  however,  the  depression  may  be  so 
great  that  these  symptoms  may  be  absent.  The 
blood  pressure  is  low.  The  systolic  pressure  may 
reach  70  to  80,  the  pulse  is  thin  and  rapid,  reaching 

15.  Wood,  P.  M. : Denarcotization  or  Resuscitation  of 
Anesthetized  Patients.  Anesth.  & Analg.,  14:234-238,  Sept.- 
Oct.,  1935. 

16.  Koppanyi,  T.,  Dille,  J.  M.,  Murphy,  W.  S.  and  Krop, 
S. : Contributions  to  Methods  of  Barbital  Research.  ,T.  A. 
Ph.  A„  23:1074-1079,  1934. 
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Amount 

Total  amt. 

Barbiturate 

taken 

Treatment  other 

of  picro- 

Authors 

(if  known) 

than  picrotoxin 

toxin, 

grams 

Symptoms 

mgm. 

Result 

1.  Amytal 

0.4 

Unconscious 

Emetic 

1.3 

Recovery 

Arnett,18  1933 

Roused  by  vigorous 

Mag.  sulph. 

shaking 
B.  P.  90 
Pulse  120 

Ephedrine 

2.  Phenobarbital 

5.0 

Temp.  99.2 

167 

Recovery  of  con- 

Murphy  et  al ,ls> 

Pulse  120 

sciousness  but 

1937 

B.  P.  100/60 

ultimate  broncho- 

Resp.  24 

pneumonia 

3.  Amytal 

3.8 

B.  P.  70/50 

24 

Uneventful 

Murphy  et  al, 

Pulse  130 
Resp.  shallow 

recovery 

1937 

4.  Amytal 

1.2 

Deep  stupor 

Usual  supportive 

131 

Uneventful 

Cohen  and 

luminal 

4.0 

Marked  surgical  an- 

measures 

recovery 

Kohn,20  1937 

esthesia 

Strychnine 

(convulsions  but  no 

decrease  in 
narcosis) 

5.  Amytal 

3.0 

B.  P.  80/65 

Gastric  lavage 

64 

Broncho-pneumonia 

Kline,  Bigg 

Temp.  97.5 

5%  dextrose  X vein 

with  eventual 

and  Whitney,'-’1 

Pulse  72 

15%  CO, 

recovery 

1937 

6.  Sodium  amytal 

1.6 

Pulse  92 

Caffeine  Sod. 

24 

Uneventful 

Bleckwenn  and 

B.  P.  78/58 

Benzoate 

recovery 

Masten,17 

1938 

7.  Sodium  amytal 

5.0 

Pulse  120 

Oxygen 

669 

Death 

Bleckwenn  and 

Sodium 

1.16 

B.  P.  78/56 

Caffeine 

Masten,  1938 

pentobarbital 

Coramine 

Intravenous  sucrose 

8.  Sodium  amytal 

B.  P.  80/60 

68 

Uneventful 

Bleckwenn  and 

Pulse  104 

recovery 

Masten,  1938 

9.  Sodium  amytal 

10. 

Pulse  144 

Oxygen 

148 

Recovery 

Bleckwenn  and 

Resp.  20 

Subcutaneous 

Masten,  1938 

Temp.  102.4  F. 

fluids 

Metrazol 

Caffeine 

10.  Sodium  amytal 

5.2 

Deep  coma 

Gastric  lavage 

60 

Lobar  pneumonia 

Bleckwenn  and 

Phenobarbital 

0.4 

Thin  rapid  pulse 

Caffeine 

cystitis 

Masten,  1938 

Shallow  resp. 

Eventual  recovery 

1 1 . Sodium  amytal 

8. 

Unconscious 

Gastric  lavage 

30 

Uneventful  recovery 

Bleckwenn  and 

Resp.  slow,  shallow 

Art.  resp. 

Masten,  1938 

Rapid  pulse 

Oxygen 

Coramine 

Ephedrine 

Enema 

Dextrose  X vein 

12.  Phenobarbital 

Comatose 

Apomorphine 

671 

Lung  abscess 

Kohn  et  al,21 

Cyanotic 

Dextrose  X vein 

Otherwise  normal 

1938 

Temp.  98.6 

Caffeine 

recovery 

Pulse  132 

Coramine 

120/75 

Strychnine 
Oxygen — CO, 

13.  Barbital 

Deep  coma 

60 

Death  about  30 

Kohn  et  al,22 

Cyanosis 
B.  P.  100/60 

hours  after  taking 

1938 

14.  Acetyl  salicylic 

B.  P.  130/90 

Gastric  lavage 

21 

Uneventful 

Kohn  et  al, 

acid 

1.3 

Pulse  80 

Ephedrine 

recovery 

1938 

Codeine 

0.015 

Resp.  12 

Strychnine 

Antipyrine 

0.3 

Temp.  102.8 

Coramine 

Nembutal  Iff 

, , / if////////  Dextrose  X vein 

Artificial  respiration 

IS.  Barbital 

6.5 

Temp.  98 

Gastric  lavage 

228 

Uneventful 

Kohn  et  al, 

Phenobarbital 

0.6 

Pulse  78 

Caffeine 

recovery 

1938 

B.  P.  130/90 

Strychnine 

Resp.  20 

Atropine 

Table  1.  Summary  of  cases  appearing  in  Literature  of  Barbiturate 

Poisoning, 

in  which  Picrotoxin 

was  used  as  an 

antidote. 

17.  Bleckwenn,  W.  J.  and  Masten,  M.  G. : Antidotal 
Treatment  of  Barbiturate  Intoxication.  J.A.M.A.,  111:504- 
507,  Aug.  6,  1938. 

18.  Arnett,  J.  H. : Ephedrine  and  Picrotoxin  Used  Suc- 
cessfully in  Amytal  Poisoning.  J.A.M.A.,  100:1593,  May  20, 
1933. 

19.  Murphy.  W.  S..  Connerty,  H.  V.,  Connally,  A.  J.  and 
Koppanyi,  T. : Barbiturate  Poisoning  Treated  with  Picro- 
toxin. J.  Lab.  & Clin.  Med.,  22:350-356,  Jan.,  1937. 


20.  Cohen,  S.  J.  and  Kohn,  R. : Use  of  Picrotoxin  as 
Antidote  for  Luminal  Poisoning.  J.  Pharmacol.  & Exper. 
Therap.,  60:102-103,  June,  1937. 

21.  Kline,  E.  M.,  Bigg,  E.  and  Whitney,  H.  A.  K. : Picro- 
toxin in  Treatment  of  Barbiturate  Poisoning.  J.A.M.A., 
109:328-330,  July  31,  1937. 

22.  Kohn,  R.,  Platt,  S.  S.  and  Saltman,  S.  Y. : Picrotoxin- 
Barbiturate  Antagonism.  J.  A.  M.  A.,  111:387-390,  July  30, 
1938. 


March,  1939 


PREGNANCY  INFECTIONS — WATKINS  AND  BLATCHFORD 


83 


120  or  130.  The  temperature  may  be  elevated  but 
this  is  not  always  the  case.  Respiration  is  slow  and 
shallow.  In  severe  cases  there  may  be  cyanosis. 

Manner  oj  using  picrotoxin.  Picrotoxin  is  gener- 
ally regarded  as  a dangerous  drug.  Its  dose  is  0.5  to 
2 mgm.  and  it  has  a very  narrow  margin  of  safety 
when  used  alone.  However,  pharmacologic  experi- 
ments and  clinical  evidence  indicate  that  in  the 
case  of  barbiturate  poisoning  much  higher  doses 
may  be  used.  It  must,  however,  be  administered  by 
divided  doses  of  3 to  10  mgm.  and  the  total  amount 
administered  should  depend  upon  the  response  of 
the  patient.  At  all  times  an  overdose  of  the  picro- 
toxin should  be  avoided,  for  an  attack  of  convul- 
sions is  followed  by  greater  depression. 

A review  of  the  cases  of  the  accompanying  table  1 
shows  that  the  picrotoxin  was  usually  administered 
intravenously  during  the  first  part  of  the  treatment 
at  intervals  of  twenty  minutes  to  an  hour  until 
there  was  improvement  as  noted  by  an  increase  in 
respiration  and  a rise  in  blood  pressure,  or  until 
slight  twitches  appear  in  the  facial  muscles.  Fre- 
quent injections  of  small  amounts  of  3 to  10  mgm. 
give  a much  better  control  of  the  effects  of  the 
drug  and  allow  the  administration  of  a total  quan- 
tity just  sufficient  for  the  needs  of  the  individual 
case.  It  must  be  remembered,  however,  that  picro- 
toxin is  detoxicated  by  the  body  quite  rapidly  and 
so,  in  order  to  be  effective,  the  amount  in  the  body 
must  be  maintained.  As  the  treatment  progresses 
the  drug  may  be  administered  intramuscularly. 

Other  measures.  Various  measures  besides  picro- 
toxin have  been  used  to  treat  barbiturate  poisoning. 
These  can  be  briefly  summarized  as  follows: 

Gastric  lavage.  This  should  always  be  performed  for 
the  purpose  of  removing  any  of  the  unabsorbed  poison. 
Analysis  of  the  stomach  contents  for  barbiturates  may  also 
be  necessary  to  complete  the  diagnosis.  Apomorphine,  a cen- 
trally-acting emetic,  has  been  used  but  its  value  is  ques- 
tionable, if  the  depression  is  very  far  advanced. 

Other  stimulants.  In  addition  to  picrotoxin,  the  following 
stimulants  were  used  in  the  cases  which  have  been  reported 
in  the  literature:  ephedrine,  strychnine,  caffeine  sodium  ben- 
zoate, coramine,  metrazol  and  atropine.  Ephedrine  is  of 
some  value  in  raising  the  blood  pressure  but  in  large  doses 
may  cause  cardiac  irregularity.  Coramine  and  metrazol 
are  principally  cortical  stimulants.  Metrazol  appears  to  be 
more  effective  than  coramine.  Reports  of  the  use  of  metra- 
zol in  several  cases  indicate  that  it  has  a rapid  action, 
producing  striking  recovery  of  consciousness.  It  is  most  ef- 
fective, however,  if  the  amount  of  barbiturate  taken  is  not 
excessive.  Strychnine  is  of  little  value.  In  one  case  this  drug 
was  given  to  the  point  of  convulsions  without  producing 
recovery.  Caffeine  appears  to  be  only  moderately  effective. 

Parenteral  fluids.  The  administration  of  dextrose  solutions 
intravenously  has  been  the  principal  measure  of  this  sort. 
Its  use  prevents  the  development  of  acidosis.  Sucrose  solu- 
tions may  also  be  given  intravenously.  These  measures 


maintain  adequate  kidney  function  which  is  important  in  the 
elimination  of  those  barbiturates  which  are  excreted. 

Oxygen-Carbon  dioxide.  These  gases  are  used  when  failure 
of  respiration  seems  imminent.  The  severe  depression  pro- 
duces cerebral  anemia  and  anoxia.  The  administration  of 
these  gases  tends  to  increase  the  oxygen  available  to  these 
cells.  Bleckwenn  and  Masten17  attribute  the  fatal  outcome 
of  one  of  their  cases  to  a disturbance  of  cellular  metabolism 
which  leads  to  edema  with  the  resulting  anoxia  which  leads 
to  death.  Administration  of  oxygen-carbon  dioxide  is  in- 
tended to  counteract  this  condition.  Artificial  respiration  is 
also  resorted  to  if  respiration  fails. 

COMPLICATIONS 

The  most  serious  complication  to  the  complete 
recovery  from  barbiturate  poisoning  is  lung  or 
respiratory  involvements.  In  the  fifteen  cases  re- 
viewed this  was  the  most  common  complication. 
This  is  thought  to  be  due  to  a direct  damage  to 
the  capillaries  of  the  lungs  by  toxic  doses  of  the 
barbiturate,  which  makes  the  patient  susceptible  to 
these  involvements.  Where  they  do  not  occur,  re- 
covery is  quite  rapid. 

SUMMARY 

Pharmacologically,  picrotoxin  is  almost  a pure 
medullary  stimulant  which  makes  it  of  special  value 
in  the  treatment  of  poisoning  from  barbiturates, 
where  death  results  from  the  depression  of  the 
medullary  centers.  Clinical  reports  seem  to  indi- 
cate its  usefulness  under  practical  conditions.  It 
should,  however,  be  used  subject  to  certain  restric- 
tions. First,  there  should  be  a definite  diagnosis 
of  barbiturate  poisoning;  second,  it  should  be  used 
only  where  the  degree  of  poisoning  is  severe;  third, 
it  should  be  given  in  divided  doses  governing  the 
rate  of  administration  and  the  amount  by  the 
needs  of  the  patient;  fourth,  other  measures  such 
as  gastric  lavage,  oxygen  and  parenteral  fluids 
should  be  carried  out. 


PRONTYLIN  AND  PRONTOSIL 

THEIR  USE  IN  INFECTIOUS  COMPLICATIONS 
OF  PREGNANCY* 

Raymond  E.  Watkins,  M.D. 
and 

R.  C.  Blatchford,  M.D. 

PORTLAND,  ORE. 

During  the  past  two  years  an  everincreasing 
volume  of  reported  clinical  and  laboratory  studies 
has  developed  widespread  acknowledgment  of  the 
use  of  para-amino-benzine-sulphonamide  and  its  de- 
rivatives in  the  treatment  of  various  types  of  speci- 
fic infections.  Outstanding,  perhaps,  was  its  orig- 
inal use  in  the  infectious  complications  of  preg- 

*From  Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Oregon  Medical  School. 
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nancy,  particularly  those  resulting  from  an  invasion 
of  the  beta-hemolytic  streptococcus.  The  early  re- 
ports of  Colebrook  and  Kenny,1  in  which  they 
reported  an  80  per  cent  reduction  in  mortality  in 
this  type  of  case  by  the  use  of  this  drug,  aroused 
great  interest  and  anticipation  in  investigator  and 
clinician  alike.  Subsequent  reports  have  supported 
its  value  and  the  prognosis  in  these  infections,  while 
still  grave,  has  been  improved  somewhat  by  the  use 
of  this  drug,  given  in  adequate  dosage  under  super- 
vision. 

During  the  past  eighteen  months  we  have  had 
the  opportunity  to  use  prontylin  and  prontosil 
(Winthrop)  in  ten  severely  infected  patients  who 
have  come  under  our  care  at  the  Multnomah  Hos- 
pital. Of  these  ten  patients,  six  showed  postpartum 
infections  and  four  postabortal.  Of  the  six  post- 
partum infections,  three  had  apparently  normal 
hospital  deliveries.  These  three,  however,  developed 
septic  temperatures  on  the  first,  second  and  sixth 
postpartum  days  respectively.  All  had  positive  hem- 
olytic streptococcal  vaginal  cultures  with  negative 
blood  cultures.  In  each  prontylin  therapy  was  start- 
ed immediately  following  the  cultural  reports  and 
was  followed  by  recession  of  the  fever  within  two 
to  four  days  and  general  symptomatic  improve- 
ment. 

The  other  three  cases  had  complicated  deliveries, 
one  being  a postcesarean  staphylococcal  wound  in- 
fection; another  was  a prolonged  home  delivery 
with  questionable  care;  and  the  third  was  an  obese 
uncontrolled  diabetic  who  delivered  a twelve  and 
a half  pound  child,  following  a difficult  forceps  ex- 
traction with  bilateral  cleidotomy.  These  three  had 
persistently  negative  vaginal  and  blood  cultures. 
The  first  two  made  prolonged  recoveries  without 
any  definite  beneficial  effect  from  therapy.  The  dia- 
betic seemed  to  be  improving  but  she  was  removed 
from  the  hospital  by  anxious  relatives  after  two 
days  of  prontylin  therapy,  and  was  readmitted 
four  days  later  in  a hopeless  condition  and  later 
expired. 

The  four  postabortal  cases  were  also  checked 
with  vaginal  and  blood  cultures,  and  only  one 
blood  culture  was  found  positive.  This  case,  how- 
ever, made  a dramatic  recovery.  Her  fever  dropped 
from  its  three  day  level  of  105°  to  106.4°  to  normal 
about  eighteen  hours  after  prontylin  was  begun, 
and  remained  down  with  only  mild  exacerbations 
thereafter.  The  other  three  had  prolonged  courses, 

1.  Colebrook,  L.  and  Kenny,  M. : Treatment  with  Pronto- 
sil  of  Puerperal  Infections  Due  to  Hemolytic  Streptococci. 
Lancet  2:1323-1326,  Dec.  5,  1936. 


one  ending  in  very  slow  resolution  of  her  pelvic  in- 
duration; a second  improved  following  colpotomy; 
and  the  third  expired  on  her  thirtieth  postabortal 
day  with  bronchopneumonia,  multiple  lung  ab- 
scesses and  pleurisy  with  effusion.  The  pelvis  in 
this  case  was  found  entirely  healed  at  postmortem, 
the  only  organism  found  being  a gram-negative 
coccus  which  was  recovered  from  the  lesions  in  the 
lungs. 

During  the  treatment  of  these  patients  we  have 
attempted  to  give  the  highest  recommended  safe 
dosage  but  this  has  varied  somewhat  throughout 
the  series.  Following  the  recent  work  of  Osgood  and 
Brownlee,2  we  are  now  using  large  initial  doses, 
followed  by  small  frequent  maintenance  doses,  con- 
tinued over  a longer  period  of  time.  This  refers  to 
a dosage  of  approximately  six  grams  of  the  drug 
daily  for  three  days,  then  three  grams  daily  for 
from  one  to  three  weeks.  Multiple  small  trans- 
fusions given  simultaneously  seem  to  be  of  definite 
value  in  maintaining  and  rebuilding  the  patient’s 
resistance.  None  of  the  reported  toxic  effects  were 
noted  from  the  use  of  the  drug. 

From  these  few  cases  we  have  come  to  feel  that 
this  drug  is  of  definite  value  in  infected  obstetric 
cases,  where  the  organism  can  be  shown  to  be  a 
streptococcus.  Where  other  organisms  are  found  to 
be  the  offenders,  little  benefit  is  expected.  How- 
ever, we  have  established  a routine  with  cases  in 
whom,  from  signs  and  symptoms,  a pelvic  infection 
is  suspected.  Blood  and  vaginal  cultures  are  taken 
at  once,  to  be  repeated  in  forty-eight  hours,  if  they 
show  no  streptococci.  Simultaneously  prontylin  and 
prontosil  are  started,  to  be  maintained  four  days, 
then  discontinued  if  cultures  are  negative:  but 
maintained  if  streptococci  are  recovered.  By  this 
we  hope  to  start  early  adequate  medication  with- 
out prolonging  its  use  in  cases  where  beneficial  re- 
sults cannot  be  anticipated. 

SUMMARY 

A review  is  presented  of  ten  cases  of  infectious 
complications  of  pregnancy,  treated  with  prontylin 
and  prontosil.f 

The  prompt  recognition  of  the  nature  of  hem- 
olytic streptococcal  infections,  plus  the  adequate 
administration  of  this  specific  chemotherapeutic 
agent,  should  lessen  the  danger  inherent  in  this 
type  of  infection. 

2.  Osgood,  E.  E.  and  Brownlee,  I.  E. : Culture  of  Human 
Marrow.  Studies  on  the  Mode  of  Action  of  Sulphanilamide. 
J.  A.  M.  A.,  110:349-356,  Jan.  29,  1938. 

tDrugs  furnished  through  the  courtesy  of  the  Winthrop 
Chemical  Company. 
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COMMON  INJURIES  INVOLVING  THE 
KNEE  JOINT* 

Louis  H.  Edmunds,  M.D. 

SEATTLE,  WASH. 

The  knee  joint  is  not  only  the  largest  joint  in  the 
body  but  it  is  one  of  the  strongest  as  well.  It  de- 
pends for  its  great  strength  on  the  ligaments  and  to 
a lesser  extent  on  the  muscles  which  act  upon  it. 
However,  despite  the  great  strength  of  its  support- 
ing structures,  the  knee  is  very  frequently  injured, 
for  it  bears  the  brunt  of  forces  acting  on  the  whole 
low'er  extremity,  and  is,  therefore,  subject  to  fre- 
quent and  severe  trauma.  For  a better  understand- 
ing of  these  factors,  let  us  review  briefly  the  anat- 
omy of  the  knee  (figs,  la,  lb). 

The  joint  is  surrounded  by  a firm  fibrous  tissue 
capsule.  This  capsule  is  very  strong  anteriorly, 
being  strengthened  by  the  quadriceps  tendon,  the 
patella  and  the  patellar  tendon,  but  it  is  weaker 
posteriorly.  This  posterior  weakness  leads  some- 
times to  a condition  known  as  posterior  herniation 
of  the  knee  joint,  which  may  produce  symptoms 
similar  to  an  internal  derangement  of  the  knee.1 
On  either  side  of  the  joint  the  capsule  is  markedly 
thickened  and  hypertrophied,  and  reinforced  to 


form  the  internal  and  external  lateral  ligaments.  In 
addition  there  are  situated  within  the  joint  two 
very  strong  and  powerful  ligaments:  the  anterior 
cruciate  ligament,  which  runs  from  in  front  of  the 
tibial  spine  upward,  backward,  and  outward  to  be 
inserted  on  the  lateral  femoral  condyle  in  the  inter- 
condylar notch;  and  the  posterior  cruciate  which 
runs  from  the  posterior  margin  of  the  tibia  upward, 
forward  and  inward  to  be  inserted  on  the  medial 


femoral  condyle  in  the  intercondylar  notch.  Also 
within  the  joint  are  the  two  semilunar  cartilages; 
these  are  on  either  side,  attached  to  the  tibia,  and 
serve  to  increase  the  natural  concavity  of  the  upper 
surface  of  the  tibia  for  the  reception  of  the  femoral 
condyle.  These  cartilages  are  attached  to  the  tibia 
by  means  of  the  coronary  ligaments  which  extend 
from  the  periphery  of  the  cartilage  to  the  margin 
of  the  tibia. 

This  discussion  will  deal  only  with  the  common 
injuries  involving  the  soft  tissues  of  the  knee  joint. 
Fractures  will  not  be  dealt  with.  By  far  the  majority 
of  these  soft  tissue  injuries  involve  the  semilunar 
cartilage,  either  alone  or  in  association  with  injuries 
to  the  ligaments.  Platt2,  in  268  operations  on  the 
knee  joint,  found  the  semilunar  cartilages  involved 
in  232.  Likewise  Dickson3  found  that  of  241  cases 
of  derangement  of  the  knee  214  were  due  to  car- 
tilage injuries.  The  internal  cartilage  is  involved 
far  more  frequently  than  the  external,  the  relative 
incidence  being  given  by  various  authors  as  any- 
where between  eight  to  one  and  fifteen  to  one.  The 
reason  for  this  great  difference  is  largely  anatomic. 
First,  the  internal  cartilage  is  intimately  connected 
with  the  internal  lateral  ligament;  therefore,  a 
strain  of  this  ligament  will  fre- 
quently produce  a tear  in  the  car- 
tilage; second,  the  coronary  liga- 
ments are  much  longer  on  the 
lateral  side  than  on  the  medial 
side;  the  external  cartilage  there- 
fore has  greater  freedom  of  move- 
ment and  hence  can  adapt  itself 
to  changing  conditions  better  than 
the  internal;  third,  the  mechanism 
by  which  an  injury  to  the  carti- 
lage is  produced  occurs  far  more 
frequently  for  the  medial  than  for 
the  lateral  side. 

INJURY  TO  THE  SEMILUNAR 
CARTILAGES 

In  discussing  cartilage  injuries,  only  the  mech- 
anism and  symptoms  of  an  injury  to  the  internal 
cartilage  will  be  taken  up.  However,  it  is  well  to 
remember  that  the  external  cartilage  can  be  in- 
jured also,  although  with  relative  infrequency.  The 
mechanism  for  the  production  of  this  injury  is  just 
the  reverse  of  that  which  produces  an  internal  car- 
tilage injury,  and  the  symptoms  are  similar  to  those 
of  an  internal  cartilage  injury  except  that  they  are 
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Fig.  la,  lb.  Anatomy  of  knee  joint,  (a)  Viewed  through  usual  incision  for 
removal  of  internal  semilunar  cartilage,  (b)  Showing  ligaments  and  cartilages 
and  their  attachments. 


•Read  before  a meeting  of  Yakima  County  Medical  So- 
ciety, Yakima,  Wash.,  May  9,  1938. 

1.  Haggart,  G.  E. : Posterior  Hernia  of  Knee  Joint ; 
Cause  of  Internal  Derangement  of  Knee.  J.  Bone  & Joint 
Surg.,  20:363-373,  April,  1938. 


2.  Platt,  H. : Lesions  of  Semilunar  Cartilages  of  Knee 
Joint.  Acta  Chir.  Scandinav.,  67:654-665,  1930.  (Quoted  in 
Mercer's  Orthopedic  Surgery,  p.  670,  1936.) 

3.  Dickson,  F.  D. : Injuries  of  Knee  Joint.  J.  A.  M.  A 
110:122-127,  Jan.  8,  1938. 
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referred  to  the  outer  side  of  the  joint  instead  of 
the  inner  side.  Campbell,4  however,  has  noted  that 
there  is  usually  greater  flexion  of  the  knee  in  de- 
rangement of  the  external  cartilage  than  in  dis- 
placement of  the  internal,  and  that  the  pain,  al- 
though usually  greater,  is  also  more  indefinite  and 
may  be  referred  to  the  posterior  middle  and  anterior 
region  of  the  external  half  of  the  joint. 

What,  then,  is  the  mechanism  by  which  an  in- 
jury to  the  internal  semilunar  cartilage  occurs? 
Bristow5  has  shown  that  the  primary  lesion  occurs 
when  the  knee  is  flexed,  bearing  weight,  and  there 
is  internal  rotation  of  the  femur  on  the  tibia  which 
is  fixed  by  the  foot  being  on  the  ground  or  floor. 
While  it  is  possible  for  a cartilage  to  be  injured 
when  all  three  of  these  conditions  do  not  obtain, 
i.  e.,  flexion,  weight-bearing  and  rotation,  neverthe- 
less this  is  the  usual  mechanism  for  the  production 
of  these  injuries,  and  when  the  cartilage  is  injured 
this  triad  will  usually  be  found  to  have  obtained 
in  all  except  an  extremely  rare  instance. 

The  diagnosis  of  a cartilage  injury  is  not  difficult 
in  the  typical  case.  There  is  the  story  of  a definite 
injury  followed  by  pain  and  inability  to  extend  the 
joint  completely.  The  patient  may  tell  you  that  he 
“felt  something  slip  or  give  way  in  the  joint.”  What 
is  even  more  significant  than  this  history  of  locking 
is  the  history  of  unlocking.  He  may  then  tell  you 
that  he  had  to  sit  down,  and  when  he  or  someone 
else  worked,  twisted  or  extended  his  leg,  he  felt 
something  slip  again,  and  this  was  followed  by  im- 
mediate relief  of  pain  with  ability  to  straighten  his 
leg  out.  The  next  morning  the  knee  may  have  been 
stiff  and  sore  and  the  joint  distended  with  fluid,  and 
in  these  cases  there  is  usually  tenderness  at  the 
anteromedial  margin  of  the  tibia. 

Such  a history  is  diagnostic  in  itself  and  can 
hardly  be  missed.  However,  in  the  author’s  experi- 
ence, the  typical  case,  as  described,  is  not  the  usual 
one.  Many  times  there  is  no  history  of  locking,  but 
one  of  injury  with  pain,  particularly  at  a certain 
point  in  extension,  followed  by  swelling,  soreness 
and  tenderness  over  the  anteromedial  margin  of  the 
tibia.  The  cartilage  is  torn  but  does  not  slip  into 
the  interior  of  the  joint,  where  it  blocks  extension. 
At  times  the  symptoms  are  very  indefinite  indeed. 
A man,  as  he  steps  down  out  of  his  car  or  off  the 
curb  or  from  a similar  slight  elevation,  gets  a sharp 
twinge  of  pain  on  the  medial  side  of  the  knee.  The 
pain  is  not  severe;  he  doesn’t  fall;  and  as  he 
straightens  his  knee  and  rubs  it  for  a minute  the 

4.  Campbell,  W.  C. : Internal  Derangement  of  Knee. 

Surg.,  Gynec.  & Obst.,  52:568-572,  Peb.  (No.  2A),  1931. 

5.  Bristow,  W.  R.  Internal  Derangement  of  Knee  Joint. 

J.  Bone  & Joint  Surg.,  17:605-626,  July,  1935. 


pain  is  gone  and  he  continues  on  his  way  and  prob- 
ably forgets  the  incident.  But  a few  days  later  the 
same  thing  happens  again,  the  pain  may  be  some- 
what more  severe  than  it  was  at  first,  and  the  fol- 
lowing morning  the  joint  is  a little  stiff  and  some- 
what distended  with  fluid.  These  symptoms  increase 
in  severity  until  typical  cartilage  symptoms  ap- 
pear, with  or  without  locking. 

What  happens  in  this  kind  of  case  is  that  the 
cartilage  is  caught  between  the  condyles,  which 
causes  the  first  momentary  sharp  twinge  of  pain. 
It  is  bruised,  but  immediately  it  slips  from  between 
the  condyles  and  a tear  is  not  produced.  The  next 
time,  however,  a slight  tear  may  be  produced,  and 
at  each  subsequent  catch  the  tear  is  enlarged  until 
definite  cartilage  symptoms  appear.  Of  great  aid 
in  the  diagnosis  of  the  chronic  case  is  a feeling  of 
insecurity  on  the  part  of  the  patient  in  regard  to  his 
knee.  He  is  afraid  to  trust  it,  afraid  of  the  slightest 
twist  or  turn,  and  is  constantly  on  guard  to  pro- 
tect it  at  all  times.  In  obscure  cases,  where  the 
diagnosis  may  be  difficult,  a sign  described  by 
Finochietto6  and  others,  and  sometimes  called  “the 
jump  sign,”  has  been  found  valuable.  It  is  per- 
formed as  follows:  The  knee  joint  is  fully  flexed. 
Abduction  of  the  leg  and  lateral  rotation  of  the  foot 
will  bring  to  bear  on  the  cartilage  a strain  similar 
to  that  found  in  the  ordinary  lesion.  In  this  posi- 
tion the  knee  is  slowly  extended.  If  the  sign  is  posi- 
tive, there  will  be  a distinct  slip  associated  with  a 
stab  of  pain  as  the  femur  passes  over  the  injured 
part  of  the  cartilage.  Sometimes  this  can  be  heard 
distinctly  with  the  aid  of  a stethoscope  placed  over 
the  joint  medial  to  the  patella. 

If,  after  an  initial  displacement  of  the  cartilage, 
the  treatment  is  inadequate,  recurrences  are  the 
rule.  Usually  the  symptoms  at  the  time  of  a recur- 
rence are  similar  to  those  at  the  initial  injury,  ex- 
cept that  they  are  less  severe.  However,  they  may 
possibly  be  more  severe  with  each  succeeding  dis- 
placement, this  indicating  that  the  cartilage  itself 
is  being  further  torn.  If  recurrences  are  frequent, 
the  repeated  trauma  may  produce  a chronic  inflam- 
matory condition  in  the  joint,  with  hypertrophy  of 
the  synovial  membranes,  the  production  of  villae 
and  chronic  distension  with  fluid,  leading  to  laxity 
of  the  ligaments,  atrophy  of  the  quadriceps  and 
continuous  soreness  with  serious  disability.  Need- 
less to  say,  such  a condition  should  never  be  al- 
lowed to  develop,  for  it  can  be  prevented  by  proper 
treatment,  this  treatment  being  removal  of  the 
cartilage. 

6.  Finochietto,  R. : Semilunar  Cartilages  of  Knee ; 

“Jump  Sign.’’  J.  Bone  & Joint  Surg.,  17:916-921,  Oct., 
1935. 
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The  treatment  of  an  injury  to  the  cartilage  re- 
solves itself  into  treatment  of  the  initial  injury 
and  treatment  of  recurrences.  If  blocking  is  still 
present  after  the  initial  injury,  of  course,  it  should 
be  reduced  immediately.  This  can  usually  be  ac- 
complished without  an  anesthetic  by  placing  the 
knee  in  maximum  flexion  and  marked  abduction, 
and  while  maintaining  abduction  suddenly  and  for- 
cibly extending  the  joint.  If  reduction  cannot  be 
accomplished,  then  immediate  operative  removal 
of  the  cartilage  is  indicated.  However,  in  those 
cases  in  which  persistent  locking  does  not  occur 
I think  conservative  treatment  is  indicated.  This 
consists  of  a plaster  cast  with  the  knee  in  exten- 
sion for  three  to  four  weeks,  followed  by  exercises 
to  strengthen  the  quadriceps  which  nearly  always 
atrophies  rather  rapidly  after  a cartilage  injury. 
The  inner  border  of  the  shoe  should  be  raised  one- 
fourth  inch  also  to  relieve  the  strain  of  the  medial 
side  of  the  knee  joint. 

Some  men  claim  that  a definite  cartilage  injury 
should  always  be  treated  surgically,  but  it  is  known 
that  a certain  percentage  will  get  along  satisfactori- 
ly, following  the  initial  injury,  by  conservative  treat- 
ment. In  this  connection,  King,7  Bristow5  and 
others  have  shown  that  a tear  in  the  cartilage  itself 
will  never  heal,  whereas  a tear  limited  to  the  coro- 
nary ligaments,  in  which  the  cartilage  is  torn  from 
its  periphery,  will  heal  readily  with  a few  weeks’ 
immobilization.  It  is  impossible  to  tell,  however,  at 
the  time  of  the  initial  injury  whether  the  injury  is 
in  the  cartilage  itself  or  in  its  ligamentous  attach- 
ment. It  is  felt  that  all  primary  injuries  are  en- 
titled to  an  initial  period  of  conservative  treatment, 
and  if  this  conservative  treatment  fails  and  a sec- 
ond displacement  of  the  cartilage  occurs,  then  the 
indications  are  very  definite  for  operative  removal 
of  the  cartilage.  Surgical  treatment,  if  properly 
performed  at  this  time,  should  give  a normally  func- 
tioning knee  joint. 

I am  frequently  asked,  “What  kind  of  knee 
will  I have  after  the  cartilage  is  removed?”  The 
answer  to  that  depends  largely  upon  what  kind  of 
knee  we  are  dealing  with  before  operation.  If  the 
torn  cartilage  is  the  only  pathologic  change  in  the 
knee,  then  we  can  expect  a normally  functioning 
knee  after  operation.  Cartilage  injuries  are  frequent 
in  athletes.  Many  have  had  their  cartilages  re- 
moved at  the  peak  of  their  career  and  have  con- 
tinued to  take  part  in  such  strenuous  sports  as  foot- 
ball, baseball,  skiing,  etc.,  with  no  noticeable  loss 
in  effectiveness.  They  must  have  good  function  of 


7.  King,  D. : Function  of  Semilunar  Cartilages.  J.  Bone 
& Joint  Surg.,  18:1069-1076,  Oct.,  1936. 


the  knee  in  order  to  be  able  to  do  that.  However, 
we  see  a great  many  knees  in  which  operative  treat- 
ment has  been  delayed  too  long  for  a normal  knee 
joint  to  obtain.  If  chronic  inflammatory  changes 
such  as  synovial  thickening,  hypertrophied  villae, 
stretching  of  the  ligaments,  quadriceps  atrophy,  and 
other  conditions  have  developed  before  operation, 
the  operation,  while  still  definitely  indicated  to  re- 
move the  cause  of  the  pathology,  cannot  be  ex- 
pected to  effect  a miracle  and  restore  a normal  joint. 

Several  other  lesions  may  simulate  a cartilage  in- 
jury, and  sometimes  it  may  be  difficult  to  differen- 
tiate between  them.  These  are  loose  bodies  in  the 
joint,  hypertrophy  of  the  infrapatellar  fat  pad, 
which  may  become  pinched  between  the  condyles, 
synovial  fringes  and  hypertrophied  villae.  With 
loose  bodies,  however,  the  locking  of  the  knee  is 
usually  only  momentary  and  is  not  produced  by 
any  special  movement;  also  the  pain  is  not  usually 
located  only  in  one  place  but  may  shift  about.  A 
roentgenogram  will,  show  up  most  loose  bodies. 

Hypertrophy  of  the  fat  pad  does  not  cause  true 
locking,  although  pain  and  difficulty  may  be  expe- 
rienced on  full  extension  of  the  leg.  Tenderness  can 
usually  be  elicited  by  pressing  on  the  pad.  Synovial 
fringes  and  hypertrophic  villae  may  cause  a sudden 
catch  of  the  joint,  which  immediately  passes  off. 
Effusion  may  follow,  but  not  to  the  same  extent 
as  with  cartilage  injury.  Pain  and  effusion  are  apt 
to  come  on  after  exercise,  without  any  definite 
injury.  There  is  usually  tenderness  on  either  side 
of  the  patellar  ligament,  but  there  is  no  tenderness 
in  the  anteromedial  margin  of  the  tibia,  as  is 
characteristic  of  medial  cartilage  injury.  However, 
in  all  of  these  conditions  the  treatment  is  operative 
removal  of  the  mechanical  obstruction  in  the  joint. 
It  does  not  make  a great  deal  of  difference,  if  the 
exact  diagnosis  is  not  made,  as  long  as  we  realize 
that  there  is  a mechanical  derangement  and  oper- 
ative treatment  is  necessary  to  correct  it.  This  point 
should  constantly  be  borne  in  mind,  that  the  earlier 
the  operation  is  done  the  more  normal  will  the  knee 
joint  be  after  operation. 

There  are  a few  points  in  the  surgical  technic  of 
cartilage  removal  which  should  be  emphasized: 

1.  I think  it  always  advisable  to  use  a tourni- 
quet. This  lessens  the  hemorrhage  into  the  joint  and 
lessens  the  postoperative  reaction. 

2.  Rigid  asepsis  is  of  paramount  importance.  It 
has  not  been  my  misfortune  to  get  a knee  joint 
infection  from  a clean  operation,  but  I have  seen 
one  or  two  cases  of  others,  and  these  are  terrible 
things  indeed.  I know  that  it  may  happen  to  me  at 
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any  time,  but  by  the  most  careful  attention  to 
every  detail  of  asepsis  I think  the  chances  are  great- 
ly lessened. 

3.  Of  the  many  incisions  that  are  used,  I prefer 
the  Jones  incision  which  is  an  oblique  incision  from 
the  medial  border  of  the  lower  end  of  the  patella 
downward  and  outward  to  the  medial  condyle  of  the 
tibia  (fig.  2). 

4.  This  incision  should  not  be  extended  too  far 
downward  or  outward  or  one  will  be  in  danger  of 
severing  the  patellar  branch  of  the  internal  saphe- 
nous nerve. 

5.  In  removing  the  cartilage,  do  not  injure  the  an- 
terior cruciate  or  the  internal  lateral  ligament. 

6.  Remove  all  the  cartilage  possible.  If  we  do  not 
do  this,  we  may  miss  a tear  in  the  posterior  part  of 
the  cartilage,  and  hence  will  not  correct  the  condi- 
tion for  which  we  operate.  I do  not  think  that  it  is 
necessary  to  make  a separate  incision  in  order  to 


Fig.  2.  Several  satisfactory  incisions  are  used  for  re- 
moval of  the  medial  cartilage  ; the  above  is  most  popular. 


remove  the  whole  cartilage,  but  I feel  that  all  the 
cartilage  that  it  is  possible  to  obtain  through  the 
anterior  incision  should  be  removed. 

7.  Do  not  remove  the  tourniquet  until  a compres- 
sion bandage  has  been  applied  to  the  knee.  This  is 
to  lessen  the  hemorrhage  into  the  joint. 

INJURY  TO  THE  CRUCIATE  LIGAMENTS 

Fortunately  this  is  a rare  injury.  It  can  only 
happen  with  severe  trauma.  The  cruciate  ligaments 
are  strong  and  powerful,  and  they  are  well  pro- 
tected in  the  center  of  the  joint.  The  anterior  may 
be  injured  by  any  force  which  pushes  the  tibia  for- 
ward on  the  femur  when  the  knee  is  extended.  The 


posterior  is  likewise  injured  by  any  force  which 
pushes  the  flexed  tibia  backward  on  the  femur.  The 
cruciates  may  be  injured  by  the  same  mechanism 
by  which  a cartilage  injury  is  produced,  if  the  force 
continues  to  act,  resulting  in  first  a rupture  of  the 
lateral  ligament,  then  a tear  in  the  cartilage,  and 
finally  a rupture  of  the  cruciate  ligament. 

I recall  such  a case  that  I saw  recently,  where 
the  cartilage  had  blocked  the  joint  and  full  exten- 
sion could  not  be  obtained.  In  fact,  it  was  not 
recognized  that  the  cruciate  ligament  was  ruptured 
until  the  joint  was  opened,  the  offending  cartilage 
removed,  and  the  rupture  of  the  cruciate  ligament 
could  be  seen.  It  is  thus  evident  that  the  cruciate 
ligaments  alone  are  seldom  injured,  but  they  are 
associated  with  lateral  ligament  injury  and  fre- 
quently the  cartilage  as  well. 

When  a patient  is  first  seen  with  an  acute  knee 
injury,  the  pain  and  tenderness  may  be  so  severe 
that  a satisfactory  examination  cannot  be  made.  I 
do  not  hesitate  to  give  these  patients  a general 
anesthetic  in  order  to  make  the  examination.  The 
treatment  depends  on  the  diagnosis,  and  if  we  are 
to  make  a correct  diagnosis,  we  must  be  able  to 
make  a thorough  and  complete  examination.  With 
the  proper  examination,  the  diagnosis  of  a cruciate 
ligament  injury  is  not  difficult.  The  anterior  liga- 
ment is  taut  when  the  knee  is  in  extension,  and  the 
posterior  when  the  knee  is  in  flexion.  If,  when  the 
knee  is  in  full  extension,  the  tibia  can  be  made  to 
glide  forward  on  the  femur  the  anterior  ligament 
must  be  torn;  and  likewise  if,  when  the  knee  is 
flexed,  the  tibia  can  be  made  to  slide  backward  on 
the  femur  the  posterior  cruciate  is  ruptured.  The 
well  leg  should  always  be  used  for  comparison. 

The  treatment  for  acute  cruciate  ligament  rup- 
ture is  immediate,  prolonged  and  uninterrupted  im- 
mobilization. This  is  best  accomplished  by  a plas- 
ter cast.  The  joint  is  generally  markedly  distended 
with  either  blood  or  serum  which  should  be  as- 
pirated first.  The  cast  is  then  applied  tightly  in  20 
to  30  degrees  flexion,  for  in  this  position  both  cru- 
ciate and  lateral  ligaments  are  relaxed.  The  cast 
should  also  be  applied  with  the  knee  in  either  ad- 
duction or  abduction,  depending  on  whether  the 
internal  or  the  external  lateral  ligament  is  also 
torn.  Ligaments  heal  only  after  prolonged  immo- 
bilization, and  if  we  are  to  avoid  an  unstable  or  flail 
joint,  this  must  be  insisted  on.  The  length  of  im- 
mobilization should  be  from  three  to  four  months, 
depending  on  the  severity  of  the  initial  injury. 

After  the  cast  is  removed,  active  and  passive  mo- 
tion is  started,  gently  at  first  and  gradually  increas- 


March,  1939 


KNEE  JOINT  INJURIES EDMUNDS 


89 


Figs.  3a,  3b.  Complete  dislocation  of  knee  joint.  Two 
views  before  reduction. 

ing.  Weight-bearing  should  not  be  allowed  for  an- 
other month.  When  it  is  started,  the  knee  should 
be  supported  by  a cage  brace  which  protects  the  lat- 
eral ligament.  The  thought  of  such  prolonged  im- 
mobilization, causing  quadriceps  atrophy,  joint  ad- 
hesions, stiffness,  etc.,  should  not  stampede  us  into 
allowing  motion  earlier.  Quadriceps  atrophy  can  be 
overcome  by  electrical  stimulation  and  massage,  and 
no  stiffness  will  result  that  will  not  be  overcome 
by  a few  weeks  of  active  motion.  In  any  event  it  is 
much  better  to  have  a knee  that  is  stiff  from  ad- 
hesions than  a flail  knee  from  ligament  rupture. 

I do  not  feel  that  the  operative  suturing  of  a 
ruptured  cruciate  ligament  is  ever  primarily  indi- 
cated. These  operations  have  not  worked  out  so 
satisfactorily  in  the  past.  If  the  conservative  treat- 
ment as  outlined  is  rigorously  adhered  to,  it  will 
be  found  that  the  indications  for  operative  recon- 
struction of  these  ligaments  are  very  seldom  found. 
In  most  cases  a good  serviceable  knee  will  obtain 
without  reconstruction.  Figures  3a  and  3b  show  the 
roentgenogram  of  a complete  dislocation  of  the  knee 
in  a girl  fourteen  years  of  age.  Not  only  was  the 
anterior  cruciate  ruptured  but  the  internal  lateral 
ligament  as  well.  This  dislocation  was  reduced  im- 
mediately (figs.  4a,  4b).  The  patient  remained  in 
plaster  four  months  and  then  was  protected  by  a 
knee  cage  brace  for  three  months  more.  At  this 
writing,  which  is  nine  months  after  injury,  she  has 
a stable,  painless  knee,  with  a full  range  of  motion. 
She  is  wearing  no  support  and  is  doing  all  of  the 
things  she  did  before  injury.  It  is  true  that  there 
is  some  persistent  atrophy  of  the  quadriceps,  but 
this  is  decreasing  all  the  time. 


Figs.  4a,  4b.  Same  as  Figure  3 after  reduction. 

However,  most  of  the  cases  that  we  see  are  not 
primary  injuries  but  are  seen  weeks  or  months  after 
the  initial  injury.  No  amount  of  immobilization  will 
at  this  time  produce  healing.  We  then  have  to  con- 
sider surgical  reconstruction  of  these  ligaments 
Grovess  developed  an  operation,  in  which  he  used 
fascia  lata  for  repair  of  the  anterior  ligament, 
and  the  tendons  of  the  semitendinosus  and  gracilis 
for  repair  of  the  posterior  cruciate.  These  operations 
have  been  modified  by  many  others  and  used  with 
varying  success.  However,  more  recently  Dickson 
and  Lawrence8 9  and  others  have  shown  that,  if  the 
lateral  ligaments  are  strong,  it  is  unnecessary  to 
repair  the  cruciate  ligaments;  that  a strong  stable 
knee  will  result,  if  the  lateral  ligaments  are  intact. 
They,  therefore,  have  discarded  operation  for  re- 
construction of  the  cruciate  ligaments  in  favor  of 
the  much  simpler  operation,  easier  to  do  and  for 
this  reason  in  the  end  more  satisfactory,  reconstruc- 
tion of  the  lateral  ligaments  by  the  use  of  fascia 
lata. 

INJURIES  TO  THE  LATERAL  LIGAMENT 

We  have  previously  discussed  how  this  injury  is 
frequently  associated  with  an  injury  to  the  cartilage. 
However,  the  ligaments  may  be  and  frequently  are 
injured  alone.  With  the  knee  in  either  extension  or 
flexion,  if  it  be  forcibly  abducted  or  adducted  be- 
yond its  normal  limits,  the  internal  or  external  lat- 
eral ligament  respectively  will  be  injured.  Of  course, 
the  degree  of  injury  depends  on  the  acting  force, 
varying  from  a mild  strain  to  a complete  rupture. 

8.  Groves,  E.  W.  H. : Operation  for  Repair  of  Crucial 
Ligaments.  Lancet,  2:674,  Nov.  3,  1917. 

9.  Dickson,  J.  A.  and  Lawrence,  J.  C. : Use  of  Fascia 
Lata  in  Repair  of  Ligaments  of  Knee.  S.  Clin.  North 
America,  17:1481-1485,  Oct.,  1937. 
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There  are  the  usual  signs  of  joint  injury.  There  will 
probably  be  effusion  into  the  joint,  which  may  be 
bloody;  pain,  stiffness,  soreness  and  tenderness  at 
the  tibial  or  femoral  attachment  of  the  ligament,  de- 
pending on  where  the  fibers  are  ruptured.  In  addi- 
tion, there  is  abnormal  lateral  mobility  of  the  knee 
in  abduction,  if  the  medial  ligament  is  torn  and  in 
adduction  if  the  lateral  ligament  is  torn. 

The  treatment  depends  on  the  severity  of  the  in- 
jury. Mild  strains  may  be  treated  by  rest  and  hot 
applications,  with  a pressure  bandage  until  the 
effusion  and  joint  irritation  have  subsided,  then 
adhesive  strapping  so  criss-crossed  as  to  support  the 
injured  ligament,  and  elevation  of  border  of  shoe 
on  affected  side  (figs.  5a,  5b).  This  is  all  that  is 
necessary.  More  severe  cases,  if  effusion  is  great, 
and  particularly  where  the  effusion  is  blood,  should 
be  aspirated,  then  given  complete  rest,  local  heat 
and  pressure  bandage  until  acute  symptoms  have 
subsided,  usually  in  seven  to  fourteen  days.  This 
is  followed  by  a tight-fitting  plaster  cast,  with  little 
padding,  from  the  gluteal  fold  to  the  ankle,  applied 
with  the  knee  abducted  or  adducted,  depending  on 
the  ligament  injured,  and  with  the  inner  border  of 
the  shoe  raised  on  the  affected  side.  Weight-bear- 
ing can  then  be  started.  Moderately  severe  cases 
should  be  immobilized  for  three  or  four  weeks,  more 
severe  cases,  and  particularly  sprain  fracture,  for 
six  to  eight  weeks.  After  this  period  the  ligament 
should  be  healed,  and  while  the  shoe  elevation 
should  still  be  maintained  for  protection,  I think 
that  active  exercise  is  then  indicated  to  overcome 
the  natural  atrophy  of  disuse.  Further  use  of  ad- 
hesive strapping,  elastic  bandages,  etc.,  is  definite- 
ly not  indicated  as  they  promote  further  disuse 
atrophy.  If  the  tear  or  rupture  of  the  lateral  liga- 
ment is  complete,  the  ligament  must  be  reconstruct- 
ed. As  mentioned  previously,  this  can  be  done  with 
the  use  of  fascia  lata,  with  almost  uniform  success. 

TRAUMATIC  DISLOCATION  OF  THE  PATELLA 

This  occurs  usually  in  young  females  and  may  be 
the  result  of  direct  injury  or  sudden  forceful  con- 
traction of  the  quadriceps  with  the  knee  flexed. 
A knock-knee  deformity  or  a long  loose  ligamentum 
patellae  predisposes  to  such  an  injury.  This  con- 
dition may  be  difficult  to  differentiate  from  a semi- 
lunar cartilage  injury,  for  spontaneous  reduction 
usually  occurs  before  the  physician  sees  the  patient. 

There  is  the  history  of  an  acute  injury  associated 
with  pain  and  a feeling  that  something  has  slipped 
or  given  way  in  the  knee.  The  patient  usually  falls, 
and  then  as  he  rubs  his  knee  and  attempts  to 
straighten  it  something  seems  to  slip  again,  as  spon- 


taneous reduction  occurs,  and  immediately  the  pain 
disappears.  This  is  followed  by  stiffness,  soreness 
and  effusion  into  the  joint.  It  can  be  seen  how 
closely  this  simulates  a cartilage  injury.  However, 
on  careful  questioning  of  the  patient  he  will  tell 
you  that  there  was  an  obvious  deformity  of  the 
knee.  It  looked  out  of  place.  This  never  happens 
with  a cartilage  injury.  Second,  the  patella  always 


Figs.  5a,  5b.  Method  of  strapping  for  internal  lateral 
ligament  injury,  (a)  Strapping  partially  applied.  Note  hom 
straps  are  criss  crossed  so  as  to  give  positive  support  to 
ligament,  (b)  Strapping  completed. 

slips  to  the  lateral  side,  and  in  order  for  this  to 
happen  there  must  be  some  tearing  of  the  cap- 
sule medial  to  the  patella.  There  is  then  tenderness, 
extravasation  of  blood,  and  at  times  a hematoma 
over  the  joint  capsule  medial  to  the  patella.  The 
correct  diagnosis  can  usually  be  made  from  these 
diagnostic  points. 

The  treatment  of  an  acute  dislocation  of  the 
patella  is  immobilization.  We  use  rest  in  bed,  heat 
locally,  and  a compression  bandage  until  effusion 
has  subsided,  and  then  a walking  plaster  cast  for 
four  weeks.  We  have  not  found  braces  satisfactory. 
Some  cases,  however,  will  develop  a chronic  recur- 
ring dislocation  of  the  patella,  and  these  should  be 
operated  upon.  Many  different  operations  have  been 
proposed  for  this  condition.  The  one  we  have  used 
and  found  satisfactory  was  developed  by  Wagner.10 
It  consists  of  moving  the  attachment  of  the  patel- 
lar tendon  to  the  tibial  tubercle  about  an  inch  medi- 
ally and  at  the  same  time  taking  a V-shaped  section 
out  of  the  capsule  medial  to  the  patella  and  trans- 
ferring it  over  to  the  lateral  side,  thus  tightening 
up  the  capsule  medial  to  the  patella  (fig.  6). 

CONCLUSIONS 

There  are  several  points  that  I wish  to  reempha- 
size. 

1.  Roentgenograms  should  always  be  taken.  They 

10.  Wagner,  L.  C. : Plastic  Operation  for  Relief  of  Re- 
current Slippings  and  Dislocation  of  Patella.  J.  Bone  & 
Joint  Surg.,  14:332-334.  April,  1932. 
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Fig.  6,  a,  b,  c,  d.  Operation  for  recurrent  dislocation  of 
patella,  (a)  Incision,  (b)  Dissection  of  patellar  tendon  and 
flap  joint  capsule,  (c)  Transference  of  patellar  tendon 
medially,  (d)  Patellar  tendon  and  flap  from  capsule  re- 
sutured in  new  position. 

will  be  negative  in  the  conditions  which  I have  dis- 
cussed, but  they  rule  out  associated  fractures  and 
joint  mice,  which  cannot  always  be  ruled  out  other- 
wise. 

2.  When  there  is  mechanical  interference  with 
joint  action  from  whatever  cause,  do  not  put  off 
operation  until  chronic  inflammatory  changes  have 
developed  in  the  joint. 

3.  After  any  injury  where  the  joint  is  acutely 
irritated  as  evidenced  by  effusion,  pain,  swelling, 
limitation  of  motion  and  muscle  spasm,  the  treat- 
ment is  rest  until  these  symptoms  have  subsided. 
We  so  often  see  a simple  knee  injury  result  in  a 
chronic  disabling  condition  requiring  operative 
treatment  because  this  was  not  adhered  to  in  the 
beginning.  The  joint  is  continually  irritated  by  un- 
protected weight-bearing,  and  a chronic  effusion 
persists,  with  resultant  chronic  inflammatory 
changes  in  the  joint. 

4.  Following  ligament  injury  and  a proper  period 
of  immobilization  for  the  ligament  to  heal,  massage 
and  active  exercise  are  indicated  to  overcome  na- 
tural atrophy  of  disuse  of  both  muscles  and  liga- 
ments. 
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The  subject  of  varicose  veins  and  varicose  ulcers 
has  been  constantly  before  the  medical  fraternity 
for  hundreds  of  years.  Large  foul  smelling  ulcers 
on  the  lower  legs  were  an  all  too  common  sight. 
These  people  were  very  often  forced  to  lead  a much 
circumscribed  life  or  else  they  were  subjected  to 
certain  mutilating  and  often  unsuccessful  opera- 
tions. However,  the  injection  treatment  is  not  near- 
ly as  modern  as  some  of  us  are  apt  to  think.  As 
early  as  1851  Charles  Gabriel  Pravas,  who  was  a 
French  physician  living  in  Lyons,  1791-1853,  in- 
vented a syringe  so  that  he  might  inject  ferric 
chloride  into  aneurysms. 

The  vein  structure  resembles  that  of  arteries 
but,  due  to  the  fact  that  they  are  subjected  to 
comparatively  low  pressures,  the  vein  media  are 
poorly  supplied  with  muscular  and  elastic  tissue. 
While  they  do  not  have  any  marked  elasticity, 
veins  are  still  capable  of  considerable  relaxation 
and  contraction. 

♦From  the  Surgical  Department  of  University  of  Ore- 
gon Medical  School. 

♦Read  before  a Meeting  of  Polk-Yamhill-Marion  Medi- 
cal Society,  Salem,  Ore.,  January  10,  1939. 
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The  veins  of  the  extremities  are  supplied  with 
bicuspid  valves.  The  blood  can  flow  past  these  to 
the  heart  but  cannot  flow  away  from  the  heart 
when  the  valves  are  working  normally. 

There  are  two  kinds  of  veins  in  the  extremities. 
A superficial  set  lies  outside  the  deep  fascia.  These 
are  not  associated  with  arteries.  However,  there  is 
a deep  set  which  may  accompany  the  arteries  or 
they  may  ramify  among  the  muscles.  The  super- 
ficial set  is  connected  with  the  deep  set  by  a vari- 
able number  of  communicating  vessels  which  pass 
through  the  muscle  aponeurosis.  The  valves  permit 
multiple  alternation  routes.  The  valves  of  the 
communicating  vessels  in  the  leg  permit  a flow  of 
blood  from  within  outward  below  the  ankle,  and 
from  without  inward  in  the  calf.  In  all  these  veins 
the  through  trunks  are  supplied  with  valves  per- 
mitting blood  to  flow  only  toward  the  heart  and 
there  is  always  a valve  near  the  mouth  of  each  en- 
tering branch. 

As  to  the  circulation,  it  is  easy  for  us  to  forget 
that  there  are  only  three  factors  which  help  to 
make  the  circulation  in  the  veins.  They  are:  (1) 
the  respiration  and  the  suction  action  of  the  heart 
beat,  (2)  the  force  from  the  capillary  bed,  (3) 
external  pressure  made  upon  them  by  the  action 
of  muscles.  One  has  only  to  consider  for  a moment 
to  realize  that  the  third  factor  is  the  most  bene- 
ficial one  as  far  as  veins  of  the  extremities  are  con- 
cerned. The  second  factor,  that  is,  the  force  from 
the  capillary  bed,  is  the  next  most  powerful  force, 
while  heart  suction  and  respiration  play  a very 
low  role  in  circulation  of  the  blood  in  the  veins 
of  the  extremities. 

The  above  facts  are  definitely  valuable  when 
one  is  considering  varicose  veins.  The  deep  veins 
practically  never  become  over  distended  and  vari- 
cosities are  extremely  rare.  This  is  mainly  because 
of  their  deep  lying  position  in  the  muscles. 

ETIOLOGY  OF  VARICOSE  VEINS 

The  superficial  veins,  conversely,  lying  between 
the  skin  and  the  muscle  aponeurosis,  may  readily 
become  distended  and  varicose.  The  superficial  set 
often  becomes  permanently  crippled  and,  unless 
some  measure  is  used  to  cope  with  them,  we  have 
painful  legs  and  foul  smelling  ulcers. 

Other  etiologic  factors  are,  of  course,  back  pres- 
sure from  intraabdominal  veins  due  to  tumors, 
pregnancy,  etc.  Varicosities  are  apt  to  develop  in 
early  adult  life  as  this  is  the  time  the  individual  is 
placed  under  the  most  stress.  The  man  is  doing  his 
hardest  work  and  the  woman  is  going  through  her 
pregnancies.  Certain  people  seem  to  have  an  in- 
herent tendency  toward  developing  varicosities. 


Then,  too,  men  and  women,  who  are  forced  to 
stand  long  hours  on  their  feet  often  on  cold  floors 
or  ground  and  quite  often  doing  very  hard  manual 
labor,  are  very  prone  to  develop  tortuous  veins. 

PATHOLOGY 

As  the  venous  pressures  in  the  veins  increase, 
they  go  through  several  processes.  First,  the  veins 
hypertrophy  and  then  they  dilate  and  elongate.  As 
they  elongate  the  next  step  is  for  the  walls  to  give 
way  and  sacculation  occurs,  and  one  sees  the  twist- 
ing corkscrew  type  of  veins  often  extending  from 
the  groin  down.  As  the  process  develops,  there  is  a 
slowing  down  of  the  blood  stream  until  stagnation 
occurs  and  this  extends  into  the  smaller  veins. 
These  small  veins,  lying  superficially  in  the  subcu- 
taneous tissues  and  cutaneous  tissues,  directly  af- 
fect the  nutrition  of  the  parts  drained  by  them.  The 
skin  of  the  thigh  never  presents  an  appearance  of 
malnutrition  but  the  skin  below  the  knee  does  and 
especially  low  down  on  the  front  and  inner  side. 
Here  one  sees  the  pigmentation,  the  “spider  bursts” 
eczema,  and  then  of  course  the  large,  foul  smelling 
ulcers.  Again,  the  white  scars  of  healed  ulcers  are 
there,  warning  us  of  the  necessity  to  improve  this 
circulation. 

SYMPTOMATOLOGY  AND  CLINICAL  COURSE 

The  clinical  course  of  varicose  veins  when  viewed 
over  a period  of  time  is  progressively  downward. 
First,  we  have  malnutrition  developing,  pigmenta- 
tion, eczema  and  then  ulceration  following  in  their 
footsteps.  The  leg  may  be  bumped  while  at  work 
with  an  ulcer  developing,  nor  need  the  contusion 
be  severe.  Often  the  injury  is  very  minor.  Never- 
theless the  ulcer  is  started  and  almost  overnight  it 
becomes  quite  large  and  incampacitating.  Once  an 
ulcer  has  occurred,  it  is  a real  problem  to  cure  it 
permanently.  You  are  all  familiar  with  the  fact  it 
will  readily  heal  while  in  bed  but  is  very  prone  to 
recur  when  the  patient  is  up  and  around.  The  size 
of  the  ulcer  has  little  bearing  on  the  grief  it  may 
produce.  The  small  ulcer  often  is  more  painful 
than  the  large  and  quite  as  difficult  to  heal. 

DIAGNOSIS 

Diagnosis  of  varicose  veins  as  a rule  is  easy.  It 
requires  only  a glance  in  the  majority  of  instances. 
However,  there  are  many  pitfalls  and  every  patient 
should  have  his  clothes  removed  to  his  hips.  It  is 
much  better  to  have  the  patient  stand  on  a plat- 
form or  a table.  Then  a thorough  study  should  be 
made  of  the  varicosities  of  the  lower  extremities 
and  to  see  if  there  is  an  involvement  extending 
above  the  knee.  The  great  saphenous  (internal), 
or  commonly  called  the  saphena  magna,  which 
drains  the  inner,  anterior  (front)  and  much  of  the 
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back  of  the  thigh  and  calf  is  the  most  common  one 
to  be  affected.  The  lesser,  or  external  saphenous 
drains  the  outer  and  posterior  sides  of  the  calf  and 
ankle  and  empties  into  the  popliteal.  It  is  the  next 
most  common  one  affected.  At  a glance  the  nutri- 
tion of  the  skin  can  be  observed.  Old  scars,  pig- 
mentation, eczema,  telltales  of  poor  circulation,  are 
all  there.  Then  the  more  recent  ulcerations  or  the 
early  indurated,  reddened  areas  can  easily  be  seen. 

In  differential  diagnosis  one  must  consider  con- 
genital arteriovenous  anastomosis.  They  occur  as  a 
rule  much  earlier  in  life  than  varicose  veins.  They 
should  be  considered  when  dealing  with  young 
people  with  large  veins  in  unusual  locations  or 
those  with  chronic  leg  ulcers.  The  affected  leg  is 
usually  larger  and  warmer  than  the  other.  Com- 
parative study  of  the  venous  blood  from  each  limb 
will  reveal  the  arterial  blood  from  the  affected  vein. 
Muscle  herniation  must  also  be  considered. 

Ulcers  of  syphilitic  origin  are  often  seen  either 
singly  or  multiple  on  the  lower  leg.  They  are 
often  punched  out,  often  situated  higher  on  the 
median  side  than  varicose  ulcers.  Blood  tests  or 
spinal  test  will  prove  these  along  with  their  appear- 
ance. The  gummatous  syphilide  is  the  forerunner 
of  these  ulcers.  Gummas  form  in  the  subcutaneous 
tissues.  They  break  down  and  round  punched  out 
ulcers  are  formed.  The  absence  of  any  varicose 
veins  of  traumatic  nature  first  calls  attention  to  the 
true  nature  of  these  lesions.  They  are  often  abun- 
dant and  can  hardly  be  confused.  When  there  are 
only  one  or  two  they  may  be  confused  with  pyo- 
genic infections. 

Mycotic  ulcers  may  develop  upon  the  extremi- 
ties as  well  as  any  place  else  in  the  body.  They  are 
extremely  rare.  They  usually  follow  a break  in  the 
skin  in  the  presence  of  infection.  They  are  as  a 
rule  secondary  to  bone  and  joint  lesions.  Sulphydryl 
treatment  (amino-acid  cystein)  of  ulcers  is  fairly 
new.  It  is  supposed  to  stimulate  the  formation  of 
granulation  tissue  and  clearing  up  of  infection. 

Diabetic  ulcers  may  be  seen  on  the  lower  leg 
but  usually  are  on  the  foot. 

Tuberculous  ulcer  must  be  thought  of.  It  is  a low 
grade  lesion,  often  with  tuberculosis  elsewhere  in 
the  body.  Tuberculous  lesions  are  secondary  to 
bone  and  joint  lesions.  Lupus  vulgaris  practically 
is  never  seen  on  the  extremities. 

Ulcers  from  sensitivity  to  bromides  and  iodides 
are  common.  They  produce  large  hypertrophic  ul- 
cers, easily  cured  when  the  cause  is  recognized. 

TREATMENT 

Treatment  of  varicose  superficial  veins  depends 
first  of  all  on  the  competency  of  the  deep  veins.  If 


they  are  not  competent,  one  cannot  with  safety 
destroy  the  superficial  set.  How  do  we  test  the  deep 
circulation?  First  of  all,  perhaps,  the  easiest  way 
is  to  wrap  an  elastic  ace  bandage  around  the  lower 
leg  from  the  ankle  to  the  knee,  and  allow  the 
patient  to  walk  about  for  two  hours  or  a week,  if 
you  so  desire. 

The  next  most  valuable  is  undoubtedly  the  Tren- 
delenburg test.  It  is  useful  in  determining  the  com- 
petency or  incompetency  of  the  saphenous  valves 
and  the  efficiency  of  the  communication  valves. 
After  the  veins  are  emptied  by  elevating  the  leg, 
preferably  with  the  patient  lying  down,  a tourni- 
quet is  applied.  The  patient  then  stands.  If  the 
veins  remain  collapsed  until  the  tourniquet  is  re- 
moved and  then  fill  suddenly,  the  test  is  positive. 
This  means  that  the  femorosaphenous  valves  are 
incompetent  and  the  blood  is  coming  from  the  deep 
circulation  through  incompetent  communication 
valves  of  the  communicating  veins. 

Perthes  test  is  done  by  placing  a tourniquet 
about  the  saphenous  trunk  in  the  thigh.  The  patient 
then  walks  about.  If  the  vein  collapses,  the  deep 
veins  are  thought  patent.  If  they  do  not  collapse 
and  exercise  produces  pain,  the  deep  circulation  is 
then  thought  incompetent.  No  further  thought 
would  then  be  given  for  abolishing  the  superficial 
set. 

Another  contraindication  to  injection  has  been 
considered  that  an  existing  thrombophlebitis  pre- 
cludes treatment.  This  is  wrong.  Unless  the  phle- 
bitis is  generalized  and  the  whole  extremity  is  in- 
volved and  the  patient  has  fever  and  malaise,  cer- 
tainly treatment  by  injection  can  be  made.  How- 
ever, one  must  use  a very  small  dose  to  begin  with. 

Each  case  is  a problem  in  itself  and  should  be 
handled  as  such.  Our  procedure  in  the  Varicose 
Veins  Clinic  at  the  Medical  School  is  to  have  the 
patient  stand  on  a low  stool  with  the  clothes 
elevated  well  up  to  the  groin.  When  we  see  people 
with  long,  tortuous  twisting  saphenous  veins  ex- 
tending well  above  the  knee,  we  segregate  them 
at  once.  They  are  informed  that  it  is  necessary  to 
ligate  one  or  both  sides  in  order  to  affect  a perma- 
nent cure. 

It  is  well  to  remember  that  ligation  alone  will 
bring  about  approximately  a 20  per  cent  cure 
without  further  treatment.  It  is  my  feeling  from 
my  personal  experience  that  20  per  cent  is  a low 
estimate.  I have  time  and  again  been  surprised 
after  ligation  to  find  my  problem  solved.  Needless 
to  say,  there  remain  from  60  to  80  per  cent  who 
will  need  further  treatment  by  way  of  injections  to 
complete  a permanent  cure.  The  results  with  liga- 
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tion  plus  injections  will  be  about  90  per  cent  suc- 
cessful. 

When  ligation  is  employed,  we  believe  it  is  well 
to  ligate  under  local  anesthesia  high  in  the  groin 
just  below  poupart  ligament,  where  the  saphenous 
enters  the  deep  femoral  vein.  We  transfix  with 
No.  1 chromic,  then  a tie  of  No.  1 chromic  on 
each  side  and  the  vein  is  severed  between  the 
ligatures.  If  it  is  not  cut,  it  will  often  recanalize. 
It  is  our  custom  before  ligation  to  have  the  patient 
stand  and  mark  the  site  of  the  vein  with  gentian 
violet  as  this  helps  tremendously  in  locating  it  at 
the  operation. 

For  those  individuals  who  have  only  varicosities 
below  the  knees  we  simply  precede  with  the  injec- 
tion treatment  which  you  know  so  well.  This  treat- 
ment is  simple,  safe  and  causes  the  least  amount 
of  inconvenience  to  the  patient.  The  solution  of 
choice  should  probably  be  numbered  among  a few. 
We  like  sodium  morrhuate  (5  per  cent),  quinine 
hydrochloride  and  urethane,  invert  sugar  50-75  per 
cent.  Sodium  chloride  (15-30  per  cent)  is  useful 
but  may  produce  severe  cramping  pains. 

The  patient  stands  on  a low  stool.  The  solution 
one  desires  to  use  should  be  drawn  up  in  a 2 cc. 
or  5 cc.  syringe,  unless  one  is  using  sodium  chloride 
when  a larger  syringe  is  necessary.  The  plunger 
of  the  syringe  should  fit  snugly  and  a very  fine 
needle,  about  25  or  26  gauge,  and  about  one  inch  in 
length,  is  all  that  is  necessary.  A small  initial  dose 
should  be  used,  as  a few  individuals  are  allergic  to 
sodium  morrhuate  and  quinine.  I have  had  two 
patients  in  the  past  who  have  had  a marked  pul- 
monary edema  with  the  use  of  quinine.  Others 
have  had  similar  experiences  with  sodium  morr- 
huate. The  bevel  of  the  needle  should  be  pointed 
downward,  as  this  will  lessen  the  chances  of  spill- 
ing into  the  tissues.  One  should  make  sure  by  a 
free  flow  of  blood  into  the  syringe  that  the  needle 
is  well  within  the  vein  before  injection  is  made. 
The  usual  dose  for  sodium  morrhuate  is  2-5  cc., 
quinine  1-2  cc.,  invert  sugar  about  2-10  cc. 

Sodium  morrhuate  seems  to  produce  less  pain, 
less  cramping,  and  gives  just  as  good  results  as  the 
others.  There  is  also  less  chance  of  slough. 

COMPLICATIONS 

Allergic  reactions  may  occur  but  are  infrequent. 
Pulmonary  infarction  has  occurred  but  we  have 
not  seen  a case  to  my  knowledge  with  from  1500 
to  2000  visits  a year.  It  usually  occurs,  according 
to  Smith* 1,  from  the  fifth  to  twentieth  day  after 
injection.  Needless  to  say,  the  patient  should  be 

1.  Smith,  F.  L. : Pitfalls  in  Treatment  of  Varicose  Veins. 
J.  Iowa  M.  Soc.,  June,  1938. 
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hospitalized,  radiographed  and  carefully  taken 
care  of. 

Where  there  are  large  ulcers  we  attempt  to  clean 
them  up  "by  elevation  and  hot  epsom  salts  com- 
presses. It  is  very  important  that  the  infection  be 
cleaned  up  before  injections  are  started.  If  there 
are  contributing  veins,  they  are  promptly  injected. 
These  veins  often  are  about  the  edges  or  occa- 
sionally may  be  found  in  the  base  of  the  ulcer. 

The  ulcer  is  painted  with  gentian  violet,  a 
meshed  gauze  is  placed  over  it  and  sea  sponge  on 
top.  The  bandage  holds  the  sponge  snugly  in  place 
but  not  too  tightly.  They  usually  heal  promptly 
with  gratifying  results  to  the  patient  as  well  as  to 
the  doctor. 


SACRAL  FORAMINA  FINDER 

SIMPLIFYING  SACRAL  BLOCK  ANESTHESIA* 

George  R.  Marshall,  M.D. 

SEATTLE,  WASH. 

“Sacral  block  is  the  term  applied  to  the  com- 
bined procedure  of  caudal  block  and  transsacral 
block.  Caudal  block  is  accomplished  by  depositing 
the  anesthetic  solution  in  the  caudal  canal;  trans- 
sacral block  is  attained  by  depositing  the  anesthetic 
solution  in  the  posterior  sacral  foramina1”.  This 
method  of  anesthesia  was  first  advocated  by  Cathe- 
lin  in  1901  and  later  it  was  used  by  Moon2,  Mur- 
rieta3, Buie4,  Lundy5  and  others.  These  last  quoted 
authors  have  reported  sacral  block  a very  satis- 
factory type  of  anesthesia  for  operations  of  the 
lower  rectum,  perineum  and  anus. 

However,  careful  review  of  the  literature  and 
personal  communications  have  revealed  that  sacral 
block  anesthesia  is  not  generally  used  at  the  pres- 
ent time.  One  outstanding  obstacle  preventing  the 
popularity  of  sacral  block  anesthesia  has  been  the 
technical  difficulty  of  readily  and  accurately  locat- 
ing the  posterior  sacral  foramina  and  the  sacral 
hiatus.  Because  of  this  difficulty  my  interest  was 
stimulated  to  find  a better  method  of  locating  the 
foramina  and  sacral  hiatus  and  the  use  for  a sacral 
foramina  finder  was  conceived. 

* From  the  Proctologic  Department  of  King  County  Hos- 
pital. 

♦Read  before  a Meeting  of  Puget  Sound  Surgical  Society, 
Seattle,  Wash.,  Oct.  14,  1938. 
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Fig.  1.  The  sacral  foramina  finder  ; x,  posterior  superior 
spinous  process  ; a,  sacral  hiatus  ; b,  posterior  sacral  fora- 
mina. 

DESCRIPTION  OF  THE  SACRAL  FORAMINA  FINDER 

The  instrument  (fig.  1 ) consists  of  a slightly 
flexible  metal  plate  having  the  average  size  and 
shape  of  the  sacrum.  It  is  divided  into  two  seg- 
ments in  the  median  line  to  allow  lateral  spread, 
for  the  purpose  of  accommodating  sacra  of  various 
widths.  The  posterior  superior  spines  (right  and 
left)  are  indicated  on  the  instrument  as  illustrated. 
The  posterior  sacral  foramina  are  represented  as  bi- 
lateral perforations,  having  an  average  computed 
distance  from  the  posterior  superior  spines  and  the 
medial  line.  The  sacral  hiatus  is  located  on  the  in- 
strument in  the  median  line  below,  which  point 
forms  the  apex  of  an  equilateral  triangle,  whose 
base  is  formed  by  a line  between  the  two  posterior 
spines6.  The  spread  of  the  instrument  shifts  the 

6.  Haines,  W.  H.,  Mumey,  N.  and  Faber,  E.  F. : Caudal 
Anesthesia  in  Urology:  New  Method  for  Locating  Sacral 
Hiatus.  Internat.  Clinics,  2:85-94,  June,  1924. 


location  of  the  sacral  hiatus  the  distance  of  spread 
toward  the  tip  of  the  coccyx.  The  two  metal  seg- 
ments of  the  instrument  are  attached  to  a measur- 
ing rule  for  the  purpose  of  measuring  this  distance 
of  spread.  A slot  connecting  the  second  sacral 
foramina  represents  the  level  of  the  average  dural 
sac.  After  the  primary  needles  are  placed  to  the 
proper  depth  in  the  second  sacral  foramen  on  each 
side,  the  instrument  may  be  engaged  over  these 
needles  by  means  of  this  slot  and  the  remaining 
foraminal  locations  will  be  apparent. 

TECHNIC  USED 

The  patient  is  given  a preanesthetic  sedative  of 
3 grains  of  sodium  amytal  by  mouth  and  a hypo- 
dermic injection  of  morphine  sulphate  *4  grain 
and  atrophine  sulphate  1/150  grain.  These  are 
given  forty-five  minutes  before  the  sacral  anesthesia 
block.  The  patient  is  placed  face  down  on  the  oper- 
ating table  with  a pillow  under  the  lower  abdomen 
for  the  purpose  of  obtaining  a horizontal  position 
of  the  sacrum.  The  area  over  the  lumbar  and  sacral 
region  is  prepared  with  an  alcoholic  solution  of 
mercurochrome  and  the  patient  is  draped.  The  pos- 
terior superior  spines  are  located  and  marked  with 
a sterilized  indelible  pencil.  The  sacral  foramina 
finder  is  then  placed  over  the  sacrum  so  that  the 
marks  over  the  posterior  superior  spines  correspond 
with  those  on  the  instrument  (fig.  2).  While  the 
instrument  is  in  this  position  pencil  marks  are  also 
made  through  the  perforations  on  the  instrument  to 
indicate  the  skin  location  of  weals  overlying  the 
posterior  sacral  foramina  and  the  sacral  hiatus 
(figs.  3,  4). 

In  accomplishing  the  caudal  block  a 2-in.,  20  gauge 
needle  is  chosen  for  insertion  into  the  sacral  hiatus 


Fig.  2.  Placing  sacral  foramina  finder  over  posterior  superior  spinous  processes  (x). 

Fig.  3.  Pencil  markings  on  skin,  denoting  locations  of  posterior  sacral  foramina  and  sacral  hiatus. 
Fig.  4.  Skin  wealing.  Fig.  5.  Inserting  needles  into  posterior  sacral  foramina. 
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just  through  the  sacrococcygeal  ligament.  Repeated 
aspiration  with  a 20  cc.  Luer-lok  syringe  is  done 
to  ascertain  that  the  needle  is  not  in  either  the 
dural  sac  or  a vessel.  In  accomplishing  transsacral 
block,  sacral  needles  (No.  4621  N.H.)  are  used  in 
each  of  the  four  bilateral  markings.  The  bony 
surface  of  the  posterior  sacrum  is  palpated  with  the 
needle  point  so  as  to  judge  the  depth  of  insertion 
(approximately  1 cm.)  into  the  foraminal  canal. 
The  needles  are  rotated  during  aspiration  so  as  to 
aspirate  in  all  quadrants.  A 1 per  cent  solution  of 
warm  novocain  with  epinepherine  is  used  in  the  fol- 
lowing quantity:  30  cc.  of  the  solution  is  injected 
into  the  caudal  canal;  and  10  cc.,  5 cc.,  3 cc.  and  2 
cc.  are  injected  into  the  first,  second,  third  and 
fourth  posterior  sacral  foramina  respectively. 

COMMENT 

Before  the  sacral  foramina  finder  was  adopted 
for  practical  use,  it  was  tried  on  fifty  cadavers  with 
satisfactory  results.  In  all  of  these  cases,  compris- 
ing both  male  and  female,  the  sacral  hiatus  and 
posterior  sacral  foramina  were  quickly  and  easily 
located.  Up  to  the  present  time  the  instrument  has 
been  used  in  over  fifty  operations  with  gratifying 
results. 

Coincidental  with  this  work  five  hundred  meas- 
urements were  made  of  the  distance  between  the 
posterior  iliac  spines.  The  minimum  distance  noted 
was  3 inches  and  the  maximum  was  4J4  inches.  The 
average  measurement  was  3%  inches.  It  was  fur- 
ther determined  by  sacral  measurements  that  the 
increase  in  distance  between  the  posterior  superior 
spines  increased  proportionately  to  the  symmetrical 
size  of  the  sacrum.  This  was  substantiated  by  the 
fact  that  all  sacra  are  basically  isosceles  triangles, 
whose  base  is  the  distance  between  the  spines  and 
whose  apex  is  the  sacral  hiatus.  Because  of  the  skin 
markings  a single  needle  may  be  used  for  the  entire 
technic  with  excellent  results. 

SUMMARY 

, The  popularity  of  sacral  block  anesthesia  has  not 
been  widespread  because  of  the  difficulty  of  readily 
and  accurately  locating  the  posterior  sacral  for- 
amina and  the  sacral  hiatus.  The  present  paper 
gives  a description  of  an  instrument  devised  by 
the  author  for  the  purpose  of  simplifying  this 
anesthesia.  Five  hundred  sacra  were  measured  to 
obtain  the  average  distance  between  the  posterior 
iliac  spines.  The  use  of  the  sacral  foramina  finder 
in  over  fifty  operative  cases  and  fifty  cadavers, 
both  male  and  female,  is  herein  reported  as  satis- 
factory. 


BOTTLE  IN  GUT 
Joseph  O.  Rude,  M.D. 

PETERSBURG, ALASKA 
REPORT  OF  CASE 

Mr.  H.  P.,  67  years  old,  German  born  bachelor,  living 
alone  about  twelve  miles  from  this  city,  called  me  by  tele- 
phone one  day  last  spring  and  asked  me  to  come  to  his 
home  as  he  needed  help.  When  I arrived  he  informed  me 
that  on  the  day  previous  he  had  “treated  his  piles,”  using 
as  an  instrument  a glass  bottle.  He  was  a little  difficult  to 
understand,  but  he  made  me  to  realize  that  the  “treatment” 
consisted  of  inserting  the  bottle  into  the  rectum  and  then 
crushing  the  hemorrhoids  against  its  smooth  surface.  In  the 
midst  of  this  procedure  he  had  a coughing  spell  and  some- 
how the  bottle  slipped  up  into  the  bowel  and  he  was  un- 
able to  remove  it.  I found  several  improvised  instruments 
about  that  he  had  used  in  an  effort  to  remove  the  bottle 
and  the  anal  region  was  considerably  swollen  as  a conse- 
quence. 

A rectal  examination  in  my  office  removed  any  doubts 
I might  have  had  regarding  the  matter.  The  flat,  smooth 
surface  of  a large  bottle  could  be  easily  felt  just  above  the 
promontory  of  the  sacrum,  but  it  was  impossible  to  secure 
any  hold  on  it  either  with  the  fingers  or  a forceps.  The  neck 
of  the  bottle  could  be  felt  near  the  costal  margin  on  the 
right  side.  When  asked  to  pick  out  a bottle  from  my  shelves 
which  approximated  the  size  and  shape  of  the  one  he  had 
used  he  selected  one  about  the  size  of  an  eight  ounce  Certo 
bottle. 

The  man  was  admitted  to  the  hospital,  and  the  next 
day  under  local  anesthesia  the  coccyx  was  removed  in  an 
endeavor  to  enlarge  the  “pelvic  outlet”  sufficiently  to  allow 
delivery.  However,  it  was  still  impossible  to  secure  a hold 
on  the  presenting  part  and  deliver.  The  man  was  then  re- 
turned to  his  room  for  a few  hours  before  subjecting  him 
to  the  major  and  final  operation. 

In  the  afternoon  the  man  was  again  taken  to  the  operat- 
ing room  and  under  scopolomine-morphine  anesthesia,  sup- 
plemented with  a little  procaine,  a right  paramedian  inci- 
sion was  made  and  the  loop  of  bowel  showing  the  neck  of 
the  bottle  within  it  was  brought  into  the  incision.  Whether 
this  part  of  the  colon  had  swung  over  to  the  right  side 
or  whether  the  usual  migration  of  the  large  bowel  had  been 
abnormal  is  not  known.  No  effort  was  made  to  deter- 
mine this  point. 

The  part  of  the  colon  to  be  opened  was  well  packed  off 
with  saline-soaked  abdominal  packs  and  a three  inch  in- 
cision was  made  in  a longitudinal  direction.  The  bottle  was 
then  easily  grasped  with  a forceps  and  removed,  together 
with  its  foul  contents.  The  intestine  was  carefully  sponged 
off  with  saline  sponges  and  sutured  with  silk  in  the  usual 
way.  The  rest  of  the  intestinal  tract  was  not  disturbed  and 
the  sutured  loop  was  gently  placed  back  into  the  abdomen. 
A penrose  drain  was  placed  and  the  abdominal  wall  closed. 
During  the  latter  part  of  the  operation,  which  took  about 
an  hour,  a little  ether  had  to  be  used. 

The  postoperative  history  is  insignificant.  The  man  had 
very  little  trouble.  Slight  drainage  for  a few  days,  but  the 
abdominal  wound  was  healed  in  two  weeks.  The  incision 
over  the  lower  spine  sloughed,  due  to  constant  pressure  and 
irritation  but  healed  in  three  or  four  weeks  with  good  gran- 
ulations. The  patient  was  discharged  the  end  of  the  fourth 
week,  and  at  the  present  time  (four  months  later)  says  that 
he  never  felt  better.  My  souvenir  measures  seven  and  one 
sixteenth  inches  in  length  and  the  same  in  circumference. 


March,  1939 

LENTICULAR  METABOLISM  IN  RELATION 
TO  CATARACT* 

C.  A.  Veasey,  Jr.,  M.D. 

SPOKANE,  WASH. 

There  are  many  articles  appearing  in  ophthalmic 
literature  dealing  with  lenticular  metabolism,  seek- 
ing an  explanation  of  the  mechanism  of  cataract 
formation  under  certain  conditions.  This  is  an  at- 
tempt to  summarize  the  material  pertinent  to  this 
subject  for  the  year  just  past. 

Rosner  and  others* 1  have  shown  that  the  meta- 
bolic processes  in  the  cortex  and  nucleus  of  the 
lens  differ  considerably  in  degree.  In  the  prenatal 
state  lenticular  respiration  is  carried  on  by  way 
of  the  blood  stream,  the  lens  having  at  this  time  a 
blood  supply.  During  gestation  the  glutathione 
content  of  the  lens  and  the  blood  is  about  equal 
(glutathione:  a tripeptide  composed  of  3 amino 
acids,  viz.,  glycocoll,  cystine,  glutamic  acid,  having 
the  property  of  taking  up  H from  H-donors  and 
then  giving  it  up  to  reducible  substances).  After 
birth,  however,  the  tissues  of  the  lens  carry  on 
their  respiration  by  a special  chemical  mechanism 
independent  of  direct  connection  with  the  blood 
stream.  The  importance  of  glutathione  is  that  in 
its  absence  the  lenticular  tissue  is  unable  to  utilize 
oxygen.  During  the  first  four  months  of  life  there 
is  a marked  increase  in  the  glutathione  of  the  cor- 
tex, but  not  of  the  lenticular  nucleus,  demonstrat- 
ing that  the  metabolism  of  the  latter  is  much  more 
sluggish  than  that  of  the  former. 

.Animals  fed  on  an  excess  of  galactose,  or  in  a 
less  marked  degree  lactose,  develop  cataracts  and 
show  a diminished  glutathione  content  in  the  lenses, 
and  the  lenticular  opacity  appears  much  more  rap- 
idly in  young  than  in  older  animals.  It  has  also 
been  demonstrated  that  this  increase  in  galactose 
causes  a decrease  in  the  permeability  of  the  lens 
capsule  which  is  probably  one  of  the  factors  in 
the  cataract  formation.  However,  Sasaki  has  dem- 
onstrated in  galactose-fed  rats  an  increase  in  dex- 
trose in  the  aqueous  and  not  in  the  lens,  which  he 
states  leads  to  exosmosis  and  in  increased  permea- 
bility of  the  lens  capsule. 

These  cataracts,  produced  by  galactose  feeding, 
form  more  rapidly  with  a low  protein  diet  (Mit- 
chell2). They  are  not  influenced  by  alterations  of 
the  vitamin  content  of  the  diet,  but  a partial  re- 
gression occurs  when  the  diet  is  restored  to  normal. 

* Read  before  a Meeting  of  Spokane  Academy  of  Oph- 
thalmology & Otolaryngology,  Spokane,  Nov.,  1938. 

1.  Rosner,  L .,  Farmer,  C.  J.  and  Bellows,  J. : Biochem- 
istry of  the  Lens ; Studies  on  Glutathione  in  Crystalline 
Lens.  Arch.  Ophth.,  20:417-426,  Sept.,  1938. 

2.  Mitchell,  H.  S.  and  Cook.  G.  M. : Galactose  Cataract 

in  Rats.  Arch.  Ophth.,  19:22-23,  Jan.,  1938. 
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In  Rosner’s  experimental  work  he  found  that  in- 
cipient galactose  cataract  disappeared  on  a normal 
diet,  but  that  in  mature  galactose  cataract  a re- 
turn to  normal  diet  did  not  remove  the  opacity. 
However,  on  microscopic  section  new  normal  lens 
fibres  were  found  to  have  been  laid  down  in  the 
periphery  of  the  lens.  The  opacity  was  composed 
of  lens  fibres  which  had  died. 

The  oxidation-reduction  electrical  potential  of 
the  cortex  was  found  to  be  greater  than  that  of  the 
nucleus.  This  potential  is  due  to  the  ratio  of  gluta- 
thione to  the  Beta-crystalline  content  and  decreases 
with  age  and  increases  with  feeding  galactose  (crys- 
tallin:  a vitellin,  i.  e.,  a simple  protein  like  globu- 
lin, but  not  precipitated  by  sod.  chloride.  It  is  • 
found  in  the  eye  in  two  forms:  Alpha:  precipitated 
by  acetic  acid,  and  Beta:  not  so  precipitated). 
Ascorbic  acid  (which  is  synonymous  with  cevitamic 
acid  or  vitamin  C)  is  not  a factor  in  maintaining 
this  potential,  and  the  part  played  in  formation 
of  cataract  by  the  alteration  in  this  potential  is 
not  elucidated. 

There  are  several  reports  concerning  the  forma- 
tion of  cataract  after  removal  of  the  parathyroid 
glands.  The  incidence  in  parathyroidectomized  lab- 
oratory animals  varies  from  50  to  60  per  cent  and 
is  related  to  the  calcium  metabolism.  In  such  ani- 
mals, according  to  Rinaldi,3  in  the  lenses  of  the 
eyes  not  developing  cataract  the  calcium  content 
was  reduced,  while  in  the  lenses  of  the  eyes  devel- 
oping cataract  the  calcium  content  was  increased. 
The  amount  of  calcium  in  the  aqueous  and  vitreous 
was  below  normal,  and  this  was  thought  probably 
to  be  due  to  an  increased  permeability  of  the  lens 
capsule  leading  to  endosmosis.  He  also  suggests 
that  the  increase  in  the  pH  of  the  blood  and 
aqueous  may  be  a factor.  This  has  been  observed 
by  others. 

There  is  no  relation  between  the  onset  of  the 
tetany  and  the  onset  of  the  cataract,  and  the 
opacities  seldom  progress  to  maturity.  The  mechan- 
ism in  this  form  of  cataract  is  not  connected  with 
any  changes  in  the  glutathione  content.  Despite 
this,  there  was  a marked  reduction  in  respiration 
in  the  more  mature  cataracts,  although  there  was 
no  change  in  partial  cataracts.  In  the  incomplete 
cataract  there  was  a reduction  in  glycolysis,  while 
in  the  complete  cataract  glycolysis  was  entirely 
absent.  This  would  seem  to  indicate  that  lenticular 
combustion  is  not  entirely  dependent  on  the  gluta- 
thione content. 

3.  Rinaldi,  S. : Calcium  Content  of  Crystalline  Lens  in 
Experimental  Parathyroprival  Cataract.  Ann.  di  ottal.  e 
Clin,  ocul.,  65:667-683,  Sept.,  1937. 
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LoCascio4  believes  that  the  mechanism  in  tetany 
cataract  is  secondary  to  the  change  in  blood  pH 
toward  the  alkaline  side  which  leads  to  an  increased 
inhibition  of  water,  a decrease  in  calcium  which 
causes  increased  permeability  of  the  lens  capsule, 
leading  to  an  increase  in  lens  calcium,  which  in 
turn  produces  a precipitation  of  lens  proteins.  The 
observations  of  Campos  on  parathyroidectomized 
animals  demonstrate  that  an  increased  calcium 
content  in  the  testing  fluid  in  which  the  lenticular 
metabolism  is  measured  causes  a decrease  in  gly- 
colysis, and  he  believes  that  the  increased  calcium 
of  the  aqueous  is  the  factor  affecting  the  lenticular 
respiration  with  secondary  precipitation  of  proteins. 

LoCascio  found  no  change  in  the  ascorbic  acid 
in  the  aqueous.  Meesmann5 6  arrested  the  progress 
of  cataracts  in  human  tetany  cases  by  the  admin- 
istration of  irradiated  ergosterol.  Rauh°  reports 
that,  if  given  in  sufficiently  large  doses,  irradiated 
ergosterol  will  prevent  the  formation  of  cataract  in 
parathyroidectomized  animals,  and  states  that  the 
vitamin  causes  a hypercalcemia,  having  an  activity 
similar  to  that  of  the  parathyroid  hormone.  In  con- 
nection with  this  vitamin,  Blackberg  and  Knapp7 
believe  that  D deficiency  by  leading  to  weakening 
of  the  cornea  and  sclera,  may  be  a factor  in  the 
production  of  myopia. 

Bietti8  did  a tremendous  amount  of  work  on  the 
cevitamic  acid  in  the  eye,  and  found  that  after  re- 
moval of  the  lens,  the  vitamin  C content  of  the 
aqueous  was  only  one-fifth  that  of  normal  eyes. 
It  is  ten  to  fifteen  times  greater  in  carnivorous 
animals,  including  man,  than  in  herbivorous  ani- 
mals. In  young  animals  the  lens  cortex  and  nucleus 
contain  about  the  same  amount,  while  in  older 
animals  the  content  of  the  cortex  is  much  greater 
than  that  of  the  nucleus,  showing  that  it  varies 
with  the  metabolic  activity  of  the  various  portions 
of  the  lens  structure.  The  anterior  vitreous  and 
uvea  contain  only  about  one-third  as  much  as  the 
aqueous.  His  tests  were  made  with  a nonspecific 
reagent  so  that  he  was  not  sure  that  the  substance 
involved  was  definitely  vitamin  C.  In  order  to 
check  this  aspect  of  his  experiment  he  used  aqueous 
as  a portion  of  the  food  of  guinea  pigs  which  were 

4.  LoCascio,  G. : Parathyroid  Glands  and  the  Eye. 

Ann.  di  ottal.  e clin.  ocul.,  65:801-811,  Nov.,  1937. 

5.  Meesmann,  A. : Calcium  Metabolism  and  Eye.  Ber. 
ti.  d.  Versammi.  d.  deutsch.  ophth.  Gesellsch.,  51:363-369, 
1936. 

6.  Rauh,  W. : Influence  of  Irradiated  Ergosterol  on  Ex- 
perimental Tetany  in  Rats.  Ber.  ii.  d.  Versammi.  d. 
deutsch.  ophth.  Gesellsch.,  51:357-362,  1936. 

7.  Blackberg,  S.  N.  and  Knapp,  A.  A. : Influence  of 
Vitamin-D-Calcium-Phosphorus  Complex  in  Production  of 
Ocular  Pathology.  Am.  3.  Ophth.,  20:405-407,  April,  1937. 

8.  Bietti,  G. : Vitamin  C in  the  Ocular  Tissues  and 

Liquids : Its  Relation  to  the  Biology  of  the  Lens.  Boll, 

d’ocul.,  14:3-33,  Jan.,  1935. 


placed  on  an  otherwise  vitamin  C-free  diet,  and 
found  that  the  aqueous  gave  protection  against  the 
symptoms  of  C-avitaminosis.  This  effect,  however, 
was  somewhat  less  than  orange  juice  calculated  to 
contain  similar  amounts  of  the  vitamin. 

In  cataracts  produced  by  naphthalene  poisoning, 
he  found  the  vitamin  C to  be  reduced  in  proportion 
to  the  degree  of  the  opacity  in  the  lens,  but  the 
course  of  the  cataract  was  not  modified  by  inges- 
tion of  adequate  or  excessive  amounts  of  vitamin 
C.  He  tested  the  vitamin  in  the  aqueous  of  ten 
humans  with  cataract,  and  found  it  reduced  in  nine 
of  them,  the  reduction  being  least  marked  in  in- 
tumescent  senile  and  traumatic  cataracts.  It  was 
similarly  found  reduced  in  the  lenses,  especially  in 
sclerotic  and  black  cataracts.  It  was  also  found  re- 
duced in  cataractous  rabbits’  eyes,  where  a lesion 
had  been  produced  by  exposure  to  roentgen  rays. 
He  believes  the  vitamin  is  formed  in  the  lens  by 
dehydration  of  dextrose,  in  the  presence  of  cystine 
as  a hydrogen  receptor. 

The  C content  of  the  blood  and  aqueous  could 
be  raised  in  rabbits  on  a forced  vitamin  C diet, 
but  not  in  the  dog.  In  the  presence  of  corneal  in- 
fection, the  vitamin  C in  the  aqueous  is  found 
markedly  reduced  and  the  theory  is  advanced  that 
this  is  perhaps  due  to  interference  of  the  permea- 
bility of  the  ciliary  epithelium  to  the  vitamin. 
Bietti  believes  that  the  vitamin  C of  the  aqueous 
is  formed  in  the  lens  by  a process  of  reduction  of 
the  dehydrocevitamic  acid  of  the  blood,  and  that 
in  cataract  cases  the  lowered  C content  of  the  lens 
and  the  aqueous  is  a result  of  the  impaired  lenticu- 
lar biochemical  activity  and  is  not  a cause  of  the 
cataract. 

Muller9  has  shown  that  the  lens  contains  two 
kinds  of  phosphoric  acid  esters,  some  of  which  are 
easily  hydrolized  and  others  which  are  hydrolized 
with  difficulty.  In  older  animals  there  is  a reduc- 
tion in  the  latter  kinds,  from  which  he  infers  that 
these  may  be  a source  of  vitamin  C and,  therefore, 
important  in  maintaining  lenticular  transparency. 

Experiments  with  the  vitamin  C content  of 
normal  and  cataractous  lenses  were  also  made  by 
Hawley10.  In  normal  lenses  he  found  30  mgm.  of 
vitamin  C per  100  grams  of  lens  matter,  while  in 
cataractous  lenses  it  was  reduced  to  10  mgm.  In 
these  cases  it  was  also  found  low  in  the  urine  but 

9.  Muller,  H.  K. : Relation  of  Age  and  Phosphoric  Acid 
Esters  Content  of  Lens.  Arch.  f.  Augenh.,  110:128-136, 
1936. 

10.  Hawley,  E.  E.  and  Pearson,  O. : Vitamin  C and  Its 
Relation  to  Cataract.  Arch.  Ophth.,  19:959-967,  June, 
1938. 

11.  Franta,  J. : Cevitamic  Acid  in  Aqueous  Humor. 

Comt.  rend.  Soc.  de  biol.,  126:110-113,  1937. 
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normal  in  the  blood.  He  quotes  Bellows  as  agree- 
ing with  Bietti  that  the  low  vitamin  C in  cataracts 
is  a secondary  effect.  Franta11  estimated  the  vita- 
min C in  the  aqueous  in  man  and  found  a figure 
somewhat  less  than  Hawley,  and  in  patients  suf- 
fering from  uveitis  found  the  figure  reduced  to 
one-fifth  of  normal.  This  would  seem  to  bear  out 
the  contention  that  a reduction  in  the  vitamin  C is 
secondary  to  ocular  disease. 

It  is  true,  however,  that  in  some  instances  vita- 
mins in  sufficient  quantity  have  been  shown  to  in- 
crease ocular  resistance  to  disease,  as  Hock’s  ex- 
periments on  guinea  pigs,  where  their  susceptibility 
to  diphtheritic  conjunctivitis  was  markedly  re- 
duced by  an  addition  of  vitamin  C to  the  diet; 
by  Yrierhoff’s  contention  that  intraocular  capillary 
hemorrhage  is  sometimes  due  to  deficient  vitamin 
C;  to  Fine  and  Lachman’s12  observation  of  the 
beneficial  effect  of  B2  on  retrobulbar  neuritis  in  pel- 
lagra, and,  although  it  is  not  quite  comparable,  we 
might  add  Knapp’s13  production  of  kerato-conus 
with  great  regularity  in  dogs  on  a diet  deficient  in 
vitamin  D and  calcium.  He  has  shown  at  the  New 
York  Academy  ten  human  patients,  where  kerato- 
conus  was  definitely  improved  by  the  administra- 
tion of  viosterol  and  calcium. 

There  have  been  some  attempts  made  to  dupli- 
cate in  animals  the  production  of  cataract  by  dini- 
trophenol  bodies  as  has  occurred  so  disastrously  in 
humans.  Independent  attempts  by  Helminen14  and 
Taintor3-1'  were  unsuccessful  both  in  rats  and  guinea 
pigs.  Taintor  further  attempted  to  show  that  the 
occurrence  of  cataract  from  these  toxic  substances 
might  be  due  to  absence  of  sufficient  vitamin  A, 
B2  and  C.  But  even  with  laboratory  animals  on 
diets  deficient  in  these  vitamins,  he  was  unable  to 
produce  cataracts  with  any  of  the  dinitrophenol 
derivatives. 

This  rather  rambling  resume  has  been  presented 
in  order  to  focus  our  attention  on  the  experimental 
work  which  is  going  forward  in  an  attempt  to 
elucidate  the  etiology  of  nutritional  cataract,  and 
although  a good  deal  of  it  is  rather  remote  from 
clinical  application,  it  may  become  important  in  the 
nonsurgical  treatment  of  lenticular  opacities. 

1569  Paulsen  Medical  and  Dental  Bldg. 

12.  Fine,  M.  and  Lachman,  G.  S. : Retrobulbar  Neuritis 
in  Pellagra.  Am.  J.  Ophth.,  20:708-714,  July,  1937. 

13.  Knapp,  A.  A.:  Etiology  and  Treatment  of  Kerato- 
conus.  Arch.  Ophth.,  19:  1029,  June,  1938. 

14.  Helminen,  T. : Concerning  Cataract  Formation  After 
Reduction  of  Weight  with  Dinitro-Bodies.  Acta  ophth 
15:490-499,  1937. 

15.  Taintor,  M.  L.  and  Borley,  W.  E. : Influence  of  Vita- 
mins and  Dinitrophenol  on  Production  of  Experimental 
Cataract.  Arch.  Ophth.,  20:30-36,  July,  1938. 


CONGENITAL  SYPHILIS* 

Morris  L.  Bridgeman,  M.D. 

PORTLAND,  ORE. 

Congenital  syphilis  means  that  an  infant  is  in- 
fected with  syphilis  which  was  acquired  from  its 
mother  or  parents.  Occasionally  the  term  heredi- 
tary syphilis  is  used.  Lately  terms,  as  prenatal, 
acquired  and  postnatal  acquired,  are  used.  Whereas 
these  terms  might  be  considered  more  descriptive, 
the  fact  remains  that  most  doctors  understand  what 
is  meant  by  congenital  syphilis  and  use  this  term  in 
their  writings. 

Syphilis  acquired  after  birth  can  be  separated 
into  the  three  stages:  the  primary,  secondary  and 
tertiary.  The  primary  stage  is  lacking  in  congenital 
syphilis  and  for  this  reason  it  is  customary  to  refer 
to  the  secondary  symptoms  which  appear  in  in- 
fancy as  “early  hereditary”  or  “infantile”  syphilis, 
and  the  tertiary  symptoms  which  develop  in  child- 
hood or  adolescence  as  “late  hereditary  syphilis.” 

Syphilis  acquired  by  an  infant  resembles  in  many 
respects  that  in  the  adult.  There  are  some  differ- 
ences, however,  which  are  due  undoubtedly  to  the 
fact  that  the  organism  attacks  a young,  immature 
and  rapidly  growing  individual,  and  the  fact  that 
infancy  is  characterized  by  a lack  of  resistance  to 
infection. 

Syphilis  in  the  young  child  often  produces  de- 
velopmental defects,  as  Hutchinson’s  teeth  and 
often  severely  affects  certain  growing  portions  of 
the  body  as  the  end  of  the  humerus,  ulna  and  radius 
which  could  not  take  place  in  the  more  mature  in- 
dividual. Convulsions  are  much  more  common  with 
early  meningovascular  syphilis,  and  frequently  the 
skin  lesions  of  infantile  syphilis  are  more  severe 
than  those  seen  later  on. 

Practically  all  the  results  that  may  be  recognized 
as  manifestations  of  late  acquired  syphilis  may 
occur  as  a result  of  late  congenital  syphilis.  How- 
ever, some  of  these  are  quite  rare  before  puberty. 
Cardiovascular  changes  which  are  so  common  in 
adults  are  almost  unknown  in  childhood.  Visceral 
changes  as  cirrhosis  are  rare.  Tabes  and  paresis 
occur  as  the  result  of  inherited  infection,  but  in 
the  form  that  they  occur  in  adults  are  uncommon. 
On  the  other  hand,  keratitis  is  uncommon  in  adults 
and  is  usually  considered  to  be  the  result  of  in- 
herited infection. 

Syphilis  in  infancy  is  fortunately  a very  uncom- 
mon disease  in  Portland.  I have  attempted  to  make 
a survey  of  the  relativity  in  Portland  and  from  the 

•From  Department  of  Pediatrics,  University  of  Oregon 
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few  available  statistics  would  estimate  that  about 
one  child  out  of  146  deliveries  could  be  infected. 
This  was  compiled  from  the  record  of  4,816  births 
in  Good  Samaritan,  Emanuel,  St.  Vincents,  Mult- 
nomah County,  and  Portland  Sanitarium  during 
the  past  two  years.  This  would  mean  that  around 
twenty-five  babies  with  syphilis  are  born  in  Port- 
land every  year.  It  is  interesting  to  note  that  there 
were  no  deaths  in  any  of  the  infants  due  to  syphilis 
reported  in  any  of  the  maternity  hospitals  during 
the  past  two  years.  All  hospitals  that  replied  to  the 
inquiry  reported  that  either  routine  blood  tests  are 
taken  on  the  mothers,  or  on  the  cord  blood  so  at 
least  an  effort  is  made  to  uncover  the  disease  early; 
but  in  spite  of  this,  several  times  we  have  discov- 
ered syphilitic  signs  in  a child  later  in  life,  and  on 
returning  to  the  birth  record  have  noted  the  pres- 
ence of  a positive  blood  in  the  mother  or  positive 
cord  Wassermann  in  the  baby. 

So  much  depends  upon  the  early  treatment  of 
syphilis  that  one  should  be  familiar  with  symptoms 
of  syphilis  in  infancy.  The  rash  is  the  most  promi- 
nent phenomenon  at  birth  and  it  can  hardly  be 
mistaken  for  anything  such  as  impetigo,  once  it  is 
noted.  Following  the  rash,  which  may  disappear 
or  remain  for  some  time,  there  appears  a spyhilitic 
osteochondritis,  usually  involving  the  bones  of  the 
arms  which  produces  a pseudoparalysis.  The  hydro- 
cephalus, which  develops  in  large  proportions  of 
untreated  syphilis,  starts  around  four  months  and 
gradually  progresses.  Sometimes  it  develops  rap- 
idly, producing  a marked  distortion  of  the  head;  at 
other  times  it  is  very  gradual.  Occasionally  one 
may  see  a one  to  two  year  old  child  with  slight 
hydrocephalus,  enlarged  veins  of  the  scalp,  poor 
nutrition,  no  fever  and  in  a generalized  convulsion. 
A laboratory  examination  of  the  blood  and  spinal 
fluid  might  reveal  syphilis.  The  prognosis  of  this 
meningovascular  type  of  syphilis  is  very  poor.  Oc- 
casionally one  will  find  dactylitis  around  six  weeks 
which  is  usually  coexistent  with  the  rash.  The  later 
symptoms  of  congenital  syphilis  are:  interstitial 
keratitis,  Hutchinson’s  teeth,  rhagades,  gumma  and 
paresis. 

Rhinitis  and  condylomata  have  been  reported  as 
frequent  early  lesions.  With  a simple  rhinitis  one 
should  be  hesitant  to  make  a diagnosis  of  syphilis 
without  other  findings.  Interstitial  keratitis  is  the 
most  common  late  manifestation  of  late  syphilis 
and  is  very  infrequent  under  five  years  of  age. 
Cooke  estimates  that  63  per  cent  of  children  over 
five  years  of  age,  who  showed  late  symptoms  of 
syphilis,  have  this  parenchymatous  keratitis. 


One  usually  makes  a diagnosis  of  syphilis  in  the 
infant  on  the  first  impression.  There  is  something 
indescribable  about  the  appearance,  perhaps  the 
bulged  forehead,  the  saddling  of  the  nose,  the  puck- 
ered mouth,  all  of  which,  when  entered  to  a com- 
posite picture,  gives  an  impression  of  syphilis. 
Sometimes  these  symptoms  are  marked,  sometimes 
very  slight.  On  further  examining  one  will  find  evi- 
dence of  the  rash,  of  the  paronychia  or  the  ulcera- 
tions about  the  mouth  and  anus.  One  has  to  dif- 
ferentiate between  a slight  hydrocephalus  due  to 
rickets  and  that  due  to  syphilis  at  times,  and  the 
flattening  of  the  nose  may  not  be  due  to  syphilis. 
However,  one  should  be  hesitant  to  make  a diag- 
nosis unless  the  disease  is  well  manifested  until 
the  blood  work  is  proven. 

In  the  outpatient  department  we  have  had  op- 
portunity to  follow  around  twenty-seven  cases. 
Of  these,  six  were  sent  in  because  they  had  posi- 
tive cord  Wassermanns.  Of  these  six,  two  have 
proved  to  be  negative  without  any  therapy,  the  rest 
have  remained  under  treatment.  Hydrocephalus 
was  present  in  four  cases;  periostitis  involving  one 
or  both  arms  in  four;  interstitial  keratitis,  three; 
rash,  three;  severe  edema,  one;  Hutchinson’s  teeth, 
two;  cirrhosis  of  the  liver  with  ascites,  one;  paresis, 
two;  leukemia,  one. 

All  children  have  received  the  routine  treatment 
with  the  exception  of  two  who  entered  as  babies 
and  were  extremely  emaciated  and  covered  with 
syphilitic  rash.  These  fortunately  died  within  a 
short  time  after  admission. 

Two  juvenile  paretics  were  treated  for  a year 
or  more,  and  finally  given  the  malarial  treatment 
with  no  marked  improvement  in  either  child.  One 
died  a short  time  after  the  malarial  treatment. 

Tw'o  infants  under  a year  of  age,  one  with  ex- 
treme hydrocephalus  (22  inches  at  four  months) 
and  one  with  saddle  nose,  rhagades  and  emaciation 
were  treated  vigorously  for  two  years.  Both  chil- 
dren, after  three  years,  are  found  to  have  negative 
tests  in  both  spinal  and  blood,  though  in  both  there 
was  a definite  mental  retardation. 

One  baby  of  three  months  with  a terrific  edema, 
so  much  so  that  the  eyes  were  swollen  shut,  has 
responded  remarkably  to  therapy,  the  urine  clear- 
ing up  in  a very  short  time  and  the  edema  dis- 
appearing. After  three  years  of  treatment  this  child 
has  been  discharged  as  well. 

The  three  children  with  interstitial  keratitis  have 
responded  very  well  as  far  as  their  eyes  are  con- 
cerned, though,  as  would  be  expected,  the  blood 
tests  remain  positive. 
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From  our  clinical  results  we  have  observed  that, 
when  the  infants  were  seen  early,  there  was  a 
quicker  response  to  medication.  This,  of  course, 
depended  upon  the  condition  of  the  child,  the  se- 
verity of  the  infection  and  the  strict  continuity  of 
treatment. 

Several  babies  have  reported  who  were  supposed 
to  have  been  under  treatment.  One  reported  at  nine 
months  with  a beginning  hydrocephalus,  which  re- 
sponded readily  to  vigorous  therapy.  This  merely 
shows  that  treatment  should  be  started  early, 
should  be  routine,  vigorous  and  adequate.  No  child 
with  syphilis  should  be  started  and  maintained  on 
incomplete  therapy  as  mercury  rubs  or  some  form 
of  mercury  by  mouth.  I have  had  opportunity  to 
see  at  least  four  children  die  in  the  second  year  of 
life  with  convulsions  and  syphilitic  meningitis,  who 
have  received  poor  treatment. 

One  child,  referred  for  treatment  at  one  and  one- 
half  years  because  of  poor  physical  condition  and 
positive  blood,  has  been  very  obstinate.  She  has 
had  repeated  respiratory  infection  and  has  been  in 
Doernbecher  Hospital  nine  times  for  her  ears  and 
chest.  The  therapy  has  been  repeatedly  interrupted 
by  respiratory  infection,  but  after  four  years  her 
blood  Wassermann  and  spinal  fluid  are  negative. 
This  child  is  now  in  good  physical  condition  and 
mentally  normal. 

A child,  aged  five  years,  entered  the  hospital  be- 
cause of  anemia  and  had  a blood  picture  of  leu- 
kemia. A four  plus  Wassermann  was  discovered 
and  with  the  institution  of  treatment  her  blood 
resumed  a normal  picture. 

In  these  few  cases  one  can  note  the  rare  com- 
plaints such  as  the  edemas,  ascites  and  anemia,  all 
of  which  could  very  well  be  overlooked  as  being 
syphilitic  and  ascribed  to  something  else.  Routine 
Wassermanns  are  not  done  as  a rule  in  children, 
and  with  the  relative  infrequency  of  syphilis,  one 
is  hesitant  at  times  to  ask  for  a serum  test.  At  least 
in  the  question  of  doubt  one  should  not  hesitate  to 
do  blood  tests. 

Much  could  be  said  about  the  treatment  of 
syphilis  in  children.  The  main  points  might  be  to 
have  a definite  routine,  to  follow  the  child  with 
repeated  blood  tests,  to  continue  the  treatment 
long  enough  until  one  is  certain  the  blood  will  not 
change.  After  many  courses  of  treatment  we  may 
allow  a month  rest  period  followed  by  one  or  more 
courses,  and  if  the  blood  is  negative,  a three  months 
rest  period,  at  which  time  the  blood  is  again 
checked.  If  negative,  we  allow  a six  months  period 
and  then  have  the  blood  and  spinal  fluid  checked. 


If  these  remain  negative,  a year’s  rest  followed  by 
a two  years’  rest  is  allowed. 

Our  routine  consists  of  bismuth,  two  milligrams 
per  kg.  submuscularly,  and  sulpharsphenamine  10 
milligrams  per  kilo.  (1.  M.).  The  bismuth  is  given 
one-half  inch  to  an  inch  below  the  lateral  crest  of 
the  ilium.  A 19  gauge  needle  plunged  to  the  bone 
and  then  slightly  retracted,  and  the  bismuth  (20 
per  cent  solution  in  isotonic  glucose)  is  given,  fol- 
lowed with  a little  air  to  cleanse  the  needle.  This 
deposits  the  bismuth  submuscularly  and  thus  pre- 
vents induration  and  soreness.  One  should  be  care- 
ful that  the  needle  is  not  directly  in  a vein  and,  if 
blood  delivers  from  the  needle  after  puncture,  a 
new  spot  should  be  selected. 

The  sulpharsphenamine  is  diluted  to  33*4  per 
cent  and  given  intramuscularly  in  upper  and  outer 
quadrant  of  the  buttocks  or  intravenously.  The 
routine  is  to  give  three  injections  one  week  apart 
of  bismuth  and  sulpharsphenamine  and  follow  with 
six  injections  of  bismuth  alone.  This  constitutes  one 
course  or  series  and  at  the  end  the  blood  is 
checked  and  a new  course  started.  Ordinarily  four 
to  six  courses  are  necessary  for  results  in  the 
early  congenital  syphilis,  though  in  the  late  many 
will  be  required. 

There  are  several  ways  that  the  arsenicals  are 
given  to  infants  where  veins  are  not  obtainable. 
The  usual  method  is  the  intramuscular  use  of  sul- 
pharsphenamine as  we  are  using.  In  some  clinics 
neoarsphenamine  is  injected  into  the  temporal 
muscle,  and  in  others  the  use  of  the  sulpharsphena- 
mine or  neoarsphenamine  is  used  intraabdominally. 
Regardless  of  the  method,  undoubtedly  the  same 
results  will  be  obtained,  if  the  treatment  is  con- 
sistent. Mercury  and  chalk  are  given  to  the  chil- 
dren in  the  rest  periods. 

For  the  juvenile  paresis  the  routine  course  may 
be  given  with  the  addition  of  tryparsamide  and 
probably  the  malarial  treatment.  We  have  not  felt 
very  enthused  about  treating  these  children,  for 
the  best  we  can  hope  is  to  check  the  process  and 
leave  a mentally  deficient  child. 

Acetarsone  or  stovarsol  has  been  used  in  the 
treatment  of  congenital  syphilis,  though  the  drug 
should  not  be  used  indiscriminately  for  toxic  man- 
ifestations and  even  fatal  results  have  been  re- 
ported. The  fact  that  it  may  be  given  by  mouth 
and  the  child  does  not  have  to  make  weekly  visits 
to  the  clinic  makes  it  even  more  favorable  to  the 
patient. 

There  are  many  differences  of  opinion  regarding 
whether  a baby  with  a four  plus  cord  Wassermann 
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and  free  of  syphilitic  signs  should  be  treated  imme- 
diately or  not.  It  is  highly  probable  that  there  is  a 
transference  of  complement-fixing  substances  from 
the  mother  to  the  infant  and  that  the  baby  is  non- 
syphilitic. Cooke,  Lewey  and  others  have  noted 
that  healthy  infants  bom  of  syphilitic  parentage 
may  carry  a positive  cord  and  later  a positive 
blood  for  the  first  two  weeks.  Following  the  two 
weeks  a large  number  have  become  negative  with 
no  treatment. 

So  long  as  these  infants  remain  clinically  healthy 
and  with  negative  bloods  they  should  be  considered 
free  from  syphilis.  It  has  been  our  custom  in  the 
outpatient  department  to  check  all  bloods  on  in- 
fants sent  to  us  with  a positive  cord  Wassermann 
as  early  as  we  can  see  them  (two  weeks)  and  at  a 
month,  three  months,  six  months,  one  year  and 
two  years.  At  the  end  of  two  years,  if  the  blood 
remains  negative,  we  discharge  the  children  and 
consider  that  they  were  never  syphilitic. 

Other  factors  might  be  considered  in  determining 
whether  a child  is  syphilitic:  first,  the  general 
nutrition  and  presence  or  absence  of  clinical  syphi- 
lis; the  status  of  the  mother's  blood,  question  as 
to  the  presence  or  absence  of  syphilis  in  other  chil- 
dren of  the  family.  Some  men  would  have  every 
child  born  of  syphilitic  parentage  treated,  regard- 
less of  the  blood  reaction,  but  it  does  seem  inhuman 
to  condemn  a child  as  syphilitic,  when  there  is 
great  possibility  that  he  is  entirely  free.  As  stated 
before,  we  will  have  to  judge  whether  the  baby 
will  start  treatment,  but  in  the  absence  of  clinical 
syphilis  and  in  the  presence  of  a healthy  baby  we 
would  certainly  like  to  feel  in  later  life  that  the 
child  was  never  infected,  but  a careful  watch 
should  be  maintained  to  prove  he  is  negative. 

The  therapeutic  ideal  of  cure  is  a continual  ab- 
sence of  symptoms  of  syphilitic  activity  for  a 
period  of  years,  accompanied  by  negative  blood 
and  negative  spinal  tests.  The  practical  accom- 
plishment of  a cure  in  younger  babies  is  relatively 
easy,  but  very  difficult  after  a year  of  age.  How- 
ever, the  prognosis  for  clinical  cure  and  “serologic 
cure”  with  adequate  antisyphilitic  treatment  is  ex- 
cellent with  the  exception  of  neurologic  cases. 
Cooke  has  been  able  to  follow  a large  number  over 
a period  of  three  to  ten  years  and  has  noted  no 
instance  where  the  disease  had  not  been  completely 
eradicated. 

That  syphilis  is  incurable  is  still  maintained  by 
some.  Such  an  attitude  is  not  justified  by  the  large 
number  of  instances  of  permanent  clinical  and 
“serologic  cures”  which  have  been  observed  follow- 
ing treatment. 


No  attempt  will  be  made  to  discuss  the  benefit 
of  treatment  of  a syphilitic  mother  during  preg- 
nancy. It  has  been  well  brought  out  that,  when  the 
parent  is  adequately  treated,  there  is  a smaller 
chance  that  the  child  will  be  syphilitic.  The  ratio 
of  infected  children  born  of  syphilitic  parentage 
in  untreated  individuals  has  been  figured  around 
SO  per  cent,  whereas  in  the  treated  it  is  less  than 
10  per  cent. 

The  usual  history  of  a syphilitic  family  is  that 
the  first  pregnancy  terminates  in  early  fetal  life, 
the  second  is  probably  born  dead,  the  third  lives 
and  may  die  a syphilitic  later,  and  the  fourth  might 
be  born  free  from  syphilis.  This  cannot  be  consid- 
ered a rule,  for  Cooke  has  shown  any  number  of 
combinations,  as  several  still  borns  followed  by  a 
syphilitic  child,  six  children  all  born  with  syphilitic 
stigmata  but  no  deaths  or  still  borns,  one  normal 
child  in  the  midst  of  ten  syphilitic  children,  con- 
stant transmission  until  the  mother  was  treated, 
irregular  transmission,  early  and  late  syphilitic  and 
intermediate  normal,  transmission  to  last  preg- 
nancy after  three  previous  normal  children,  and 
so  on.  One  cannot,  therefore,  promise  any  syphilitic 
mother,  who  has  borne  normal  children,  that  the 
next  child  will  be  free  from  disease. 

Congenital  syphilis  is  fortunately  a compara- 
tively rare  disease,  probably  averaging  around 
twenty-five  cases  per  year  in  Portland.  It  is  a dis- 
ease that,  if  recognized  during  the  early  months, 
may  be  treated  with  a good  prognosis.  The  treat- 
ment should  be  consistent,  if  results  are  to  be  ex- 
pected. It  is  felt  that  cases  having  neurosyphilis 
may  be  benefited,  but  the  extreme  forms,  as  juve- 
nile paresis,  are  not  greatly  benefited.  All  children 
with  congenital  syphilis  should  be  treated  for  years 
and  carefully  rechecked.  When  the  blood  test  and 
spinal  fluid  tests  remain  negative  for  at  least  two 
years,  we  can  discharge  them  as  cured. 

The  American  Physicians’  Art  Association,  composed 
of  members  in  the  United  States,  Canada  and  Hawaii,  will 
hold  its  second  Art  Exhibit  in  the  City  Art  Museum  of 
St.  Louis,  May  14-20,  during  the  annual  session  of  the 
American  Medical  Association.  Art  pieces  will  be  accepted 
for  this  art  show  in  the  following  classifications:  (1)  oils 
both  (a)  portrait  and  (b)  landscape;  (2)  water  colors; 
(3)  sculpture;  (4)  photographic  art;  (5)  etchings;  (6) 
ceramics;  (7)  pastels;  (8)  charcoal  drawings;  (9)  book- 
binding; (10)  wood  carving;  (11)  metal  work  (jewelry). 
Practically  all  pieces  sent  in  will  be  accepted.  There  will 
be  over  60  valuable  prize  awards.  For  details  of  member- 
ship in  this  Association  and  rules  of  the  Exhibit,  kindly 
write  to  Max  Thorek,  M.D.,  secty.,  8S0  Irving  Park  Blvd., 
Chicago,  111.,  or  F.  H.  Redewill,  M.D.,  Pres.,  S21-S36  Flood 
Bldg.,  San  Francisco,  Calif.” 
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ANNUAL  MEETING  OREGON  STATE  MEDICAL  SOCIETY,  GEARHART,  SEPTEMBER  6-9 


MEDICAL  NOTES 


The  Alumni  Association  of  University  of  Oregon 
Medical  School  will  hold  its  Twenty-Seventh  Annual 
Meeting  and  Post  Graduate  Session  March  6-8.  The  guest 
speaker  will  be  Dr.  George  B.  Eusterman  of  the  Mayo  Clinic 
and  the  Mayo  Foundation.  An  interesting  and  instructive 
program  has  been  prepared. 

Medical  Service  Offered  to  Grange.  Physicians  and 
surgeons  hospital  associations  approved  by  the  Polk-Yam- 
hill-Marion  Medical  Society  have  offered  a prepaid  type  of 
medical  and  hospital  service  to  members  of  the  Grange 
in  west  central  Oregon.  Two  plans  have  been  offered,  one 
of  limited  service,  and  the  other  a more  complete  service 
at  higher  rate.  The  Grange  appointed  a committee  to  meet 
with  members  of  the  medical  profession  for  further  con- 
sideration of  details  of  the  plan. 

Chamber  Promotes  Drive.  Public  education  on  the 
subject  of  venereal  diseases  has  been  aided  by  cooperation 
of  the  Junior  Chamber  of  Commerce  at  Vancouver.  Na- 
tional Social  Hygiene  Day,  February  1,  was  observed  by 
the  society  and  a strong  campaign  of  public  education  is 
to  be  conducted. 

Clatsop  Health  Association  Elects.  Annual  meeting 
of  Clatsop  Health  Association  was  held  in  Astoria  January 
20.  Allen  Boyden  was  elected  president  and  L.  M.  Lowell, 
vice-president.  The  principal  speaker  of  the  evening  was 
Robert  Joseph  of  the  Oregon  State  Tuberculosis  Hospital  at 
Salem.  He  outlined  the  work  of  the  State  Hospital,  and 
congratulated  the  Association  for  its  work  in  the  field  of 
public  health. 

Kinney  Celebrates  Birthday.  Alfred  C.  Kinney,  first 
and  fiftieth  president  of  the  Oregon  State  Medical  Society, 
celebrated  his  eighty-ninth  birthday  in  Portland,  Feb.  1. 

Columbia  County  Medical  Society  at  a recent  meeting 
elected  John  C.  Barton  president,  and  A.  E.  Johnstone 
was  reelected  secretary,  both  of  St.  Helens. 

Scarlet  Fever  Epidemic.  Twenty-one  cases  of  scarlet 
fever  were  reported  in  Clackamas  County  late  in  January. 
Major  portion  of  the  epidemic  was  reported  in  the  Dover- 
Orient  area. 

Assistant  County  Physician.  W.  H.  Piercy,  Hillsboro, 
has  been  named  assistant  county  physician  for  Washington 
County. 

D.  C.  McDonald,  formerly  health  officer  for  Washington 
County,  has  taken  medical  offices  in  the  Commercial 
Building,  Hillsboro. 


OBITUARY 


Dr.  Edw'ard  A.  Romig  of  Newberg,  Oregon,  died  Janu- 
ary 25  following  a cerebral  hemorrhage,  aged  86.  He  had 
been  a resident  of  Newberg  for  thirty-six  years  and  was  a 
veteran  of  the  Spanish  American  war.  He  was  born  Septem- 
ber 23,  1852,  in  Bristol,  Indiana.  At  the  age  of  twenty- 
three  he  entered  medical  school  at  the  University  of  Michi- 
gan at  Ann  Arbor  and  graduated  in  1887.  Following 
graduation,  he  had  a practice  in  a small  Michigan  town  and 
later  moved  to  Big  Rapids,  where  he  practiced  for  nearly 
tw'enty  years.  He  joined  the  army  medical  corps  at  the  out- 
break of  the  Spanish  American  war  and  was  rapidly  ad- 
vanced to  the  rank  of  major.  He  spent  one  year  in  Cuba 
following  the  close  of  the  war  and  was  then  sent  to  the 
Philippines,  where  he  spent  three  years.  Following  com- 
pletion of  his  military  service,  he  settled  in  Newberg  in 
1903,  where  he  practiced  until  about  ten  years  ago. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  J.  C.  Booth;  Secty.,  L.  M.  Bain 

A meeting  of  Central  Willamette  Medical  Society  was 
held  at  Osburn  Hotel,  Eugene,  Thursday  evening,  Feb- 
ruary 2. 

The  speaker  was  V.  E.  Dudman  of  Portland  who  dis- 
cussed “Obstetrics;  Emergency  Conditions.”  There  was  a 
large  attendance  from  four  counties.  Albert  G.  Prill,  vice- 
president  of  the  society,  presided  in  the  absence  of  Joel 
Booth  who  is  serving  as  State  Senator  in  the  Oregon 
Legislature. 

Prize  for  Goiter  Study.  The  American  Association  for 
the  Study  of  Goiter  offers  the  Van  Meter  Prize  Award  of 
$300  and  two  honorable  mentions  for  the  best  essay  sub- 
mitted concerning  original  work  on  problems  related  to  the 
thyroid  gland.  The  competing  essays  may  cover  either 
clinical  or  research  investigations.  Essays  must  be  sent  to 
Dr.  W.  Blair  Mosser,  133  Biddle  Street,  Kane,  Pennsylvania, 
not  later  than  April  15.  American  Association  for  Study  of 
Goiter  will  hold  its  next  annual  meeting  in  Cincinnati, 
Ohio,  May  22-24. 

VENEREAL  LYMPHOGRANULOMA  TREATED 

Successful  treatment  of  venereal  lymphogranuloma  (a  spe- 
cific venereal  disease  affecting  chiefly  the  lymphatic  tissues  of 
the  iliac  and  groin  regions)  with  sulfanilamide  is  reported  by- 
Alva  A.  Knight,  M.D.,  and  Vernon  C.  David,  M.D.,  Chicago, 
in  The  Journal  of  the  American  Medical  Association  for 
Feb.  11. 

Although  confining  their  article  to  histories  of  two  such 
cases  treated  by  them,  the  authors  point  out  that  they  have 
successfully  treated  several  other  patients  suffering  from  the 
same  condition  and  say  that  they  believe  their  results  are  suf- 
ficiently satisfactory  to  advise  that  sulfanilamide  be  given  a 
thorough  trial  in  this  type  of  infection. 
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COUNCIL  MEETING  AND  MEDICAL 
LEGISLATION 


Portland,  Ore.,  Feb.  23,  1939. 

DISCUSSION  OF  LEGISLATION 

In  regular  meeting  on  February  11,  the  Council  of  Ore- 
gon State  Medical  Society  heard  a report  on  pending  legis- 
lation by  Richard  B.  Adams,  Portland,  of  the  Committee 
on  Public  Policy.  Full  discussion  of  all  measures  was  under- 
taken, with  frequent  questions  being  directed  to  John  J. 
Coughlin,  legal  counsel  of  the  society. 

SERVICE  BUREAU  NAME 

By  unanimous  vote,  the  Council  adopted  a proposal 
which  will  limit  choice  of  operating  names  by  medical 
service  bureaus  seeking  approval  of  the  Bureau  of  Medical 
Economics  of  the  State  Society.  Under  the  Council’s  action, 
every  such  bureau  must  use  as  part  of  its  name  the  name 
of  the  county  or  district  in  which  the  bureau’s  central  office 
is  located.  The  action  specifically  forbids  the  use  of  the 
word  “Oregon”  in  the  name  of  any  such  bureau. 

PRESS  COOPERATION 

On  recommendation  of  William  F.  Selleck,  public  rela- 
tions counsel,  the  Council  approved  a plan  permitting  the 
Committee  on  Public  Education  to  approach  various  news- 
papers and  wire  services  with  the  suggestion  that  each  of 
them  appoint  one  staff  reporter  to  “cover”  medical  subjects. 
It  was  pointed  out  that  under  this  plan,  originally  intro- 
duced in  Michigan,  closer  cooperation  between  the  profes- 
sion and  newspapers  may  be  expected,  since  it  is  part  of 
the  plan  that  the  profession  undertake  to  give  each  such 
reporter  a groundwork  in  medical  subjects.  In  return  for 
coverage,  the  . Committee  on  Public  Education  in  each 
county  society  will  hereafter  assist  reporters  in  securing 
information  which  may  ethically  be  given,  but  which  here- 
tofore has  been  difficult  for  the  reporter  to  obtain. 

MEDICAL  LEGISLATION 

With  numerous  bills  relating  to  medicine  or  hospitaliza- 
tion already  in  the  hoppers  of  the  State  Legislature,  the 
current  session  at  Salem  has  become  lively  from  a medical 
point  of  view.  From  the  Senate  side  of  the  new  capitol  have 
come  such  proposals  of  these: 

S.  B.  30.  Under  the  marriage  law  which  became  effective 
last  December  by  vote  of  the  people,  both  applicants  for 
marriage  license  must  present  a physician’s  statement  and 
laboratory  report  showing  them  to  be  free  from  venereal 
disease.  Smarting  under  the  fact  that  applications  for  mar- 
riage licenses  have  dropped  more  than  60  per  cent  since  the 
new  law  took  effect,  proponents  originally  drafted  S.  B.  30 
to  make  it  mandatory  that  the  State  Health  Laboratory 
perform  venereal  tests  for  all  marriage  license  applicants, 
regardless  of  financial  condition.  Amended  to  provide  that 
tests  might  be  made  either  by  the  State  Health  Laboratory 
or  by  any  private,  approved  laboratory,  the  measure  passed 
both  houses.  It  now  awaits  Governor  Sprague’s  signature. 

S.  B.  3131.  This  example  of  the  legislative  art,  now  re- 
posing none  too  quietly  in  the  Senate  Committee  on  Revi- 
sion of  Laws,  would  make  it  possible  for  “any  licensed 
healer”  to  treat  injured  workmen  at  the  expense  of  the 
State  Industrial  Accident  Fund.  Sponsored  by  those  favor- 
ing chiropractors  and  naturopaths,  the  proposal  has  drawn 
criticism  not  only  from  the  Oregon  State  Medical  Society, 
but  also  from  the  State  Industrial  Accident  Commission, 


which  has  filed  with  the  committee  several  thousand  words 
of  sound  reasons  why  the  bill  should  not  pass. 

S.  B.  353.  Because  physicians  sometimes  treat  accident 
cases  for  many  months,  only  to  see  their  patients  collect 
judgments  or  settlements  from  those  responsible  for  the  in- 
jury and  then  leave  the  state  without  paying  for  medical 
services,  this  measure  has  been  introduced  to  amend  the 
hospital  lien  law  to  include  physicians,  nurses  and  others 
rendering  service  as  well.  The  present  law  permits  hospitals 
to  file  liens  against  judgments  in  accident  cases.  The  measure 
has  been  referred  to  the  Senate  Committee  on  Revision  of 
Laws. 

S.  B.  389.  This  measure  increases  the  State  Board  of 
Health  by  one,  to  a total  of  nine  members,  one  of  whom 
shall  be  a pharmacist.  Heretofore,  pharmacy  has  not  been 
represented,  the  board  having  consisted  of  seven  physicians 
and  one  dentist.  The  measure  passed  the  Senate  without 
serious  objection. 

S.  B.  426.  Several  hundred  small  and  poorly  equipped 
maternity  hospitals  now  operating  in  Oregon  without  su- 
pervision of  any  kind  would,  under  this  measure,  become 
subject  to  licensing  and  inspection  by  the  State  Board  of 
Health.  Introduced  by  the  Senate  Committee  on  Medicine, 
Pharmacy  and  Dentistry,  the  measure  is  designed  to  clean 
up  what  many  physicians  have  maintained  has  been  a “bad 
situation”  for  a number  of  years.  The  measure  will  receive 
strong  support  from  the  Oregon  State  Medical  Society  Com- 
mittee on  Maternal  Welfare,  under  the  chairmanship  of 
Raymond  E.  Watkins,  Portland. 

S.  B.  429.  Up  to  this  time,  any  sufferer  from  venereal 
disease  desiring  to  secure  laboratory  tests  and  materials  for 
treatment  without  charge  from  the  State  Board  of  Health 
might  do  so  only  after  signing  a statement  declaring  himself 
to  be  unable  to  pay.  This  new  measure  removes  that  neces- 
sity, requiring  only  that  the  attending  physician  declare  in 
writing  that  his  patient  is  unable  to  pay  and  that  the  physi- 
cian’s services  are  being  given  without  charge. 

With  one  measure  withdrawn  and  another  killed,  the  list 
from  the  House  of  Representatives  side  of  the  capitol  is  not 
so  imposing. 

H.  B.  212.  This  bill  would  have  authorized  the  State 
Superintendent  of  Public  Instruction  to  “furnish  leadership 
for  the  guidance,  integration,  coordination  and  direction  of 
programs  of  health,  physical  education  and  recreation  in  the 
public  elementary  and  secondary  schools  of  Oregon.”  De- 
claring that  any  program  of  health  education  or  service  in 
the  schools  should  come  under  the  direction  of  a state 
medical  agency,  the  Council  of  the  Oregon  State  Medical 
Society  vigorously  opposed  the  measure.  It  has  been  with- 
drawn. 

H.  B.  295.  Although  there  are  only  seventy-five  osteopaths 
practicing  within  the  state,  they  sought,  through  this  bill, 
to  set  up  an  independent  board  of  osteopathic  examiners. 
Obviously,  so  small  a number  could  not  possibly  support 
such  a board  through  license  and  annual  registration  fees. 
The  argument  was  advanced  by  opponents  of  the  measure 
that,  if  osteopaths  were  granted  a separate  board,  there 
would  be  no  reason  why  eclectics  and  homeopaths  should 
not  ask  a similar  privilege.  The  measure  has  been  killed, 
but  its  proponents  are  seeking  to  obtain  its  reconsideration. 

H.  B.  403.  This  bill  would  make  occupational  diseases 
compensable  under  the  State  Workmen’s  Compensation 
Law.  An  occupational  disease  is  defined  as  a disease  which 
is  characteristic  of  a particular  trade  or  occupation.  Under 
the  bill,  the  Dean  of  the  University  of  Oregon  Medical 
School  is  to  appoint  a panel  of  twenty-five  physicians  and 
surgeons.  In  case  of  a controversy  between  a claimant  and 
the  State  Industrial  Accident  Commission,  the  Commission 
selects  one  from  this  panel,  the  claimant  selects  a second, 
and  the  two  select  a third.  The  findings  of  the  three  phy- 
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sicians  are  made  binding  upon  the  Commission  and  are 
not  reviewable  in  a court. 

H.  B.  408.  With  a substantial  deficit  in  the  offing,  if  new 
sources  of  revenue  are  not  found,  this  measure  is  expected 
to  have  tough  sledding.  The  bill  appropriates  $180,000  for 
the  construction  and  operation  of  psychiatric  wards  at  the 
University  of  Oregon  Medical  School.  It  has  been  referred 
to  the  Joint  Ways  and  Means  Committee. 


H.  B.  415.  This  bill  (see  Northwest  Medicine,  February, 
1939,  p.  65)  would  increase  motor  vehicle  operators  license 
fees  from  50c  to  $1.00,  proceeds  to  be  administered  by  the 
State  Industrial  Accident  Commission,  to  reimburse  hos- 
pitals serving  those  injured  in  automobile  accidents  and 
who  are  unable  to  pay  for  such  service.  The  measure  has 
passed  the  House  and  has  been  referred  to  the  Senate 
Committee  on  Roads  and  Highways. 
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Tacoma  Surgical  Club  will  hold  its  Annual  Meeting  on 
Saturday,  April  1,  in  the  Medical  Arts  Building.  All  physi- 
cians are  cordially  invited  to  attend.  Program  will  consist 
of  a morning  meeting  starting  at  9 a.  m.,  devoted  to  ana- 
tomical and  surgical  demonstrations  on  cadavers,  and  dem- 
onstrations of  experimental  work.  In  the  afternoon  papers 
will  be  presented  concerning  factors  in  the  healing  of 
wounds. 

The  guest  speaker  will  be  Sterling  Bunnell  of  San  Fran- 
cisco. His  paper  to  be  presented  in  the  evening  is  entitled 
“Primary  Repair  of  the  Injured  Hand.” 

Socialized  Medicine  Debate.  Socialized  medicine  was 
debated  in  the  First  United  Presbyterian  Church  in  Spo- 
kane in  January.  Louis  A.  Hopkins,  Tacoma,  spoke  Sun- 
day evening,  January  22,  in  favor  of  a plan  whereby  those 
with  an  income  up  to  $3,000  would  contribute  four  per  cent 
of  their  income  for  medical  service.  He  proposed  that  the 
government  contribute  an  equal  amount  so  that  complete 
medical  and  dental  service  might  be  given.  One  week  later 
0.  M.  Rott  occupied  the  same  platform  to  point  out  the 
fallacies  of  such  utopian  schemes.  Both  meetings  were  well 
attended  and  the  talks  were  broadcast  over  a Spokane 
station. 

Riverton  Sanatorium,  Seattle,  opened  its  new  forty-six 
bed  infirmary,  February  10.  This  addition,  known  as  the 
Harold  Preston  Building,  gives  a net  increase  of  thirty 
beds,  raising  the  total  capacity  to  eighty  beds.  The  new 
structure  contains  the  service  department  of  the  sana- 
torium, an  operating  room,  laboratory,  treatment  room, 
roentgen  department,  recreation  room,  and  a staff  library 
and  conference  room.  The  cost,  including  repairs  to  other 
buildings,  some  landscaping  and  a new  water  tank,  is 
$100,000. 

Mental  Health  Clinics  Established.  Clallam  County 
has  made  arrangements  for  the  establishment  of  mental 
health  clinics.  The  first  clinic  was  held  last  fall  and  its 
success  has  prompted  the  establishment  of  regular  meetings. 
The  clinics  are  sponsored  by  K.  M.  Soderstrum,  county 
physician. 

Funds  Provided  for  Soap  Lake  Hospital.  Washington 
Senate  passed  a bill  early  in  February  appropriating  $102,- 
000  for  operation  of  the  hospital  at  Soap  Lake  which  is 
devoted  to  the  treatment  of  Buerger’s  disease. 


Hospital  Annual  Meeting.  G.  W.  Sutherland,  Newport, 
was  named  president  of  the  Board  of  Trustees  of  Newport 
Community  Hospital  at  its  annual  meeting  January  17. 
Income  for  the  past  year  was  about  equal  to  expense. 

City  Physician  Appointed.  W.  A.  Olds,  now  county 
health  officer  for  Stevens  County,  has  been  appointed  city 
physician  for  Colville. 

City  Physician  Appointed.  Roy  McCartney,  Anacortes, 
was  recently  appointed  city  health  officer.  He  formerly 
practiced  in  Coupeville. 

Naval  Officers  Promoted.  Captain  D.  C.  Cather  was 
advanced  to  the  rank  of  admiral  January  20.  Captains 
Charles  M.  Oman  and  B.  H.  Dorsey  were  advanced'  to 
rear  admiral.  All  have  been  stationed  at  the  Navy  Yard 
Hospital  at  Bremerton. 

Army  Appointment.  W.  W.  Webb,  Winlock,  has  ac- 
cepted an  appointment  for  the  army  medical  corps  and 
reported  for  duty  January  28  at  Fort  George  Wright, 
Spokane. 

Auxlllary  Formed.  Wives  of  members  of  Mason-Thurs- 
ton  Medical  Society  met  early  in  February  to  form  an 
auxiliary  to  that  society.  Officers  of  similar  organizations 
in  Seattle,  Tacoma  and  Aberdeen  attended  the  meeting. 

George  Ellinger,  formerly  of  Mount  Vernon  and  re- 
cently physician  for  the  CCC  Camp  at  Twisp,  has  been 
transferred  to  Los  Angeles. 

Locations.  Forest  Tomlinson  has  located  in  Ritzville, 
where  he  will  take  over  the  practice  of  M.  W.  Stevens.  Dr. 
Stevens  has  recently  moved  to  Kennewick. 

Scarlet  Fever  at  Bremerton.  A mild  epidemic  of  scar- 
let fever  was  reported  in  Bremerton  early  in  February. 

Weddings.  Robert  J.  Hauschel  and  Miss  Izetta  Point- 
dexter  were  married  in  Bremerton  February  14.  Richard  T. 
Haverstock  and  Miss  Evalyn  Moore  were  married  in  Se- 
attle February  25. 


OBITUARY 


Dr.  John  Ernest  Drury  of  Wenatchee,  Washington, 
died  February  7 following  a long  illness,  aged  64.  He  re- 
ceived his  medical  education  at  the  Medical  Faculty  of 
Trinity  University,  Toronto,  Ontario,  graduating  in  1901. 
He  came  to  Washington  in  1911  and  was  widely  known 
throughout  the  north  central  portion  of  the  state. 
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SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  met  at  a regular  dinner 
meeting,  Hotel  Monticello,  Longview,  February  IS. 

Donald  V.  Trueblood  of  Seattle  gave  a most  interesting 
paper  on  “Pathologic  Findings  of  Uterine  and  Ovarian 
Tumors.”  He  talked  principally  on  endometriosis  and  espe- 
cially stressed  the  importance  of  careful  surgical  technic  in 
the  removal  of  chocolate  cysts,  due  to  the  fact  that  this 
material  contains  the  endometrial  cells  and  the  possibility 
of  their  developing  another  cyst  if  it  becomes  attached  to 
any  part  of  the  peritoneal  wall.  He  advised  to  be  careful 
and  remove  all  of  the  small  brown  spots,  which  suggests 
the  possibility  of  a beginning  tumor  of  this  kind. 

Homer  T.  Dudley  of  Seattle  gave  an  illustrated  talk  on 
"Primary  Injuries  of  the  Hand.”  This  proved  to  be  very 
practical  and  was  thoroughly  discussed  by  all  members.  He 
outlined  the  treatment  of  the  different  types  of  injuries 
of  the  hand,  giving  his  latest  methods  of  diagnosing  and 
treatment. 

Mrs.  J.  F.  Christensen  and  Mrs.  J.  L.  Norris  were  dinner 
hostesses  the  same  evening  at  the  home  of  the  former  to 
members  of  the  Woman’s  Auxiliary  to  Cowlitz  County 
Medical  Society.  For  the  dinner  program  Mrs.  Marjorie 
Carlson  of  Cathlamet  reviewed  “Rebekah.”  Mrs.  H.  D. 
Fritz  also  reviewed  articles  from  the  latest  Hygeia. 


KITTITAS  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  A.  Taylor;  Secty.,  David  R.  Loree 
Organization  meeting  of  the  recently  chartered  Kittitas 
County  Medical  Society  was  held  at  the  Antlers  Hotel,  Jan- 
uary 23.  W.  A.  Taylor  of  Ellensburg,  was  elected  presi 
dent,  A.  R.  Pinckard  of  Ellensburg,  vice-president,  and  Da- 
vid R Loree  of  Ellensburg  was  elected  secretary. 


OKANOGAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  M.  D.  Wood;  Secty.,  T.  P.  Conners 
The  January  meeting  of  the  Okanogan  County  Medical 
Society  was  held  in  Tonasket  January  18.  Election  of  of- 
ficers was  held  and  resulted  in  election  of  Merrill  D.  Wood, 
Tonasket,  president,  C.  R.  McKinley,  Brewster,  vice-presi- 
dent, and  T.  P.  Conners,  Tonasket,  secretary-treasurer. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Hillis;  Secty.,  T.  H.  Duerfeldt 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  auditorium  in  the  Medical  Arts  Building, 
Tacoma,  February  14,  with  A.  E.  Hillis  in  the  chair.  Min- 
utes of  the  two  previous  meetings  were  read  and  approved. 

The  first  paper  was  by  S.  E.  Light,  who  gave  a very 
practical  presentation  of  “Treatment  of  Acne  Vulgaris”  by 
the  average  physician,  stressing  that  the  treatment  must  be 
prolonged,  usually  requiring  three  to  six  months,  but  that 
80  per  cent  may  be  benefited  by  the  general  practitioner. 
The  paper  was  discussed  by  J.  B.  Robertson,  F.  R.  Mad- 
dison  and  C.  V.  Lundvick. 

J.  W.  Gullikson  presented  a paper  on  “Spinal  Anes- 
thesia,” based  on  1032  administrations  in  Northern  Pacific 
Hospital  between  1932  and  1938.  He  gave  credit  to  E.  R. 
Anderson  for  corroboration.  The  history  of  spinal  anesthesia 
was  reviewed  and  the  cases  presented  analyzed,  with  the 


practical  suggestion  that  boiling  of  novocain  ampoules  ap- 
parently diminished  the  effectiveness  of  the  drug.  The 
paper  was  discussed  by  W.  W.  Mattson,  S.  F.  Herrmann 
and  W.  -H.  Goering. 

Jack  R.  Karel  was  elected  to  membership. 

A communication  from  the  Woman’s  Auxiliary  was  read, 
inviting  the  members  and  their  wives  to  a dinner  dance 
on  March  14  at  the  Winthrop  Hotel. 

The  report  of  a suggested  program  for  the  White  Shield 
Home  was  presented.  It  was  approved. 

A communication  from  the  State  Medical  Association  re- 
garding completion  of  internship  as  a requirement  of 
eligibility  for  membership  was  read. 

Applications  for  membership  of  Drs.  Plum,  Wright  and 
Snyder  were  read  and  referred  to  the  trustees. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  C.  J.  Johannesson;  Secty.,  R.  W.  Stevens 
Walla  Walla  Valley  Medical  Society  held  its  monthly 
meeting  at  Grand  Hotel,  Walla  Walla,  Feb.  9,  following  a 
dinner  meeting. 

Brien  T.  King  of  Seattle  addressed  the  society  on  “Goiter 
Problems”  and  also  on  his  new  work  in  restoring  abductor 
function  of  the  larynx,  following  paralysis  due  to  recurrent 
nerve  injury.  He  illustrated  his  talk  with  lantern  projections 
of  the  transplantation  of  the  anterior  belly  of  the  omohyoid 
muscle  to  the  arytenoid  cartilage.  It  seems  that  Dr.  King 
has  brought  out  a more  rational  idea  of  the  function  of 
the  larynx,  superceding  the  ideas  brought  out  by  Semon’s 
so-called  law. 

C.  J.  Johannesson,  J.  C.  Lyman,  N.  E.  Beaver,  and  R. 
W.  Stevens  were  appointed  members  of  the  Public  Health 
Medical  Council  to  work  in  conjunction  with  the  Health 
Department  in  an  advisory  capacity. 

YAKIMA  VALLEY  MEDICAL  SOCIETY 
Pres.,  G.  W.  Cornett;  Secty.,  H.  C.  Lynch 
G.  W.  Cornett,  new  president  of  Yakima  Valley  Medical 
Society,  conducted  the  first  business  meeting  this  year, 
January  9.  John  Davis,  manager  of  the  Yakima  Medical 
Service  Bureau,  reported  on  the  activities  of  the  Bureau 
in  1938  and  J.  E.  Bittner,  Jr.,  gave  a resume  of  a meeting 
of  the  trustees  of  the  State  Medical  Association  in  Seattle. 


STATE  BOARD  OF  TRUSTEES  MEETING 


MEMBERSHIP,  FINANCES  AND  OTHER  PROBLEMS 
Seattle,  Wash.,  January  8,  1939. 

The  Board  of  Trustees  of  the  Washington  State  Medical 
Association  met  at  10:15  a.  m.,  January  8,  at  the  Olympic 
Hotel,  Seattle.  The  following  trustees  were  present: 

H.  E.  Rhodehamel,  Spokane,  President;  W.  B.  Penney, 
Tacoma,  President-Elect;  V.  W.  Spickard,  Seattle,  Secre- 
tary-Treasurer; G.  H.  Anderson,  Spokane;  J.  E.  Bittner, 
Yakima;  A.  J.  Bowles,  Seattle;  D.  G.  Corbett,  Spokane: 
H.  D.  Dudley,  Seattle;  A.  E.  Gerhardt,  Wenatchee;  J.  W. 
Henderson,  Longview;  C.  W.  Knudson,  Seattle;  R.  Mar- 
shall, Seattle;  J R.  Morrison,  Bellingham;  J.  H.  O’Shea, 
Spokane;  W.  D.  Read,  Tacoma;  C.  W.  Sharpies,  Seattle; 
R.  L.  Zech,  Seattle. 

Visitors  to  the  meeting  included  D.  G.  Evans,  Director 
State  Department  of  Health;  H.  L.  Hartley,  Assistant  to 
the  Editor,  Northwest  Medicine;  C.  B.  Ward,  Chairman, 
Library  Committee;  the  following  Governors  of  the  De- 
fense Fund:  J.  B.  Blair,  G.  W.  Cornett,  and  C.  L. 
Smith ; and  the  following  members  from  the  Kittitas 
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County  Medical  Society:  J.  A.  Bickle,  C.  E.  Burk,  D.  R. 
Loree,  C.  F.  Stafford,  and  W.  A.  Taylor. 

MEMBERSHIP  AND  FINANCE 

The  following  report  on  membership  and  finance  was 
presented  for  the  calendar  year  1938: 

Membership.  There  were  1,362  members  on  the  rolls  of 
the  State  Association  at  the  end  of  1938.  As  of  January  8 
of  this  year,  1938  dues  have  been  received  from  1,274  of 
these,  2 being  received  in  1937,  1,207  in  1938,  and  65  in 
1939.  This  leaves  88  members  from  whom  no  dues  have 
been  reported.  Not  all  of  the  88  are  delinquent,  however, 
as  the  dues  of  a few  have  been  remitted,  and  some  of  the 
other  members  are  listed  as  honorary. 

Finance — 

Net  receipts  from  all  sources,  transfers  and 


refunds  excluded  $16,349.56 

Net  disbursements  15,746.36 

Excess,  net  receipts  over  disbursements $ 603.20 


Unencumbered  balances,  as  of  Dec.  31,  1938: 

Checking  account,  including  $2,482.86  trans- 
ferred from  the  Special  Fund $ 4,475.57 

Savings  account  5,145.47 


Total  balance  $ 9,621.04 

BUDGET  FOR  1939 


The  budget  year  of  the  Association  was  changed  from  the 
twelve  months  period  ending  June  30  to  the  calendar  year, 
the  latter  being  the  fiscal  year  of  the  Association. 

A budget  for  1939  was  submitted  by  the  Finance  Com- 
mittee and  adopted  by  the  Board,  as  follows: 

The  Finance  Committee  recommends  that  the  unexpended 
balances  of  the  appropriated  funds  adopted  on  November 
13,  1938,  be  cancelled. 

It  recommends  the  following  budget  for  the  fiscal  year 
of  our  Association,  extended  from  January  1,  to  December 


31,  1939. 

Executive  secretary’s  office  $10,000.00 

Radio  programs  (1,320  members  for  1938 

$660.00)  Balance  431.48 

Woman’s  Auxiliary  150.00 

Northwest  Medicine  2,420.00 

Public  Health  League  3,025.00 


$16,026.48 

It  recommends  also  the  following  items: 

Secretary  office  $ 600.00 

President’s  office  263.25 

Four  trustees’  meetings  650.00 

Annual  convention  expense  1,000.00 

Delegate  to  the  A.  M.  A 350.00 

Annual  audit  112.00 

Fidelity  bonds  15.00 

Miscellaneous  expense  100.00 


$ 3,090.25 

CROUP  HOSPITALIZATION  PLAN 

The  Board  gave  approval  to  the  principle  of  group  hos- 
pitalization and  provided  for  recommending  to  each  county 
society  that  it  assume  the  duty  of  promoting  such  a plan 
in  its  own  community,  specifically  stating,  “we  do  not  ap- 
prove of  the  society  organizing  the  plan  as  one  of  its 
functions.” 

KITTITAS  COUNTY  MEDICAL  SOCIETY 

A charter  was  granted  to  the  Kittitas  County  Medical 
Society  on  the  basis  of  the  application  and  constitution  sub- 
mitted to  the  State  Association. 

PROPOSED  AMENDMENT  TO  BY-LAWS 

An  amendment  to  the  By-Laws,  whereby  any  member 
whose  yearly  dues  were  not  received  by  December  31  would 
be  dropped  from  the  rolls  of  the  Association,  was  approved 


by  the  Board  for  submission  to  the  next  annual  session  of 
the  House  of  Delegates. 

FINANCING  OF  ANNUAL  SESSIONS 

The  special  committee,  appointed  to  arrange  for  a proper 
segregation  of  expenses  of  the  annual  session,  reported 
agreement  that  the  receipts  from  the  technical  exhibits  be 
credited  to  the  general  fund  of  the  Association,  and  the 
expenses  from  both  the  technical  and  the  scientific  exhibits 
be  charged  against  that  fund.  Regular  scheduled  entertain- 
ments, such  as  banquets  or  dinner  dances,  should  be  paid 
by  the  members  attending  such  functions,  with  the  local 
society  providing  any  special  entertainment  it  may  care 
to  furnish. 

PACIFIC  STATES  MEDICAL  EXECUTIVES  CONFERENCE 

A report  was  given  of  the  discussions  at  the  Pacific  States 
Medical  Executives’  Conference  held  in  Portland,  December 
4,  1938,  and  it  was  announced  that  Dr.  Rhodehamel  had 
been  elected  president  of  the  Conference  for  1939,  and  that 
the  1939  meeting  would  be  held  in  Seattle. 

PUBLIC  RELATIONS  COMMITTEE 

The  growing  need  for  improving  the  public  relations  of 
the  medical  profession  was  brought  out,  and  the  public 
relation  set-ups  now  in  operation  in  other  states  were  dis- 
cussed generally.  The  President  was  authorized  to  appoint 
a Public  Relations  Committee,  whose  duties  shall  be  “to 
edit,  approve,  or  reject,  all  public  speeches  or  published 
articles  given  by  any  member  of  the  Washington  State 
Medical  Association  pertaining  to  matters  of  interest  to  the 
public  and  the  medical  profession.” 

FARM  SECURITY  ADMINISTRATION’S  MEDICAL  CARE  PROGRAM 

The  Board  considered  the  question  of  working  out  a 
medical  care  program  for  Farm  Security  Administration 
clients  in  this  state.  At  a previous  meeting  it  had  been  de- 
cided that  “the  medical  care  of  the  F.  S.  A.  clients  is  so 
diversified  as  to  needs  and  localities  that  no  general  state 
plan  can  be  devised  to  handle  the  matter  satisfactorily.  It  is 
entirely  a local  problem  to  be  taken  up  with  the  local 
medical  units.” 

Further,  it  was  brought  out  that  no  contract  should 
ever  be  entered  into  by  any  medical  organization  with  any 
individual  or  agency  which  would  call  for  a reduction  of 
the  present  industrial  insurance  fee  schedule  for  rendering 
medical  care.  If  the  funds  are  inadequate,  a unit  system 
should  be  worked  out,  but  the  fee  schedule  mentioned 
should  remain  unchanged. 

The  central  office  was  instructed  to  send  a copy  of  the 
resolution  relating  to  the  F.  S.  A.  program,  adopted  at  the 
November,  1938,  meeting,  to  each  county  society,  together 
with  the  statements  of  the  Board  regarding  the  necessity  of 
maintaining  the  industrial  insurance  fee  schedule  as  a 
minimum. 

REPORT  OF  PROGRAM  COMMITTEE  FOR  ANNUAL  SESSION 

Carroll  L.  Smith  of  Spokane,  Chairman  of  the  Program 
Committee  for  the  Annual  Session,  outlined  briefly  the  ac- 
tivities of  his  committee  to  date.  It  was  decided  that  the 
determination  of  the  program  should  be  left  entirely  to  the 
discretion  of  the  committee. 

REVOCATION  OF  LICENSE  OF  COULEE  DAM  MEDICAL  SOCIETY 

A charter  had  been  held  in  the  name  of  the  Coulee  Dam 
County  Medical  Society,  although  as  of  the  end  of  1938, 
it  had  no  members  in  good  standing  on  the  rolls  of  the 
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State  Association.  The  Board,  therefore,  ordered  the  license 
revoked. 

COMMITTEE  OF  CONTACT  FOR  HOSPITAL  ASSOCIATION 

Correspondence  was  read  from  the  Washington  State 
Hospital  Association,  requesting  a committee  of  contact  in 
the  State  Medical  Association  to  consult  with  on  problems 
of  mutual  interest.  The  Group  Hospitalization  Committee 
was  designated  to  serve  in  this  capacity. 

COMMITTEE  ON  POSTGRADUATE  MEDICAL  EDUCATION 

After  discussing  the  plans  of  postgraduate  education  in 
operation  in  other  states,  the  Board  authorized  a Committee 
on  Postgraduate  Medical  Education  for  this  state. 

Meeting  adjourned  at  3:15  p.  m. 


DEFENSE  FUND  SURVEYS 
Two  surveys  were  authorized  by  the  Board  of  Governors 
of  the  Defense  Fund  at  a meeting  held  January  8,  in  Se- 
attle. As  a number  of  insurance  companies  are  now  con- 
sidering the  possibility  of  entering  into  the  field  of  writing 
malpractice  insurance  in  this  state,  the  Board  requested  a 
survey  to  be  made  of  the  various  forms  of  malpractice  in- 
surance now  being  written,  and  of  the  companies  writing 
such  policies. 

The  other  survey  will  look  toward  a revision  of  the  ex- 
isting rules  and  regulations  of  the  Defense  Fund,  and  the 
Chairman  was  authorized  to  employ  an  experienced  insur- 
ance counselor  to  advise  and  assist  him  in  this  regard.  Re- 
ports on  both  of  these  surveys  are  to  be  presented  to  the 
next  meeting  of  the  Board  of  Governors. 


COMMITTEE  APPOINTMENTS 
Two  new  committees  were  created  by  the  Board  of 
Trustees  of  the  State  Medical  Association  at  the  January 
8 meeting:  Committee  on  Public  Relations,  and  Com- 
mittee on  Postgraduate  Medical  Education. 

COMMITTEE  ON  PUBLIC  RELATIONS 

The  President  of  the  Association,  H.  E.  Rhodehamel, 
announces  the  following  appointments  to  the  Committee 
on  Public  Relations:  Clark  C.  Goss,  Seattle,  Chairman; 
Henry  S.  Atwood,  Yakima;  J.  B.  Blair,  Vancouver;  John 

C.  Lyman,  Walla  Walla;  Sydney  M.  MacLean,  Tacoma; 
Edwin  A.  Nixon,  Seattle;  O.  M.  Rott,  Spokane. 

COMMITTEE  ON  POSTGRADUATE  MEDICAL  EDUCATION 

The  following  Committee  on  Postgraduate  Medical  Edu- 
cation was  appointed  by  the  Board  of  Trustees:  Homer 

D.  Dudley,  Chairman;  D.  G.  Evans;  Richard  O’Shea;  C. 

E.  Watts. 

The  name  of  Asa  E.  Seeds  of  Spokane  was  omitted  by 
error  from  the  listing  of  the  members  of  the  Neoplastic 
Committee  which  appeared  in  the  December,  1938,  issue 
of  Northwest  Medicine. 


GOLDEN  JUBILEE  MEETING 
The  Golden  Jubilee  Meeting  of  Washington  State  Medi- 
cal Association  will  be  held  in  the  Davenport  Hotel,  Spo- 
kane, August  28-30.  An  outstanding  scientific  program  is 
being  prepared.  The  exhibit  will  be  the  largest  in  the  his- 
tory of  the  Association,  and  a record  attendance  is  virtually 
assured.  All  members  are  urged  to  plan  to  attend  this 
meeting. 


WOMAN’S  AUXILIARY 


Seattle,  Wash.,  February  23,  19393. 

For  the  first  time  this  year,  it  can  be  reported  that  each 
organized  county  in  Washington  has  sent  a record  of  its 
activities  and  accomplishments  to  date  to  the  State  Press 
and  Publicity  Chairman.  But  it  is  necessary  to  postpone  re- 
lating an  account  of  those  activities  until  the  next  issue 
of  Northwest  Medicine.  For  this  month,  it  will  be  of 
interest  to  auxiliary  members  to  know  that  the  midyear 
board  meeting  of  the  State  Auxiliary  will  be  held  in  Seattle 
on  March  3,  and  that  Mrs.  Charles  C.  Tomlinson,  the 
National  Auxiliary  President,  will  be  present  at  that  board 
meeting.  Following  the  meeting  there  will  be  a dinner  hon- 
oring Mrs.  Tomlinson,  to  which  all  auxiliary  members  are 
invited. 

PUBLIC  RELATIONS 

Dr.  Phyllis  S.  Leibly,  the  State  Public  Relations  Chair- 
man, has  prepared  an  article  on  how  auxiliary  members 
can  carry  out  individually  our  public  relations  program  as 
follows: 

This  year,  as  never  before,  the  public  relations  of  our 
county  groups  have  come  into  prominence.  This  is  justly  so, 
because  where  better  can  we  bring  into  action  our  Health 
Education  Program  than  through  these  channels?  Although 
public  relations  in  its  broadest  sense  embraces  everything 
that  links  us  individually  or  collectively  with  those  outside 
the  medical  profession,  there  are  certain  phases  of  it  which 
will  bear  special  mention. 

Each  county  group  should  have  its  own  public  relations 
committee  with  an  active  chairman.  This  committee,  in 
cooperation  with  the  program  and  other  chairmen,  will  do 
well  to  devote  one  meeting  to  a phase  of  health  education 
such  as  cancer  control  or  the  basic  science  law,  and  invite 
to  it  representatives  of  all  the  lay  groups  in  the  county. 
This  will  establish  a friendly  spirit  between  these  groups, 
and  afford  an  excellent  opportunity  for  stimulating  interest 
in  what  we  are  doing. 

In  connection  with  this  matter,  the  better  informed  each 
doctor’s  wife  makes  it  a point  to  be,  the  more  helpful  will 
she  be  in  carrying  out  the  aims  of  our  organization.  It  is  the 
doctor’s  wife  who  must  interpret  her  husband’s  viewpoint 
on  the  important  questions  confronting  us.  In  order  to  do 
this  tactfully  but  well,  without  aggressiveness,  yet  also  with- 
out compromise,  she  must  inform  herself  fully  and  cor- 
rectly on  these  topics  as  they  will  be  discussed  in  the  aux- 
iliary meetings.  The  three  which  come  to  mind  as  basically 
important  are:  socialized  medicine,  cancer  control  and  the 
basic  science  law. 

Excellent  radio  broadcasts,  under  the  auspices  of  the 
national,  state  and  county  medical  associations  are  available 
each  week.  We  can  help  these  to  succeed  by  stimulating  in- 
terest in  them.  In  collaboration  with  this  is  the  wealth 
of  authentic  literature  of  interest  to  the  laity  that  is  avail- 
able from  the  American  Medical  Association  and  the 
Public  Health  League. 

The  active  participation  of  our  members  in  other  or- 
ganizations, especially  those  with  one  or  more  health  pro- 
grams each  season,  is  a very  vital  public  relation.  It  is  a 
very  good  means  of  utilizing  the  medical  societies’  Speakers 
Bureaus  health  exhibits,  for  which  posters  may  be  obtained 
from  many  health  organizations  of  high  standard,  and  re- 
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views  of  modern  books  with  a medical  background,  all 
offer  means  of  disseminating  health  information. 

With  knowledge,  tact  and  understanding  we  can  make 
ourselves  truly  an  auxiliary  to  the  medical  profession 

OUTLINE  FOR  COUNTY  PUBLIC  RELATIONS  CHAIRMEN 

1.  Have  an  active  Public  Relations  Chairman  in  your 
county  organization 

2.  Encourage  membership  and  active  participation  in  lay 
organizations.  It  is  advisable  for  members  to  accept  office 
wherever  possible  to  insure  the  presentation  of  right  kind 
of  health  programs.  Be  tactful. 

3.  Have  every  member  in  your  auxiliary  answer  a ques- 
tionnaire giving  the  names  of  lay  organizations  to  which  she 
belongs  and  stating  the  office  she  holds. 

4.  Obtain  a list  of  speakers  and  subjects  from  the  local 
medical  society  which  may  be  used  for  lay  programs,  and 
secure  adequate  publicity  for  it. 

5.  Assist  in  building  an  intelligent  basis  for  choosing  medi- 
cal and  dental  advisors.  Literature  for  this  purpose  may  be 


obtained  from  the  American  Medical  Association  and  from 
the  Public  Health  League. 

6.  Stimulate  interest  in  county,  state  and  national  medi- 
cal association  radio  broadcasts.  Announce  these  programs 
at  your  regular  meetings. 

7.  Cooperate  with  the  program  of  the  Cancer  Education 
chairman.  Plan  to  devote  one  meeting  to  cancer  education 
and  invite  representatives  of  all  lay  groups  such  as  parent- 
teacher  association,  women’s  clubs,  etc. 

8.  Continue  to  give  correct  information  to  your  local 
organization  and  to  lay  groups  regarding  the  basic  science 
law  and  other  health  legislation. 

9.  Study  and  follow  the  national  outline. 

10.  Keep  complete  records.  Send  reports  typed  on  regular 
typing  paper. 

11.  Keep  a scrap  book  of  news  clippings  of  public  rela- 
tions activities  and  send  them  to  your  state  chairman  with 
your  reports. 

Mrs.  Sarah  Tashian, 

Publicity  Chairman. 


IDAHO 

ANNUAL  MEETING  IDAHO  STATE  MEDICAL  ASSOCIATION,  BOISE,  AUGUST  23-26 

MEDICAL  NOTES 

SOCIETY  MEETINGS 

Amendment  to  Medical  Practice  Act.  The  Idaho  Leg- 
islature has  passed,  and  the  Governor  has  signed,  the  fol- 
lowing amendment  to  the  Medical  Practice  Act: 

It  provides  that  only  citizens  of  the  United  States  may 
make  application  for  an  examination  to  practice  medicine 
and  surgery  in  Idaho  and  providing  that  students  may  do 
interneship  in  state  and  private  hospitals. 

Cottonwood  Hospital  Enlarges.  A three  story  fireproof 
annex  is  to  be  constructed  at  Our  Lady  of  Consolation 
Hospital  at  Cottonwood.  Enlarged  quarters  will  relieve  the 
congestion  which  has  developed  recently  and  will  double 
capacity. 

Maternity  Home  Established.  A maternity  home  for 
indigent  mothers  has  been  established  as  an  annex  to  the 
Twin  Falls  county  hospital.  Private  physicians  may  attend 
patients  who  are  unable  to  afford  regular  hospitalization. 

County  Hospital  to  Improve.  The  Idaho  legislature 
has  passed  a bill  giving  Twin  Falls  County  authority  to 
improve  its  hospital  facilities. 

County  Physicians  Appointed.  C.  C.  Paxton  has  been 
reappointed  physician  for  Payette  county.  R.  T.  Hopkins 
was  named  physician  for  Clearwater  county.  Walter  L. 
Werelius  has  been  named  county  physician  for  Bonner 
County  to  succeed  W.  F.  Tyler,  incumbent  for  the  past 
four  years.  A.  A.  Newberry  of  Caldwell  is  appointed  county 
physician  for  Canyon  county.  H.  J.  McLaughlin  of  Cald- 
well, W.  C.  Nolte  and  S.  A.  Swayne  of  Nampa,  R.  E.  Tal- 
bot of  Wilder,  and  William  Mitchell  of  Parma  were  named 
deputies  in  their  respective  districts.  R.  M.  Coates  was 
recently  named  county  physician  for  Washington  county. 
W.  K.  Bullock  was  reappointed  as  county  physician  for 
Gem  county. 

Locations.  Glenn  McCaffrey  has  taken  over  the  practice 
of  H.  T.  Anderson  at  Kellogg.  Dr.  Anderson  is  moving  to 
California. 

City  Health  Officer  Appointed.  W.  C.  Lindsay  wras 
appointed  city  health  officer  for  Kellogg. 


POCATELLO  MEDICAL  ASSOCIATION 
Pres.,  D.  C.  Ray ; Secty.,  B.  C.  Eisenberg 
A dinner  meeting  of  Pocatello  Medical  Association  was 
held  February  2 at  the  Bannock  Hotel.  Guest  speakers 
were  Leland  R.  Cowan  who  discussed  roentgen  and  radium 
work,  and  W.  LeRoy  Smith  of  Salt  Lake  City,  who  spoke 
on  diseases  and  treatment  of  the  nose  and  throat. 

MEDICAL  MOTION  PICTURES  AVAILABLE 
Motion  pictures  on  various  scientific  subjects  are  avail- 
able on  a loan  basis  from  the  American  Medical  Asso- 
ciation. The  material  includes:  (1)  pictures  for  medical 
societies  and  other  scientific  organizations,  (2)  pictures  for 
the  public. 

Requests  for  films  should  be  instituted  as  far  in  advance 
as  possible.  Information  should  be  included  as  to  type  of 
apparatus  in  which  the  film  is  to  be  run.  Responsibility  for 
projection  and  care  of  the  film  must  be  borne  by  the  or- 
ganization which  is  borrowing  it.  The  American  Medical 
Association  does  not  own  projectors  available  for  loan. 
The  only  expense  incurred  is  that  of  transportation  both 
ways. 

Most  of  the  films  are  silent,  but  a few  are  speaking,  in- 
cluding addresses  by  physicians  descriptive  of  the  sub- 
ject which  is  being  shown.  Information  is  available  as  to 
the  number  of  reels,  size  of  films  and  running  time.  Sub- 
jects covered  are  syphilis,  cancer,  blood  circulation,  blood 
transfusion,  comparative  physiology  of  labor,  effects  of 
heat  and  cold  on  the  circulation  of  the  blood,  effects  of 
massage  on  circulation  of  blood,  contraction  of  arteries 
and  arteriovenous  anastomoses,  therapeutic  exercises  for 
the  shoulder  joint  following  dislocation,  treatment  of  com- 
pression fracture  of  first  lumbar  vertebrae,  aids  in  muscle 
training,  underwater  therapy,  occupational  therapy,  mas- 
sage, a new  day,  prevention  of  burns,  men  of  medicine. 
All  necessary  information  can  be  obtained  from  Director, 
Scientific  Exhibit,  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago. 
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Physical  Diagnosis.  By  Richard  C.  Cabot,  M.D.,  Pro- 
fessor of  Clinical  Medicine  Emeritus  in  Harvard  Univer- 
sity, etc.,  and  F.  Denette  Adams,  M.D.,  Instructor  in  Medi- 
cine in  Harvard  Medical  School,  Courses  for  Graduates,  etc. 
Twelfth  Edition.  846  pp.  $5.00.  William  Wood  & Co., 
Medical  Division  of  The  Williams  & Wilkins  Co.,  Baltimore, 
1938. 

No  greater  recommendation  can  be  paid  a book  than  the 
fact  that  the  medical  profession  has  demanded  twelve  con- 
secutive editions,  all  within  the  lifetime  of  the  original 
author.  The  material  has  been  almost  entirely  rearranged, 
and  many  chapters  have  been  rewritten. 

The  portion  of  the  book  dealing  with  the  normal  and 
abnormal  features  of  cardiology  is  the  most  detailed  and 
includes  all  the  essential  features  presented  in  a practical 
manner.  The  addition  of  a chapter  on  electrocardiography 
is  timely,  although  somewhat  unexpected  in  a book  on 
physical  diagnosis.  The  chapter  dealing  with  neurologic  ex- 
amination and  disorders  of  the  nervous  system,  although 
necessarily  skeletal,  is  greatly  improved.  The  examination 
of  joints  and  the  differential  features  of  various  disorders 
are  excellent  and  are  presented  according  to  modern  con- 
ceptions. 

All  the  modifications  and  additions  to  an  already  famous 
text  are  in  harmony  with  the  newer  methods  in  teaching 
physical  diagnosis.  It  has  never  been  intended  to  be  com- 
plete on  any  medical  topic  but  has  proven  to  be  an  out- 
standing text  on  physical  diagnosis.  This  book  is  recom- 
mended highly  as  a text  for  the  medical  student  and  for 
those  further  advanced  as  a pleasant  and  instructive  review. 

R.  L.  Kinc. 


Midwifery.  By  Teachers,  Under  the  Direction  of  Clifford 
White,  M.D.,  B.S.  (Lond.),  F.R.C.P.  (Lond.),  F.R.C.S. 
(Eng.),  F.C.O.G.  Edited  by  Sir  Comyns  Berkeley,  Clifford 
White,  Frank  Cook.  Sixth  Edition.  676  pp.,  6.00.  William 
Wood  & Company,  Baltimore,  1938. 

This  volume  contains  contributions  by  ten  teachers  in 
London  medical  schools,  representing  eight  general  hospitals 
and  three  large  lying-in  hospitals.  While  written  primarily 
for  students  preparing  for  final  examinations,  it  presents 
the  obstetric  principles  which  should  be  the  possession  of 
every  medical  practitioner.  Each  of  the  fifty-one  chapters 
deals  with  a definite  obstetric  problem,  beginning  with 
ovulation,  extending  through  the  various  features  of  preg- 
nancy and  dealing  with  normal  and  abnormal  features  of 
that  period.  There  are  discussions  of  normal  and  abnormal 
presentations,  with  methods  for  correcting  the  latter.  All 
the  problems  associated  with  delivery  are  discussed.  There 
are  numerous  illustrations,  including  nine  colored  plates,  all 
of  which  deal  with  essential  principles  concerned  in  the 
conditions  of  a pregnant  woman. 


Textbook  of  Neuro-Anatomy  and  the  Sense  Organs. 
By  O.  Larsell,  Ph.D.  Professor  of  Anatomy,  University  of 
Oregon  Medical  School,  Portland.  316  pp.  $6.00.  D.  Apple- 
ton-Century  Co.,  Inc.,  New  York,  London,  1939. 

The  author  has  gathered  and  arranged  the  material  for 
this  book  in  the  light  of  his  experience  as  a teacher  of  first 
year  medical  students.  He  has  given  them  a concept  of  the 
nervous  system  as  a living,  active  mechanism.  He  has  col- 


lected illustrations  and  figures  showing  sections  of  the  spinal 
cord  and  brain  stem.  One-half  of  each  section  shows  the 
position  of  cell  groups,  fiber  tracts,  etc.,  while  the  other 
shows  the  appearance  of  the  sections  from  which  the  draw'- 
ings  were  made.  The  chapters  dealing  with  sense  organs  are 
especially  good.  They  are  given  much  consideration  both 
from  the  standpoint  of  neurology  and  from  that  of  histo- 
logic and  microscopic  anatomy.  At  the  ends  of  the  chapters 
are  clinical  neurologic  pictures  which  serve  to  stimulate  the 
student’s  interest  in  the  clinical  side  of  neurology.  There  is 
an  exhaustive  index.  This  book  is  a text  which  should  find 
great  popularity  among  first  year  medical  students  since  its 
style  is  so  concise,  direct  and  interesting  and  the  viewpoint 
is  strictly  that  of  the  instructor  teaching  beginners  in  neuro- 
anatomy. S.  N.  Berens. 


The  Essentials  of  Modern  Surgery.  Edited  by  R.  M. 
Handfield- Jones,  M.C.,  M.S.,  F.R.C.S.  Surgeon  to  Out- 
Patients,  St.  Mary’s  Hospital,  etc.,  and  A.  E.  Porritt,  M.A., 
M.Ch.,  F.R.C.S.  Surgeon  to  his  Majesty’s  Household,  etc. 
With  501  Illustrations.  1126  pp.  $9.00.  William  Wood  & 
Co.,  Medical  Division,  The  Williams  & Wilkins  Co.,  Balti- 
more, 1938. 

This  book  is  a masterpiece  of  its  kind.  It  presents  briefly, 
clearly  and  satisfactorily  all  the  subjects  embraced  under 
general  surgery.  It  gives  special  attention  to  the  anatomy, 
pathology  and  physiology  of  the  various  conditions.  The 
different  sections  are  written  by  master  British  surgeons, 
whose  personalities  are  pleasantly  evident  by  their  literary 
style.  The  information  is  conservative  and  practical.  Al- 
though no  attempt  is  made  to  describe  operative  technic, 
many  valuable  points  in  treatment  are  outlined.  It  is  an 
ideal  book  for  advanced  students  or  for  anyone  preparing 
for  rigid  examinations,  such  as  required  by  the  Royal  Col- 
lege of  Surgeons.  R.  E.  Mullarky. 


Immunity.  Principles  and  Application  in  Medicine  and 
Public  Health.  By  Hans  Zinsser,  M.D.,  Professor  of  Bac- 
teriology and  Immunology,  Harvard  Medical  School;  John 
F.  Enders,  Ph.D.,  Assistant  Professor  of  Bacteriology  and 
Immunology,  Harvard  Medical  School;  and  LeRoy  D. 
Fothergill,  M.  D.,  Assistant  Professor  of  Bacteriology  and 
Immunology  and  Associate  in  Pediatrics,  Harvard  Medical 
School.  Fifth  Edition  of  “Resistance  to  Infectious  Diseases.” 
799  pp.  $6.50.  The  Macmillan  Co.,  New  York,  1939. 

Readers  who  are  acquainted  with  “Resistance  to  Infec- 
tious Diseases”  will  need  no  special  introduction  to  this 
newer  work  which  preserves  the  plan  of  the  former  work 
but  has  been  entirely  rewritten  rather  than  merely  revised. 
For  those  who  are  not  familiar  with  former  editions,  this 
volume  should  win  many  new  friends  for  the  authors.  In 
the  opinion  of  this  reviewer,  it  is  the  best  work  of  its  kind 
available  and  there  is  no  close  second  choice.  While  not  so 
lengthy  as  a few  other  similar  works,  particularly  those  of 
British  authors,  it  is  nevertheless  sufficiently  comprehensive 
to  satisfy  the  medical  student  and  laboratory  worker,  for 
whom  it  was  primarily  intended.  It  deserves  to  find  a wide 
usage  among  the  medical  profession  at  large,  and  prob- 
ably it  will  because  of  the  reawakening  general  interest  in 
the  so-called  fundamental  branches  of  medical  science  by 
graduates  in  active  practice.  C.  R.  Jensen. 
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When  fed  normal  infants  show  steady 

progress  in  growth,  weight,  bone  development 
and  tissue  structure. 

S.  M.  A.,  like  human  milk,  is  easy  to  digest  and 
assimilate.  When  diluted  according  to  directions 
it  closely  resembles  human  milk,  not  only  in 
proportions  of  food  essentials  but  also  in  the 
chemical  constants  and  physical  properties. 

S.  M.  A.  is  antirachitic  and  antispasmophilic. 
The  Vitamin  A activity  of  each  feeding  is  con- 
stant throughout  the  year.  With  the  exception  of 
orange  juice  it  is  usually  unnecessary  to  give 
vitamin  supplements. 


S.  M.  A.  is  a food  for  infants  . . . derived  from  tuberculin  tested  cows’ 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats  including 
biologically  tested  cod  liver  oil;  with  the  addition  of  milk,  sugar  and 
potassium  chloride;  altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  ESSENTIALLY  SIMILAR  TO  HUMAN 
MILK  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 
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The  Abnormal  In  Obstetrics.  By  Sir  Comyns  Berkeley, 
M.A.,  M.C.,  M.D.  (Cantab.),  F.R.C.P.  (Lond.),  F.R.C.S. 
(Eng.),  M.M.S.A.  (Hon.),  F.C.O.G.  Consulting  Obstetric 
and  Gynecological  Surgeon  to  the  Middlesex  Hospital,  etc. ; 
Victor  Bonney,  M.S.,  M.D.,  B.Sc.  (Lond.),  F.R.C.S.  (Eng.), 
F.R.A.C.S.  (Hon.),  M.R.C.P.  (Lond.)  Consulting  Obstetric 
and  Gynecological  Surgeon  to  Middlesex  Hospital,  etc.,  and 
Douglas  MacLeod,  M.S.,  M.B.  (Lond.),  F.R.C.S.  (Eng.), 
F.R.C.P.  (Lond.),  M.C.O.G.  Assistant  Obstetric  Surgeon, 
St.  Mary’s  Hospital,  etc.,  525  pp.  $6.00.  William  Wood  & 
Co.,  Baltimore,  1938. 

In  this  text  for  obstetric  specialists  an  introductory  state- 
ment deplores  the  fact  that  “midwifery  in  the  past  has 
suffered  from  the  unqualified  reiteration  of  the  ‘natural- 
ness’ of  childbirth.  It  is  admittedly  one  of  the  physiologic 
processes,  but  it  stands  alone  among  such  in  that,  while  the 
rest  of  them  serve  the  good  of  the  individual,  reproduction 
is  exercised  for  the  benefit  of  the  race  at  the  cost  of  the 
individual.” 

Pelvic  deformities  include  anything  abnormal  as  concerns 
the  pelvic  organs,  such  as  cancer,  benign  tumors,  cysts,  etc. 
Injuries  of  the  genital  tract  are  likewise  mentioned.  The 
many  varieties  of  labor  complications,  whether  due  to  the 
expulsive  forces  or  the  malpresentation  of  the  child,  are 
given  great  consideration  as  it  is  here  where  the  judgment 
of  the  obstetrician  is  taxed  to  its  utmost.  The  all  important 
subjects  of  accidental  hemorrhages  and  puerperal  sepsis  are 
well  covered.  The  only  chapter  rather  disappointing  is 
the  one  on  analgesia  and  anesthesia.  It  is  not  covered  as 
detailed  as  it  should  be  for  a subject  that  at  present  is  being 
so  widely  discussed  and  criticized.  In  summary,  this  text 
is  rather  hard  to  review  as  it  is  so  well  presented  that  it 
commands  word  by  word  reading,  leaves  little  to  criticize 
and  the  majority  only  to  praise. 

C.  M.  Helwig. 


Trauma  and  Internal  Disease.  A Basis  for  Medical  and 
Legal  Evaluation  of  the  Etiology-Pathology-Clinical  Proc- 
esses Following  Injury.  By  Frank  W.  Spicer,  A.B.,  M.D., 
F.A.C.P.  43  Illustrations.  593  pp.  $7.00.  J.  B.  Lippincott 
Company,  Philadelphia,  London,  Montreal,  1939. 

Faithful  to  its  title,  this  encyclopedic  compilation  and  diges- 
tion of  case  reports  and  legal  decisions  holds  closely  to  the 
mediolegal  aspect  of  the  subject.  The  body  is  covered  faith- 
fully from  head  to  toe.  The  relation  of  trauma  to  tumors, 
tuberculosis,  acute  appendicitis,  gastric  and  duodenal  ulcer, 
syphilis,  leukemia,  hyperthyroidism,  diabetes,  etc.,  is  care- 
fully investigated  and  described. 

While  the  author  attempts  to  present  the  argument  fairly, 
some  tendency  to  favor  the  recipient  of  trauma  from  the 
point  of  view  of  liability  and  compensation  is  noted.  In 
many  chapters  the  argument  is  not  convincing  or  conclu- 
sive. A voluminous  bibliography  is  appended  to  the  text. 
The  interest  in  the  book  is  applicable  almost  entirely  to  the 
mediolegal  angle.  P.  C.  Gunby. 


A Textbook  of  Neuro-Radiology.  By  Cecil  P.  G.  Wake- 
ley,  D.Sc.,  F.R.C.S.,  F.R.S.E.,  F.A.C.S.,  F.R.A.C.S.  (Hon.) 
Fellow  of  King’s  College,  London,  etc.,  and  Alexander  Orley, 
M.D.,  D.M.R.E.  Fellow  of  the  British  Association  of  Radi- 
ologists, etc.  296  pp.  $8.00.  William  Wood  and  Co.,  Balti- 
more, 1938. 

This  book  assembles  much  information  regarding  the 
technic  of  the  various  radiographic  procedures  which  have 
a bearing  upon  neurology  and  neuro-surgery.  There  are 
sections  on  radiographic  technic  of  encephalography,  myelog- 
raphy, ventriculography  and  cerebral  angiography,  as  well 
as  the  usual  and  standard  views,  positions  and  projections 
used  in  radiographing  the  skull  and  spine.  In  addition  to 


discussing  the  technic  of  a certain  diagnostic  procedure,  the 
author  gives  a brief  concise  explanation  of  the  pathology 
of  the  parts  involved,  thus  stimulating  interest  in  each 
separate  procedure.  This  book  presents  the  problems  of 
diagnosis' of  neurologic  surgery  by  radiography  in  a way 
that  will  be  valuable  both  to  the  neuro-surgeon  and  radiolo- 
gist. It  should  be  a valuable  textbook  in  training  of  radio- 
logic  technicians  and  in  the  development  of  a clear  under- 
standing of  the  problems  of  radiography  among  neurologic 
surgeons.  S.  N.  Berens. 


The  Samuel  D.  Gross  Prize  of  $1500  is  awarded  every 
five  years  for  the  best  original  essay  on  some  subject  per- 
taining to  surgical  pathology  or  surgical  practice  founded 
on  original  investigations.  Essays  will  be  received  for  this 
prize  until  January  1,  1940.  They  should  be  sent  to  the 
Trustees  of  the  Samuel  D.  Gross  Prize  at  the  Philadelphia 
Academy  of  Surgery,  19  South  22nd  St.,  Philadelphia,  Pa. 


UNSAFE  RABIES  VACCINATION  METHOD 


The  single  injection  method  of  vaccinating  dogs  against 
rabies  is  unreliable  and  should  not  be  depended  on,  Benjamin 
F.  Hart,  M.D.,  and  Elwyn  Evans,  M.D.,  Winter  Park,  Fla., 
report  in  The  Journal  of  the  American  Medical  Association 
for  February  25. 

They  cite  a patient  of  theirs,  a white  man,  aged  41,  who 
was  bitten  on  the  upper  lip  by  a neighbor’s  dog  while  at- 
tempting to  retrieve  his  own  dog  during  a fight.  Because  both 
dogs  had  been  vaccinated  against  rabies  six  months  pre- 
viously, by  the  single  inoculation  method,  he  did  not  consult 
a physician. 

Twenty-two  days  later  the  symptoms  of  rabies  appeared 
and  twenty-four  hours  later  a physician  was  called  because 
of  a “mild  digestive  upset  with  vomiting  and  a generalized 
headache.”  Since  there  is  no  known  specific  drug  for  clini- 
cally developed  rabies,  sulfanilamide  was  tried  but  it  did  not 
halt  the  progress  of  the  disease.  The  man  died. 


ROMAN  MEAL 

. . . has  met  with  popu- 
lar favor  for  more  than 
thirty  years.  It  must  be 
good  to  have  met  with 
the  continued  general 
acceptance  it  has  en- 
joyed. Always  high 
quality  of  ingredients 
has  been  paramount. 
The  finest  of  the  whole  grains  of  wheat 
and  rye  (flaked)  to  which  is  added  a 
little  fine  bran  and  special  flax.  It  is  a 
fine  source  of  Vitamin  B.  The  tempting 
nutlike  flavor  makes  the  breakfast  por- 
ridge and  the  many  baked  things  in 
which  it  can  be  successfully  used  simply 
delicious.  Cooks  in  5 minutes.  Tried 
recipes  on  package.  Sold  by  grocers 
everywhere. 

ROMAN  MEAL  COMPANY 
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This  journal  goes  to  press  the  first  day  of  the  month. 
Material  for  publication  should  be  received  by  the  25th 
of  the  preceding  month. 
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Reprints  will  be  furnished  by  the  printer  according  to 
the  schedule  of  prices  which  accompanies  the  galley  proofs 
submitted  to  the  author.  The  order  for  reprints  should  ac- 
company the  returned  galley  proofs.  The  printer  holds  the 
type  until  the  first  of  the  following  month. 
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Illustrations  will  be  provided  by  the  journal  to  the  extent 
of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
correspondence. 
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RESULTS  OF  MEDICAL  LEGISLATION 

After  the  close  of  a legislative  session  it  is  al- 
ways of  interest  to  review  acts  which  have  been 
passed  or  rejected,  bearing  on  the  progress  of 
medicine.  Under  State  Sections  of  this  issue  are 
listed  the  bills  which  were  passed  and  rejected  by 
each  of  our  three  legislatures.  Most  of  the  bills 
which  were  enacted  were  not  subject  to  much 
controversy,  and  were  recognized  as  beneficial  to 
public  health  and  their  relations  to  medical  prac- 
tice. 

Never  in  recent  years  has  occurred  such  bitter 
strife  in  the  Washington  legislature  over  the  con- 
sideration of  a bill  affecting  medical  practice  as 
was  witnessed  during  the  progress  of  Senate  Bill 
No.  159  and  its  passage  by  the  Senate.  Spon- 
sored on  the  one  hand  and  promoted  by  a small 
group  of  physicians  with  a large  lay  lobby,  it  was 
opposed  by  representatives  of  the  State  Medical 
Association.  The  antagonism  against  the  medical 
profession  exhibited  by  senators  was  engendered 
by  proponents  of  the  bill  who  disseminated  asser- 
tions that  the  profession  opposed  treatment  of  low 
wage  earners  by  a monthly  prepayment  contract 
system,  which  in  reality  has  functioned  under  the 
auspices  of  the  leading  county  medical  societies 
for  the  past  ten  years.  Opposition  to  this  bill  was 
directed  against  two  private  clinics  carrying  on 
this  sort  of  practice,  which  do  not  limit  their  pa- 
tients to  low  wage  earners  but  extend  the  same 
privilege  to  high  salaried  individuals.  Further- 
more, instead  of  free  choice  of  physicians,  includ- 
ing most  of  the  members  of  county  societies,  these 
clinics  have  staffs  of  a few  men,  and  are  maintained 
for  the  financial  enrichment  of  their  owners.  A 
most  important  principle  involved  was  the  right  of 
a private  hospital  to  designate  physicians  whose 
patients  they  might  receive,  which  privilege  would 
have  been  defeated  by  the  enactment  of  this  bill. 
It  would  have  compelled  hospitals  of  the  state  to 
receive  patients  treated  on  contract  monthly  pre- 
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payments,  whether  or  not  they  desired  to  do  so. 
When  it  reached  the  House  after  passage  by  the 
Senate,  it  remained  in  committee  until  the  last 
hours  of  the  extended  session,  when  it  was  offered 
as  an  amendment  to  another  bill.  The  latter  was 
duly  passed,  but  the  amendment  was  killed. 

Those  familiar  with  the  labors  necessary  for 
supervising  legislative  procedures  realize  the  extent 
of  the  services  of  certain  members  of  the  profession 
who  devoted  hours  of  labor  for  accomplishing  re- 
sults. The  secretary  of  the  Public  Health  League 
was  constantly  present  and  kept  the  interested 
committees  informed  of  the  progress  of  legislation. 
To  all  of  these  active  workers  is  extended  the  grati- 
tude of  the  profession  for  results  attained.  This 
experience  again  illustrated  that  a united  medical 
profession  is  essential  in  order  to  attain  legislative 
or  other  results  which  affect  practice  of  medicine. 

In  decided  contrast  to  neighboring  Pacific  Coast 
states,  Oregon  was  not  burdened  this  year  by  an 
excessive  amount  of  medical  legislation.  While  it 
is  true  that  many  bills  relating  to  medicine  were 
introduced  in  both  Houses  of  the  fortieth  Oregon 
legislature,  the  session  cannot  be  regarded  as  a 
“heavy”  one  from  a medical  point  of  view. 

It  appears  that  in  most  states  the  prediction  of 
the  American  Medical  Association  that  “never  be- 
fore has  the  medical  profession  been  faced  with  so 
much  legislation  as  at  present”  is  true,  but  such 
was  not  the  case  in  Oregon.  Very  true,  however, 
was  the  American  Medical  Association  statement 
concerning  what  legislation  was  introduced.  “Some 
is  meritorious,”  they  said,  “some  is  obnoxious  and 
some  is  inane.”  Legislation  in  all  three  categories 
found  its  way  into  the  legislative  hopper  at  Salem 
this  year. 

Despite  the  fact  that  Oregon’s  was  a “light”  ses- 
sion, few  physicians  are  aware  of  the  immense 
amount  of  work  entailed  in  studying,  interpreting, 
deciding  and  acting  upon  the  proposals.  Literally 
hundreds  of  hours  were  devoted  to  the  task  by  the 
Council  of  the  Oregon  State  Medical  Society,  the 
Committee  on  Public  Policy,  the  Executive  Secre- 
tary, the  legal  counsel  and  many  individual  phys- 
icians. To  the  men  who  have  unselfishly  devoted 
so  many  strenuous  hours  to  the  task,  the  entire 
profession  owes  a deep  debt  of  gratitude. 


THE  NATIONAL  HEALTH  PROGRAM 

All  physicians  are  more  or  less  familiar  with  the 
provisions  of  the  Social  Security  Act  as  applied  to 
medical  .practice.  They  include  maternal  and  child 
health  care,  services  for  crippled  children,  grants  to 
states  for  maternal  and  child  welfare  and  public 
health  work.  These  have  been  discussed  in  their 
various  aspects  in  both  medical  and  lay  journals, 
and  every  one  is  more  or  less  familiar  with  their 
administration. 

Renewed  interest  in  the  National  Health  Pro- 
gram has  arisen  since  the  introduction,  February  28, 
by  Senator  Wagner  of  New  York,  of  his  bill  which, 
if  enacted,  will  be  called  “National  Health  Act  of 
1939,”  although  in  reality  it  is  an  amendment  to  the 
Social  Security  Act.  This  bill  authorizes  grants  for 
three  purposes  not  covered  by  the  Social  Security 
Act,  these  being  to  provide  and  maintain  hospital 
accommodations,  to  provide  medical  care,  and  to 
provide  temporary  disability  compensation.  In  order 
to  familiarize  one’s  self  with  the  provisions  of  this 
bill  one  should  read  its  analysis  by  the  Bureau  of 
Legal  Medical  Legislation,  as  published  in  The 
Journal  of  the  American  Medical  Association, 
March  11.  This  presents  the  main  points  of  the  bill 
with  an  analysis  of  the  medical  provisions  of  the 
Social  Security  Act,  as  well  as  those  of  the  Wagner 
bill. 

The  stupendous  scope  of  these  provisions  is  sug- 
gested by  the  proposed  expenditure  of  $98,250,000 
the  first  year,  with  subsequent  grants  in  ensuing 
years.  The  details  of  the  allotments  are  explained 
for  the  varied  purposes  proposed.  One  is  speechless 
with  amazement  at  the  vast  sums  which  it  is  planned 
to  expend  for  the  different  purposes  specified.  At  the 
outset  one  cannot  but  speculate  as  to  the  bureau- 
cracy which  will  be  established  to  dispense  these 
great  sums,  with  the  army  of  salaried  employees  to 
carry  out  the  purposes  of  the  act.  The  report  from 
the  Senate  committee  to  which  the  bill  was  re- 
ferred, and  the  action  of  Congress,  will  be  awaited 
with  great  interest,  not  only  by  the  medical  pro- 
fession but  all  the  people  of  the  nation. 

Prior  the  introduction  of  this  bill  before  the  Sen- 
ate an  editorial  was  written  for  the  March  issue  of 
Journal  of  the  Connecticut  State  Medical  Society, 
dealing  with  health  insurance.  Although  its  perti- 
nence has  been  somewhat  vitiated  by  the  introduc- 
tion of  this  bill,  its  observations  on  this  subject 
seem  so  appropriate  that  it  is  hereby  reproduced. 
It  covers  a number  of  phases  of  national  health 
insurance  to  which  attention  can  well  be  directed. 
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Recent  advices  from  Washington  are  to  the  effect  that 
hearings  on  the  medical  and  health  phases  of  the  Social 
Security  legislation  have  been  indefinitely  postponed.  The 
Committee  on  Ways  and  Means,  before  which  these  hear- 
ings are  being  held,  finds  itself  in  a protracted  discussion  of 
the  Old  Age  Assistance  part  of  the  legislation  and  has  de- 
layed indefinitely  the  posting  of  any  hearings  on  the  health 
provisions.  Apparently  no  bill  covering  medical  care  has 
been  drafted.  Some  believe  this  may  be  due  to  a disagree- 
ment as  to  what  department  of  the  government  should  have 
the  supervision  and  administration  of  health  activities. 

Underlying  this  sudden  lack  of  activity  along  health  in- 
surance lines  on  the  part  of  the  government  there  would 
seem  to  be  another  very  good  and  apparent  reason.  The 
American  Medical  Association  at  the  last  moment  arose  to 
the  occasion  and  succeeded  in  making  itself  heard  in  the 
halls  at  Washington.  Under  the  able  leadership  of  its  presi- 
dent, Dr.  Abell,  it  is  apparent  to  all  that  organized  medi- 
cine has  secured  the  ears  of  the  Federal  government  and 
has  been  permitted  to  sit  down  in  conference  and  not  only 
discuss  the  problems  of  medical  care  but  also  contribute 
from  its  experience  to  an  appreciable  victory  when  we  learn 
that  it  is  now  contemplated  that  whatever  activities  in  the 
field  of  medical  care  are  proposed  will  be  subject  to  accept- 
ance or  rejection  by  the  individual  states.  What  would  be 
suitable  for  Rhode  Island  obviously  would  not  be  suitable 
or  practicable  for  Utah.  There  should  be  considerable  sat- 
isfaction derived  from  the  more  promising  outlook  in  health 
activities  and  medical  care  as  they  exist  at  Washington 
today. 

The  medical  profession  in  many  states  has  been 
stimulated  to  make  definite  provisions  to  provide 
medical  care  for  low  wage  earners,  the  setup  being 
somewhat  different  in  each  locality.  In  Oregon  and 
Washington  projects  are  being  promoted  or  are  in 
operation  which  it  is  hoped  will  meet  the  require- 
ments of  this  situation.  Coordination  of  these  with 
federal  plans  that  may  be  evolved  will  be  awaited 
with  keen  interest. 


MEDICAL  EXECUTIVES  CONFERENCE 
ORGANIZATION 

The  second  meeting  of  Pacific  States  Medical 
Executives  Conference  was  held  at  Portland,  De- 
cember 4,  a comprehensive  report  of  which  ap- 
peared in  the  January  issue  of  this  journal.  A re- 
view was  presented  of  the  subjects  discussed.  This 
meeting  and  its  purposes  were  considered  of  suf- 
ficient importance  to  warrant  making  this  a perma- 
nent organization.  It  was  voted  that  the  next  meet- 
ing will  be  held  in  Seattle,  and  Harry  E.  Rhodehamel 
of  Spokane  was  elected  president  for  the  ensuing 
year.  Herewith  is  published  the  constitution  adopted 
at  the  Portland  meeting,  December  4. 

PACIFIC  STATES  MEDICAL  EXECUTIVES  CONFERENCE 

CONSTITUTION 

(Adopted  at  Portland,  Oregon,  December  4,  1938) 
Article  I 
Name 

The  name  of  this  organization  shall  be  “The  Pacific  States 
Medical  Executives  Conference.” 

Article  II 
Purpose 

The  purpose  of  this  organization  shall  be  to  promote  all 
activities  of  scientific  and  organized  medicine,  with  special 
relation  to  the  interests  of  the  constituent  state  medical 
associations  of  the  Pacific  States.  This  organization  shall 


not  be  a legislative  body,  but  an  organization  for  the  inter- 
change of  opinion. 

Article  III 

Membership 

The  official  membership  of  this  organization  shall  consist 
of  the  representatives  of  the  constituent  state  medical  asso- 
ciations of  the  Pacific  States:  Arizona,  California,  Idaho, 
Montana,  Nevada,  Oregon,  Utah,  Washington  and  Wyom- 
ing. 

Article  IV 
Official  Delegates 

Each  constituent  state  medical  association  shall  have 
three  official  or  voting  delegates.  (It  is  suggested  that  the 
following  officers  and  committeemen  of  the  respective  con- 
stituent state  associations  be  considered  for  delegates:  the 
President,  the  President-Elect,  the  Secretary,  the  Chairman 
of  the  Committee  on  Public  Relations,  Delegates  to  the 
American  Medical  Association,  members  of  the  Council, 
or  other  governing  body,  or  other  members.) 

Article  V 
Invited  Guests 

The  Executive  Committee  shall  have  power  to  invite 
observer  guests  from  the  federal  and  other  public  medical 
services. 

Article  VI 
Officers 

Section  1:  The  officers  of  this  organization  shall  be  a 
President,  a Vice-President  from  each  of  the  affiliated  state 
associations,  and  a Secretary-Treasurer.  The  President  for 
each  succeeding  year  shall  be  a representative  of  the  affil- 
iated association  in  whose  state  the  succeeding  year’s  meet- 
ing will  be  held. 

Date  of  Election 

Sec.  2:  The  officers  shall  be  elected  at  the  annual  meet- 
ing as  the  first  order  of  business  in  the  afternoon  session. 
Terms  of  Office 

Sec.  3:  Each  officer  shall  hold  office  for  one  year  or  until 
his  successor  is  elected. 

Duties 

Sec.  4:  The  duties  of  the  officers  shall  be  those  which 
usually  pertain  to  their  respective  offices. 

Article  VII 
Executive  Committee 

The  Executive  Committee  shall  consist  of  the  President, 
the  Secretary-Treasurer,  and  three  members  elected  at  the 
annual  meeting,  each  of  the  latter  to  serve  one  year  or  until 
their  successors  are  elected. 

Article  VII 
Nominating  Committee 

A Nominating  Committee,  consisting  of  three  members, 
shall  be  appointed  by  the  President  to  make  nominations 
of  officers  and  the  Executive  Committee  at  the  annual  meet- 
ing. Additional  nominations  may  be  made  from  the  floor 
by  any  seated  delegate. 

Article  IX 
Annual  Meeting 

The  place  and  date  of  the  annual  meeting  shall  be  selected 
by  the  Executive  Committee. 

At  least  90  days  before  the  date  of  the  annual  meeting, 
the  Secretary-Treasurer  shall  notify  the  Secretary  of  each 
affiliated  state  association  of  the  time  and  place  of  the 
meeting  and  request  that  official  delegates  be  designated 
and  that  pertinent  subjects  of  discussion  be  submitted.  At 
least  30  days  prior  to  the  annual  meeting,  the  Secretary- 
Treasurer  shall  send  not  less  than  three  copies  of  the  agenda 
to  each  affiliated  state  association. 

Article  X 

Dues  and  Assessments 

With  the  approval  of  the  Executive  Committee,  such  as- 
sessments may  be  made  against  the  affiliated  state  associa- 
tions as  are  necessary  to  properly  conduct  the  business  of 
the  organization. 

Article  XI 
Rules  of  Order 

Roberts’  Rules  of  Order  shall  be  the  guide  in  parlia- 
mentary procedure. 

Article  XII 

Amendments 

This  Constitution  may  be  amended  at  any  annual  meet- 
ing by  a two-thirds  vote  of  the  seated  delegates. 
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SEATTLE  SURGICAL  SOCIETY  ISSUE 
For  a number  of  years  it  has  been  customary  for 
this  journal  to  devote  an  issue  to  papers  presented 
at  the  annual  meeting  of  Seattle  Surgical  Society. 
This  is  one  of  the  oldest  specialist  societies  in  the 
Northwest.  At  its  annual  meeting  a program  is  ar- 
ranged, containing  a large  number  of  papers,  with  a 
distinguished  surgeon  from  some  other  city,  whose 
function  is  to  discuss  the  papers  after  each  session. 
The  program  of  this  year’s  annual  meeting  con- 
tained thirty-seven  papers,  covering  a great  variety 
of  surgical  conditions.  Reading  this  number  of  pa- 
pers in  a two  days’  session  was  made  possible  by 
their  brevity  and  the  presentation  of  each  accord- 
ing to  schedule.  Among  this  long  program  of  papers 
were  presented  those  which  comprise  the  original 
articles  of  this  issue.  It  is  believed  their  variety  and 
concise  construction  will  afford  interesting  reading. 


MEETING  OF  PAN-PACIFIC  SURGICAL 
ASSOCIATION 

The  third  Congress  of  this  organization  will  be 
held  in  Honolulu  September  15-28,  the  two  previous 
meetings  having  occurred  in  1929  and  1936.  Sur- 
geons attending  this  Congress  are  expected  from 
Australia,  New  Zealand,  China,  Japan,  Java,  Can- 
ada, United  States.  There  will  be  sections  covering 
all  branches  of  surgical  practice,  with  prominent 
men  as  chairmen  from  the  United  States  and  Aus- 
tralasia. This  Congress  affords  not  only  participa- 
tion in  interesting  scientific  papers,  but  a most  en- 
joyable vacation  in  the  “Paradise  of  the  Pacific.” 
Information  concerning  this  Congress  may  be  ob- 
tained from  Dr.  Frederick  L.  Reichert,  Stanford 
University  Hospital,  San  Francisco,  program  chair- 
man for  the  U.  S.;  Dr.  Howard  Updegraff,  6777 
Hollywood  Blvd.,  Los  Angeles,  program  vice-chair- 
man; Dr.  Forrest  J.  Pinkerton,  Secretary-Treasurer 
of  the  Association,  Y'oung  Building,  Honolulu, 
Hawaii. 


American  Board  of  Internal  Medicine,  Inc.  will  hold 
written  examinations  for  certification  in  various  sections  of 
the  United  States  on  the  third  Monday  in  October  and  the 
third  Monday  in  February.  Formal  application  must  be 
received  by  the  Secretary  before  August  20,  1939,  for  the 
October  16  examination,  and  on  or  before  January  1 for 
the  February  19,  1940,  examination.  Application  forms  may 
be  obtained  from  Dr.  William  S.  Middleton,  Secretary- 
Treasurer,  1301  University  Avenue,  Madison,  Wisconsin, 
U.  S.  A. 


ORIGINAL  ARTICLES 


ARGENTAFFINE  TUMOR  OF  THE 
APPENDIX* 

CASE  REPORT 

Bernard  P.  Mullen,  M.D. 

SEATTLE,  WASH. 

Male,  age  20,  came  to  my  office  October  14,  1938,  with 
pain  and  tenderness  in  the  right  lower  quadrant  of  the  ab- 
domen. 

His  past  history  was  essentially  negative  except  for  a 
right  inguinal  herniotomy  in  January,  1937. 

He  stated  that  at  11:00  p.m.  the  night  before  he  noticed 
a soreness  in  the  right  side  of  his  abdomen  low  down.  He 
went  to  bed  but  was  awakened  during  the  night  with  severe 
abdominal  cramps.  He  took  an  enema  and  placed  an  ice 
pack  on  the  abdomen.  The  next  morning  the  pain  had  be- 
come localized  to  the  right  lower  quadrant.  There  had  been 
no  nausea,  vomiting  or  chills. 

The  same  afternoon  he  came  to  my  office  and  at  that 
time  there  was  a slight  rigidity  of  the  right  rectus  and  a 
well  defined  area  of  tenderness  over  McBurney’s  point.  The 
white  count  was  11,300,  78  polymorphs,  20  lymphocytes. 
A diagnosis  of  acute  appendicitis  was  made  and  the  ap- 
pendix was  removed  the  following  day. 

At  operation  through  a McBurney  incision  the  appendix 
was  delivered  and  a firm  nodular  swelling  was  found  half- 
way between  the  tip  and  base.  There  was  no  regional 
adenopathy.  The  part  distal  to  the  nodule  appeared  to  be 
tense  and  the  vessels  engorged.  The  appendix  was  removed 
by  the  ligature  and  drop  method  and  abdomen  closed 
without  drains. 

The  gross  pathology  was  as  follows:  The  appendix  was 
8 cm.  long  and  1 cm.  in  average  diameter.  The  serosa  was 
grey-pink  and  smooth.  About  midportion  there  was  a firm 
nodular  swelling  apparently  within  the  wall  or  at  least 
encroaching  bpon,  if  not  obstructing  completely,  the  lumen. 
Proximal  to  this  the  lumen  contained  turbid  purple  fluid 
and  distal  to  it  very  dark  bloody  fluid. 

Microscopic.  In  sections  from  the  nodule  in  the  middle 
of  the  appendix  there  were  the  typical  histologic  changes 
of  a so-called  carcinoid  or  argentaffine  tumor  of  the  ap- 
pendix. In  sections  proximal  to  this  there  were  changes  of 
acute  inflammation  and  no  histologic  evidence  of  spread 
of  this  tumor.  A microphoto  of  this  tumor  is  shown  in 
figure  1. 

The  most  frequent  comment  in  the  literature 
regarding  this  tumor  is  that  its  peculiarities  have 
created  an  interest  out  of  proportion  to  its  clinical 
significance.  This  is  less  true  at  the  present  writing 
than  formerly  because  its  full  significance  has  only 
in  recent  years  been  fully  appreciated. 

Early  interest  centered  about  its  origin.  Most 
pathologists  now  agree  with  Masson* 1  that  it  takes 
its  origin  from  Kultschitsky  cells  found  in  the  base 
of  the  crypts  of  Lieberkiihn.  These  crypts  or  glands 
occur  between  the  villi  lining  the  gastrointestinal 
tract.  Briefly,  the  Kultschitsky  cells  are  flask- 

* Read  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  Jan.  20-21,  1939. 

1.  Masson,  P. : Carcinoids  (Argentaffin-cell  Tumors) 
and  Nerve  Hyperplasia  of  Appendicular  Mucosa.  Am.  J. 
Path.,  4:181-212,  May,  1928  ; Significance  of  Muscular 
“Stroma”  of  Argentaffin  Tumors  (Carcinoids).  Am.  J. 
Path..  6:499-514,  Sept..  1930. 
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shaped  with  a large,  round  nucleus.  The  proto- 
plasm contains  sharply  outlined  granules  which 
have  a yellowish  color  when  fresh  and  stain  black 
with  silver  ammonium  oxide.  It  is  the  silver  stain- 
ing properties  of  these  cells  discovered  by  Masson 
which  relates  them  to  the  carcinoid  cells  with 
similar  properties  as  found  by  Oberndorfer,2  Lu- 
barsch3  and  others  who,  by  silver  staining  of  serial 
sections  of  early  tumors,  confirmed  this  relation- 
ship. 

In  order  to  determine  whether  or  not  carcinoid 
is  a true  carcinoma  it  is  necessary  to  determine 
the  origin  of  the  Kultschitsky  cell.  Unfortunately 
this  has  not  been  done  but  many  interesting  theo- 
ries have  been  expounded.  These  cells  are  found 
throughout  the  entire  gastrointestinal  tract  but 
are  in  greatest  numbers  in  the  lower  ileum  and  ap- 
pendix. Masson,  and  Maximow  and  Bloom4  stated 


Fig.  1.  Microphoto  of  argentaffine  tumor  of  the  appen- 
dix in  this  case.  Although  only  the  routine  stain  was 
used,  it  can  readily  be  recognized  because  of  clusters  of 
round  or  polygonal  cells  of  uniform  size. 

that  they  are  entodermal  in  origin,  and  this  is  sug- 
gested by  their  intimate  connection  with  the  ento- 
dermal cells  of  the  mucosal  glands.  Kull5  believed 
they  were  mesodermal  in  origin  and  migrated  early 
in  fetal  life.  Raiford6  considered  them  of  ectodermal 
origin  because  of  their  association  with  nerves  and 
because  argyrophilic  properties  are  a common  char- 
acteristic of  ectodermal  cells. 

Some  authors  have  related  them  to  the  chrom- 
affin system  or  the  paraganglia  because  they  also 

2.  Oberndorfer,  S, : Frankfurt.  Ztschr.  f.  Path.,l:426, 
1907. 

3.  Lubarsch,  O. : Virchows  Arch.  f.  Path.  Anat.,  Ill, 
280-317,  1888. 

4.  Maximow,  A.  and  Bloom,  W. : Textbook  of  Histol- 
ogy, Philadelphia,  W.  B.  Saunders  Co.,  1931. 

5.  Kull,  H. : Ztschr.  f.  Mikro-Anat.  Forsch.,  2:163,  1925. 

6.  Raiford,  T.  S. : Carcinoid  Tumors  of  Gastrointestinal 
Tract.  Am.  J.  Cancer,  18:803-833,  Aug.,  1933. 

7.  Bailey,  O.  T. : Argentaffinomas  of  Gastrointestinal 
Tract,  Benign  and  Malignant.  Arch.  Path.,  18:843-864, 
Dec.,  1934. 


stain  with  the  chromates.  Bailey7  disproved  this 
by  showing  that  in  malignant  argentiffinomas  regu- 
larity in  cell  type  is  notable,  whereas  in  malignant 
paraganglionous  tumors  of  the  suprarenal  gland  or 
carotid  body  the  greatest  irregularity  in  size  and 
shape  of  cell  and  nuclei  are  a striking  histologic 
feature. 

Regardless  of  their  origin  argentaffine  tumors* 
have  certain  clinical  characteristics  of  interest  to 
the  surgeon.  It  is  a relatively  rare  tumor  and  is 
found  in  0.1  to  0.5  per  cent  of  surgically  removed 
appendices,  and  0.25  per  cent  is  the  figure  for  all 
carcinoids  at  autopsy. 

In  distribution  it  follows  the  distribution  of  the 
Kultschitsky  cells,  being  found  most  frequently  in 
the  appendix  and  lower  ileum.  It  has  never  been 
found  in  the  esophagus,  duodenum  or  rectum. 

The  age  incidence  is  characteristic  and  depends 
on  whether  it  is  located  in  the  appendix  or  small 
bowel.  In  the  appendix  it  occurs  between  20  and  30 
years  and  in  the  small  bowel  between  50  and  60 
years.  In  fact,  carcinoid  tumors  in  these  two  loca- 
tions form  two  distinct  clinical  entities  as  far  as 
symptomatology,  prognosis  and  treatment  are  con- 
cerned. 

The  symptomatology,  again,  depends  upon  its 
location.  When  in  the  appendix,  symptoms  occur 
earlier  in  the  disease,  probably  because  the  tumor 
produces  an  obstructive  appendicitis,  manifestated 
by  constant  dull  pain  or  more  acute  attacks  of 
sharp,  cramp-like  pain  with  nausea  and  vomiting. 
An  increase  in  temperature  and  leucocyte  count 
may  or  may  not  be  present. 

When  the  tumor  is  in  the  small  bowel,  symp- 
toms appear  late,  usually  in  the  cancer  age  and 
are  those  of  a low-grade  chronic  but  progressive 
intestinal  obstruction.  They  are  abdominal  pains 
of  one  to  three  years  duration  and  there  may  be  a 
slow  growing  mass  palpable  in  the  ileocecal  region 
and  constipation.  Roentgenogram  shows  obstruc- 
tion in  the  lower  ileum.  There  is  usually  no  associ- 
ated anemia.  It  is  believed  that  symptoms  appear 
late  because  there  is  seldom  ulceration  present  and 
because  of  the  small  size  of  the  tumor. 

Argentaffine  tumor  has  never  been  diagnosed  pre- 
operatively. 

Carcinoid  tumor  of  the  appendix  is  practically 
always  a benign  lesion.  Of  all  the  cases  reported 
only  five  have  metastasized.  This  is  probably  be- 
cause it  produces  symptoms  of  appendicitis  early 
in  the  disease.  This  has  led  clinicians  to  regard 
all  carcinoids  as  benign.  Recent  opinion  is  that 
these  tumors,  when  located  in  the  small  bowel,  are 
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all  potentially  malignant.  Humphreys8 9  found  that 
24.4  per  cent  of  carcinoids  metastasized,  which  is 
only  slightly  less  than  the  37  per  cent  as  found  by 
Craig3  for  adenocarcinoma.  Actually  they  are  never 
a rapidly  growing,  fulminating  tumor  as  adeno- 
carcinoma may  be,  but  are  almost  as  serious  be- 
cause they  do  not  produce  symptoms  until  after 
metastases  have  occurred. 

The  treatment  is  simple  appendectomy  when 
located  in  the  appendix  but  should  be  radical  re- 
section in  any  other  location.  It  has  been  dis- 
covered that  the  tumor  cells  form  columns  from 
the  primary  growth  along  the  blood  vessels  to  the 
mesenteric  metastases.  For  this  reason  the  mesen- 
tery and  the  bowel  to  which  it  is  attached  should 
be  removed  beyond  the  farthest  metastases.  And 
for  the  same  reason,  in  the  absence  of  metastases, 
the  segment  of  mesentery  adjacent  to  the  primary 
tumor  should  be  removed. 

Because  of  the  slow  growth  of  argentiffanomas, 
radical  resection  gives  long  palliation,  even  in  the 
presence  of  distant  metastases,  and  the  same  pro- 
cedure in  the  presence  of  mesenteric  nodes  only 
results  in  a high  percentage  of  cures.  Thirty  per 
cent  of  carcinoids  of  the  small  intestine  are  mul- 
tiple, so  when  one  is  found  at  operation,  others 
should  be  searched  for.  They  should  be  recognized  at 
operation  because  they  metastasize  only  when  old 
and  large  and  give  a better  prognosis  than  adeno- 
carcinoma. The  effect  of  roentgen  treatment  has 
not  been  determined. 

Grossly,  these  tumors  are  small  and  multiple, 
although  they  may  reach  the  size  of  other  tumors. 
They  are  located  in  the  submucosa.  When  fresh, 
the  cut  surfaces  are  a yellowish-white  to  grey.  The 
tumor  has  a rubbery  feel,  due  to  the  amount  of 
elastic  tissue  present  in  the  stroma  and  has  not  the 
hardness  of  carcinoma.  They  not  infrequently  pro- 
duce an  intestinal  obstruction  but  accomplish  this 
in  a manner  different  from  that  of  carcinoma.  Car- 
cinoids do  not  produce  an  annular  constriction  of 
the  bowel  but  remain  localized  and  accomplish  the 
obstruction  by  a process  of  buckling  and  contract- 
ing. 

Microscopically  the  tumor  is  characteristic  and 
can  be  recognized  without  special  staining.  The 
slide  in  this  case  received  the  routine  stain  so  that 
the  argentaffine  granules  did  not  show.  This  slide 
showed  the  characteristics  of  the  argentaffine  tumor 
very  well  in  the  absence  of  special  staining.  First, 

8.  Humphreys,  E.  M. : Carcinoid  Tumors  of  Small  In- 
testine ; Report  of  3 Cases  with  Metastases.  Am.  J.  Can- 
cer, 22:765-775,  Dec.,  1934. 

9.  Craig,  W.  M. : Lymph  Glands  in  Carcinoma  of  Small 
Intestines.  Surg.  Gynec.  & Obst.,  38:479-485,  March,  1924. 


the  nests,  clumps  or  columns  of  round  or  polygonal 
cells  are  of  uniform  size.  The  nuclei  are  vesicular 
and  contain  a large  amount  of  cromatin.  The  cyto- 
plasm is  pale.  These  cell  groups  are  isolated  and 
surrounded  by  a dense  stroma,  composed  of  col- 
lagen fibers,  reticulum  nerve  fibers,  smooth  muscle 
cells  and  elastica. 

The  argentaffine  cells  stimulate  an  excessive 
growth  of  elastic  tissue  which  is  not  found  in  other 
tumors  as  observed  by  Bailey.  This  may  account 
for  the  finger-like  columns  of  tumor  cells  following 
the  blood  vessels  from  the  primary  tumor  into 
the  mesentery.  Inasmuch  as  tumor  metastases  de- 
rive their  stroma  from  the  tissue  to  which  they 
spread,  the  elastic  tissue  in  the  vessel  walls  may 
facilitate  the  unusual  manner  in  which  this  tumor 
spreads. 

The  present  case  was  typical  of  argentaffine 
tumor  located  in  the  appendix,  in  that  symptoms 
appeared  early  in  the  disease  and  it  was  accom- 
panied by  an  acute  suppurative  appendicitis. 


TUBAL  INSUFFLATION  AND 
SALPINGOGRAPHY* 

Carl  M.  Helwig,  M.D. 

SEATTLE,  WASH. 

Tubal  insufflation  for  the  determination  of  tubal 
patency  has  been  in  use  for  some  time.  This  sub- 
ject is  being  reviewed  to  show  the  simplicity  of  the 
procedure  which  can  be  performed  in  the  office, 
and  to  bring  out  a few  new  points  as  to  its  use. 

Inflation  of  the  fallopian  tubes  should  be  per- 
formed in  sterility  cases  only  in  the  absence  of  pel- 
vic pathology,  and  after  a thorough  check  has  been 
made  on  the  husband  to  prove  the  adequacy  of 
the  spermatozoa.  The  passage  of  air  or  carbon 
dioxide  under  pressure  into  the  tubes  demonstrates 
their  patency,  the  presence  of  spasm,  mucus,  some 
other  temporary  obstruction  or  a complete  closure. 

A simple  type  of  apparatus  used  for  tubal  tests 
is  the  Penn  insufflation  apparatus.  It  is  connected 
to  a blood  pressure  apparatus  to  register  the  amount 
of  pressure  exerted  by  the  gas  on  the  tubes.  Usually 
this  is  never  allowed  to  go  over  200-230  mm.  of 
mercury.  The  rate  of  flow  of  carbon  dioxide  can 
likewise  be  controlled. 

Positive  patency  is  demonstrated  by  a low  pres- 
sure reading,  pain  in  one  or  both  sides  of  the  pelvis 
and  shoulder  blade.  A spasm  of  the  tubes  gives  an 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  1939. 
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irregular  pressure  reading.  A kymographic  attach- 
ment converts  the  test  into  a permanent  record. 

Research  work  in  the  sterility  clinic  at  Lakeside 
Hospital,  in  Cleveland,  has  brought  out  several  im- 
portant points  as  to  the  correct  use  of  the  test,  once 
a total  closure  has  been  ruled  out.  First,  a daily 
rectal  temperature  at  the  onset  of  the  menstrual 
cycle.  The  morning  rectal  temperature  before  rising 
is  about  98°.  There  is  a slight  but  steady  drop  in 
temperature  to  the  time  of  ovulation,  roughly,  97°. 
Immediately  after  ovulation,  the  temperature  be- 
gins to  rise  daily.  In  this  manner  ovulation  can 
be  determined  within  a few  hours.  Second,  after 
several  months  of  daily  temperature  recordings  and 
determination  of  the  ovulating  day,  the  tubes  are 
inflated  with  carbon  dioxide  the  day  previous  to 
ovulation.  Intercourse  takes  place  the  same  night, 
and  theoretically,  if  not  always  practically,  fertili- 
zation the  following  day. 

Salpingography  gives  us  a permanent  visual  rec- 
ord. Lipiodol  is  usually  used  for  the  injection  of 
the  uterine  cavity  and  fallopian  tubes.  The  test 
should  be  reserved  for  those  cases  where  the  tubes 
are  not  patent  to  the  passage  of  gas  or  air.  The 
heavier  oil  will  occasionally  prove  that  the  tubes 
are  open,  or  can  be  opened.  After  the  diagnosis  has 
been  made,  sterile  olive  oil  can  be  used  for  future 
treatments,  thus  eliminating  the  expense  of  lipiodol 
and  any  danger  from  its  nonabsorption. 

The  following  histories  and  uterosalpingogram 
reports  briefly  demonstrate  three  cases  of  sterility 
and  their  outcome. 

Case  1.  Mrs.  A.  One  year  of  sterility  study  was  done 
elsewhere.  Tubal  insufflation  was  performed  with  gas  three 
times  to  220  mm.  mercury.  No  passage  of  carbon  dioxide 
noted.  Lipiodol  injection  was  done  and  the  uterosalpinogram 
showed  “long  patent  tubes  on  both  sides,  but  considerably 
more  oil  passes  through  the  right  tube  than  through  the 
left.”  One  month  later  the  patient  became  pregnant  and  at 
term  delivered  a normal  infant. 

Case  2.  Mrs.  M.  was  treated  elsewhere  for  a year  and  a 
half.  Tubal  insufflation  was  done  three  times  to  220  and 
230  mm.  on  three  successive  months,  with  no  passage  of 
gas.  Uterosalpinograms  showed  “an  essentially  normal  fill- 
ing of  the  fundus  of  the  uterus,  and  oil  is  observed  in  both 
tubes.”  A four  hour  radiograph  showed  some  oil  on  both 
sides  of  the  pelvis,  indicating  patent  tubes.  After  one 
month  the  patient  became  pregnant.  She  has  not  as  yet 
been  delivered. 

Case  3.  Mrs.  R.  I attended  this  patient  through  a preg- 
nancy which  miscarried  at  two  and  a half  months.  She 
again  became  pregnant  six  months  later  and  had  an  abor- 
tion performed  with  a resultant  pelvic  infection.  Later,  she 
was  unable  to  become  pregnant.  Two  separate  tests  showed 
no  passage  of  gas.  Lipiodol  injection  showed  “a  smooth, 
normal  filling  of  the  cavity  of  the  uterus,  but  there  is  no 
evidence  of  any  oil  in  the  tubes.”  This  case,  therefore, 
demonstrates  a complete  occlusion  of  both  tubes. 


TREATMENT  OF  SOLITARY  POLYP 
OF  COLON* 

O.  F.  Lamson,  M.D. 

SEATTLE,  WASH. 

Solitary  polyps  of  the  large  bowel  are  of  more 
frequent  occurrence  than  is  generally  recognized. 
In  many  cases  the  polyp  gives  such  mild  symptoms 
that  its  presence  is  not  suspected  until  there  has 
developed  an  advanced  carcinoma  of  the  bowel. 
Lockart-Mummery* 1  states  that  every  case  of  soli- 
tary polyp  of  the  colon  and  rectum  should  be 
looked  upon  as  potentially  malignant.  In  fact,  he 
considers  the  polyp  a stage  in  the  development  of 
cancer. 

The  etiology  of  solitary  polyp  of  the  large  bowel 
is  still  somewhat  obscure.  Lockart-Mummery  states 
that  at  a certain  age,  usually  after  forty,  hyper- 
plasia of  the  epithelium  takes  place,  thereby  form- 
ing a polyp.  Broders  and  others  claim  that  the 
hyperplasia  of  the  epithelium  is  due  to  a congenital 
malformation  in  the  bowel  wall. 

Lockart-Mummery  has  studied  intensively  fifty 
cases  of  solitary  polyp  of  the  rectum  over  a period 
of  one  to  fifteen  years,  examining  these  patients 
every  four  to  six  months  during  that  time.  He 
found  that  fifty  per  cent  had  recurrence  in  or  near 
the  same  area  where  the  original  polyp  was  found. 
In  some  instances  it  was  on  the  opposite  wall  of 
the  bowel  from  where  it  first  occurred.  Thirty  per 
cent  of  the  cases  had  more  than  one  recurrence, 
some  as  many  as  nine.  In  some  cases,  recurrence 
was  so  frequent  that  he  found  it  necessary  to  pre- 
vent the  recurrence.  In  twenty-five  per  cent  of  the 
cases  malignancy  developed  at  the  tip  of  the  polyp, 
but  in  no  case,  where  the  polyp  was  removed  at 
the  base,  did  cancer  extend  to  the  bowel  wall, 
showing  quite  definitely  that  the  early  adequate 
removal  of  the  polyp  prevents  the  development  of 
cancer  of  the  colon  or  rectum  from  the  polyp. 

The  symptoms  of  solitary  polyp  of  the  colon 
are  very  indefinite  as  mentioned  above,  and  for 
that  reason  they  are  often  overlooked  until  the 
polyp  has  become  very  large,  thereby  causing  ob- 
struction, or  until  malignancy  of  the  bowel  has 
developed.  About  sixty-five  or  seventy  per  cent 
bleed  more  or  less.  In  some  cases  bleeding  is  slight, 
while  in  others  hemorrhage  is  quite  profuse  when 
it  occurs,  and  is  likely  to  appear  independent  of 
defecation,  whereas  with  hemorrhoids  it  usually 

* Read  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  Jan.  20-21,  1939. 

1.  Lockart-Mummery,  J.  P. : Relationship  between  Ade- 
nomata and  Cancer  of  Large  Bowel.  Lancet,  1:1149-1151, 
May  18,  1935. 
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Fig.  1.  Barium  enema. 

Fig.  2.  After  partial  evacuation  of  barium. 

Fig.  3.  Twenty-four  hours  after  evacuation  and  air  in- 
jection. 

occurs  at  the  time  of  defecation  or  immediately 
following. 

By  carefully  questioning  the  patients  concerning 
hemorrhage  from  the  bowel,  they  may  state  that 
they  go  to  stool  and  pass  nothing  but  blood.  This 
type  of  hemorrhage  would  lead  us  to  suspect  that 
we  are  dealing  either  with  a malignancy  of  the 
bowel  or  with  a solitary  polyp,  and  should  prompt 
a sigmoidoscopic  examination  to  determine  if  there 
are  any  polyps  in  rectum  or  sigmoid.  If  none  are 
found,  a very  careful  roentgen  examination  should 
be  made  to  determine  if  there  are  any  polyps  be- 
yond the  reach  of  the  sigmoidoscope. 

Treatment  of  solitary  polyp  is  surgical.  No  defi- 
nite rule  as  to  type  of  operation  can  be  laid  down 
for  all  cases.  In  other  words,  every  case  is  a prob- 
lem in  itself.  Simple  excision  has  been  practiced 
with  occasional  good  results  but,  as  Lockart-Mum- 
mery  has  shown  that  there  is  a likelihood  of  recur- 
rence taking  place  at  or  near  the  site  of  the  pri- 
mary polyp,  radical  resection  either  by  removing 


Fig.  4.  Polyp  in  Situ. 

Fig.  5.  Photomicrograph  of  polyp. 

Fig.  6.  Descending  colon  two  months  after  closure  of 
external  opening. 

a segment  of  the  bowel  with  an  end-to-end  anasto- 
mosis or  by  removing  a segment  of  the  bowel  by 
the  Mickulicz  type  of  operation,  should  be  the 
operation  of  choice. 

I wish  to  present  a case  of  solitary  polyp  of  the 
descending  colon  which  is  of  more  than  average 
interest. 

The  patient  is  a woman,  forty-eight  years  of  age,  who 
came  to  me  the  latter  part  of  August,  1938,  complaining  of 
some  indefinite  symptoms.  She  complained  of  slight  abdom- 
inal distress,  namely,  moderate  distention  and  occasional 
passing  of  blood  per  rectum. 

Examination  revealed  tenderness  over  the  course  of  the 
colon.  She  had  some  bleeding  hemorrhoids,  so  I naturally 
assumed  that  the  blood  in  the  stool  came  from  them.  Be- 
cause of  the  abdominal  discomfort,  I sent  her  to  a roent- 
genologist to  have  a study  made  of  the  colon,  to  rule  out  a 
possibility  of  diverticulosis.  The  roentgen  examination  re- 
vealed no  evidence  of  diverticula,  but  the  roentgenologist 
found  definite  evidence  of  a polyp  of  the  descending  colon 
about  six  or  seven  inches  distal  to  the  splenic  flexure.  He 
was  able  to  demonstrate  the  polyp  very  definitely  by  inject- 
ing air  into  the  colon  after  most  of  the  barium  had  been  ex- 
pelled. A considerable  amount  of  barium  was  retained 
around  the  polyp,  indicating  the  likelihood  of  a cauliflower 
type  of  growth  (figs.  1,  2,  3).  On  the  basis  of  these  find- 
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ings,  radical  removal  of  the  polyp  was  decided  upon,  and 
I operated  September  12.  A midline  incision  was  made  at 
the  site  of  a scar  from  a hysterectomy  which  had  been  per- 
formed seven  years  previously.  At  operation  the  ileum  was 
found  fixed  to  the  old  scar  and  the  transverse  colon  fixed  by 
adhesions  to  the  cecum.  These  adhesions  were  freed  and 
the  denuded  areas  of  the  bowel  carefully  peritonealized. 
Exploration  of  the  descending  colon  revealed  the  polyp 
about  six  or  seven  inches  distal  to  the  splenic  flexure.  The 
mesentery  of  the  bowel  was  rather  short  in  this  area  and  it 
was  necessary  to  incise  the  outer  leaf  of  the  mesentery  of 
the  descending  colon,  especially  at  the  splenic  flexure  in  order 
to  do  a Mickulicz  type  of  operation  which  seemed  advis- 
able. 

After  thoroughly  freeing  the  bowel,  a short  incision  was 
made  directly  over  the  site  of  the  polyp  and  the  colon 
proximal  and  distal  to  the  polyp  was  sutured  together  for 
a distance  of  about  three  and  one-half  inches.  The  loop  of 
the  bowel  which  contained  the  polyp  was  then  delivered 
through  the  incision  and  its  mesentery  was  fixed  to  the 
peritoneum  and  the  bowel  anchored  to  the  skin  in  two 
places.  A catheter,  size  14,  was  placed  in  the  proximal 
side  of  the  bowel  to  take  care  of  gas  which  might  accum- 
ulate. 

On  the  fifth  day  following  operation,  the  patient  was 
taken  to  the  surgery  and  about  six  inches  of  the  colon 
which  had  been  exteriorized  was  removed,  that  is,  about 
three  inches  proximal  and  distal  to  the  site  of  the  polyp. 
At  the  end  of  the  sixth  day,  a crushing  clamp  was  placed 
on  the  proximal  and  distal  loops  of  the  bowel  to  complete 
the  anastomosis.  It  required  six  days  for  this  clamp  to  cut 
through.  Thereafter,  the  patient  began  to  have  bowel 
movements  per  rectum.  The  colostomy  continued  to  func- 
tion also. 

No  attempt  was  made  to  close  the  colostomy  for  about 
two  months.  It  was  thought  best  to  allow  the  anastomosis 
to  dilate  as  thoroughly  as  possible  before  an  attempt  was 
made  to  close  the  external  fistula.  The  colostomy  was  closed 
extraperitoneally  on  November  21,  and  there  has  been  no 
leakage  from  the  bowel  since  then. 

The  pathologic  report  of  the  polyp  showed  an  adeno- 
carcinoma, grade  1.  The  carcinomatous  tissue  was  found 
at  the  tip  of  the  polyp  after  several  sections  were  made 
(figs.  4,  5,  6). 

CONCLUSIONS 

The  symptomology  of  small  polyps  is  not  at  all 
well  defined.  Hemorrhage  to  a more  or  less  degree 
occurs  in  sixty-five  to  seventy  per  cent  of  cases 
and  this  is  likely  to  occur  independent  of  defeca- 
tion. Bleeding  of  this  type  should  prompt  sig- 
moidoscopy and  roentgen  examination  to  rule  out 
the  possibility  of  a polyp.  Treatment  of  polyp  is 
naturally  surgical  and,  when  it  is  in  the  upper 
sigmoid  or  colon  where  it  cannot  be  reached  by  the 
sigmoidoscope,  laparotomy  must  be  resorted  to  for 
the  surgical  removal.  On  account  of  the  tendency 
of  the  polyp  to  recur,  it  is  imperative  that  seg- 
mental resection  of  the  bowel  for  three  of  four 
inches  proximal  and  distal  to  the  growth  should  be 
the  operation  of  choice. 


ACUTE  PERFORATION  OF  PEPTIC 
ULCERS* 

C.  E.  Hagyard,  M.D. 

SEATTLE,  WASH. 

This  discussion  is  based  on  seventy-eight  opera- 
tions for  acute  perforation  of  gastric  and  duodenal 
ulcers.  Four  only  were  in  women.  Seventy-four  were 
duodenal. 

There  were  five  deaths.  Two  were  moribund  on 
entrance  into  the  hospital  and  died  in  a few  hours. 
They  were  obviously  hopeless  and  probably  should 
not  have  been  operated  upon.  Two  died  from  com- 
plications associated  with  the  development  of  sub- 
phrenic  abscess.  One  died  in  three  weeks  of  a heart 
attack. 

In  75  per  cent  of  the  cases  the  diagnosis  is 
readily  made  as  there  is  a typical  ulcer  history,  a 
sudden  onset  of  severe  pain  and  shock,  and  marked 
abdominal  rigidity.  It  must  be  kept  in  mind  that 
these  fulminant  symptoms  are  not  the  expression 
of  a true  peritonitis,  but  rather  due  to  the  chemi- 
cal and  mechanical  assault  on  the  peritoneum  of 
extravasated  material.  After  several  hours  these 
acute  symptoms  are  modified,  and  when  seen,  there 
may  be  little  shock,  a normal  temperature  and  pulse 
and  but  moderate  abdominal  rigidity.  A careful 
study  of  the  past  and  immediate  history  will,  how- 
ever, allow  a correct  diagnosis  to  be  made. 

The  treatment  should  be  prompt  operation  with 
closure  of  the  perforation.  Twenty  years  ago  about 
40  per  cent  of  the  surgeons  added  a gastroenteros- 
tomy. Prolonged  observation,  however,  has  shown 
that  simple  closure  gives  much  better  results.  In 
fact,  with  our  present  knowledge  of  ulcer,  we  may  say 
that  with  few  exceptions  gastroenterostomy  is  defi- 
nitely contraindicated.  In  Europe  partial  resection 
is  advocated  but  the  average  operative  mortality 
there  is  about  double  that  in  this  country. 

In  a considerable  percentage  of  cases  excision  of 
the  ulcer  with  transverse  closure  does  not  increase 
the  mortality  and  is  probably  of  value.  Immediate 
closure  of  the  abdomen  is  warranted  in  the  great 
majority  of  cases  and  not  only  reduces  mortality 
but  prevents  many  serious  complications  attendant 
on  drainage. 

* Read  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  Jan.  20-21,  1939. 


122 


COLOSTOMY DUNCAN 


Vol.  38,  No.  4 


COLOSTOMY* 

John  Duncan,  M.D. 

SEATTLE,  WASH. 

No  doubt  people  survived  stab  wounds  of  the 
bowel  with  persistent  intestinal  fistulae  in  remote 
antiquity.  The  first  record  of  therapeutic  colostomy, 
however,  was  a cecostomy  for  cancer  of  the  rectum 
performed  in  1776  by  the  French  surgeon  Pillore. 
Seventeen  years  later  Duret  performed  the  first 
left  lumbar  colostomy  and  in  1839  the  technic  of 


of  the  ostium  have  been  made  but  no  consistently 
successful  method  devised. 

The  commoner  indications  for  colostomy  at  pres- 
ent are:- 

1.  Preliminary  step  in  removal  of  rectum  for 
cancer. 

2.  Inoperable  rectal  cancer:  (a)  to  relieve  or 
prevent  obstruction,  (b)  for  relief  of  pain  and 
tenesmus,  (c)  preliminary  to  roentgenotherapy, 
radium  or  electrocoagulation. 


lnquinal  - double  Inqumal  -terminal 

barreled -skin  between  distal  loop  dropped 


Midline- 
siqmoid  loop 


Fig.  1.  Common  types  of  colostomy. 


Midline  - 
terminal  siqmoid 


this  operation  was  described  in  detail  by  Amussat, 
the  object  being  to  do  an  extraperitoneal  operation 
and  avoid  peritonitis. 

Allingham  disputed  this  point  in  1887,  stating 
that  the  peritoneum  was  almost  always  opened  and 
that  the  lumbar  location  was  inconvenient  to  the 
patient.  He  advised  the  anterior  left  inguinal  ap- 
proach. Since  then  there  have  been  proponents  of 
perineal  colostomy  in  suitable  cases  but  by  far 
the  greater  number  are  now  made  through  the  an- 
terior abdominal  wall.  Numerous  ingenious  at- 
tempts at  providing  voluntary  sphincteric  control 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  1939. 


3.  Obstruction  due  to  pelvic  malignancy  in  wom- 
en. 

4.  Obstruction  in  diverticulitis  or  rectal  stric- 
ture. 

5.  Preliminary  to  colon  resection  with  end-to- 
end  anastomosis. 

6.  To  rest  bowel  in  ulcerative  colitis,  diverticu- 
litis, etc. 

7.  First  stage  of  a Mikulicz  resection. 

The  natural  aversion  to  colostomy,  both  on  the 
part  of  surgeon  and  patient,  is  being  overcome. 
Surgeons  now  realize  certain  unequivocal  indica- 
tions and  can  advise  it  with  the  knowledge  that 
thousands  of  people  in  all  walks  of  life  are  con- 
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tented,  can  pursue  their  daily  lives  in  spite  of  the 
artificial  opening,  and  are  being  spared  discomfort 
or  death  because  of  it.  There  still  remain,  however, 
some  definite  grounds  of  objection  to  colostomy 
such  as  unpredictable  escape  of  gas  and  fecal  mat- 
ter, offensive  noise,  odor,  etc.  Hence  any  aids  that 
can  be  lent  by  the  surgeon  to  make  the  care  of  the 
colostomy  simpler  and  less  objectionable  are  worth 
earnest  effort.  Three  important  factors  making  for 
the  success  or  failure  in  care  of  colostomies  are 


midline,  is  usually  employed.  Colostomy  in  the 
treatment  of  diverticulitis  is  preferably  placed  at 
least  several  inches  proximal  to  the  diseased  bowel. 

In  such  specific  instances  the  site  of  colostomy 
is  confined  but  in  many  other  cases,  particularly  in 
palliative  treatment  of  rectal  cancer  more  latitude 
is  present.  In  this  latter  group  careful  planning 
should  be  made  as  to  the  site  and  construction,  if 
the  colostomy  is  to  bring  relative  relief  instead  of 
misery  to  the  patient.  Likewise  a type  should  be 


Lateral  rectus 
Mixter’s  double  loop 


Left  inguinal  terminal  and 
suprapubic  - Preliminary  to 
Lahey  resection 


Mikulicz-’s  type  of 
colostomy  following 
resection 


Wangensteen 


Vertical  type 
of  transverse  loop 
colostomy 


Cecostomy 


Fig-.  2.  Common  types  of  colostomy. 


( 1 ) proper  placing  and  construction  of  the  open- 
ing, (2)  simplification  of  colostomy  apparatus,  and 
(3)  regulation  of  bowel  habit  by  carefully  regu- 
lated diet. 

The  type  of  colostomy  to  be  performed  is  modi- 
fied, of  course,  by  the  pathology  to  be  treated 
(figs.  1,  2).  Hence  in  employment  of  a Mikulicz 
type  of  resection  the  colostomy  is  placed  at  the 
site  of  the  excision  and  is  usually  only  temporary. 
As  part  of  an  abdominoperineal  resection  of  the 
rectum,  a terminal  sigmoid  colostomy,  inguinal  or 


employed  which  carries  a minimum  of  operative 
shock  and  mortality. 

It  would  be  impossible  to  describe  here  the  many 
types  of  colostomy  with  their  advantages  and  de- 
fects. A simple  and  efficient  colostomy  now  fre- 
quently employed,  and  particularly  of  value  in  pal- 
liative treatment  of  rectal  cancer  or  for  acute  ob- 
structive sigmoid  diverticulitis,  is  a loop  colostomy 
of  the  transverse  colon  with  excision  of  the  um- 
bilicus (fig.  3).  It  has  ease  of  construction,  low 
mortality,  accessibility  to  the  patient  and  proper 
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Fig.  3.  Simple  technic  for  transverse  colostomy.  A 4-inch 
incision  is  made,  excising  the  umbilicus.  After  exploring 
the  abdomen  a rent  is  made  in  the  transverse  mesocolon 

consistency  of  extruded  contents  as  some  of  its 
virtues. 

The  operation  itself  is  of  short  duration  and  is 
carried  out  under  local,  spinal  or  general  anesthesia. 
The  transverse  colon  is  exposed  through  a four  inch 
vertical  midline  incision  with  excision  of  the  um- 
bilicus, underlying  fascia  and  peritoneum  at  the 
upper  end.  The  abdomen  may  then  be  explored. 
A tongue  of  linea  alba  and  right  anterior  rectus 
sheath,  divided  above  and  on  the  right,  and  with 
an  attached  base  two  inches  down  the  incision,  is 
drawn  through  a rent  in  the  transverse  mesocolon 
and  sutured  with  silk  to  the  linea  alba  above  the 
excised  umbilicus  so  as  to  make  a living  tongue 
below  the  loop  and  allow  the  transverse  colon  to 


run  in  its  normal  direction.  The  two  openings  are 
made  sufficiently  snug  to  admit  only  tip  of  index 
finger  in  addition  to  the  bowel  wall.  The  wound  is 
closed  in  layers  with  silk  below  the  loop.  A glass 
rod  is  inserted  through  the  rent  in  the  mesocolon, 
if  there  is  a tendency  toward  retraction.  A 2 cm. 
transverse  incision  is  made  in  the  loop  in  forty- 
eight  hours.  The  loop  may  be  divided  later  if  de- 


and  a tongue  of  right  anterior  sheath  is  brought  through 
and  sutured  as  illustrated.  This  method  avoids  distortion 
of  colon,  allowing  it  to  lie  in  the  natural  direction. 

sired.  This  simple  method  has  widespread  usage 
and  is  to  be  recommended  over  the  lower  midline 
type  or  the  left  inguinal  location  which  is  less  ac- 
cessible to  the  patient  and  where  the  rigid  anterior 
ilium  interferes  with  snug  compression  of  the 
opening. 

Cumbersome  methods  of  colostomy  care  are  to 
be  avoided.  Colostomy  bags  and  plugs  are  as  a rule 
unnecessary.  An  aid  to  evacuation  is  a rubber  apron 
fitting  snugly  around  the  waist  with  snaps  on  the 
edges,  which  when  united  form  a cone  leading  from 
the  colostomy  directly  downward  to  the  toilet  (fig. 
4).  This  avoids  soiling  and  the  kneeling  posture 
beside  the  toilet  is  unnecessary. 

Some  patients  require  daily  irrigation  for  thor- 


ough evacuation.  This  is  carried  out  easily  with  a 
six  ounce  syringe  fitted  with  a rubber  catheter. 
Most  patients,  however,  upon  a regulated  diet  re- 
quire no  irrigation.  After  the  daily  evacuation 
a piece  of  Kleenex  or  similar  absorbent  tissue  is 
coiled  about  the  colostomy  and  covered  with  a 
6-inch  by  6-inch  pad  of  cellucotton.  The  latter  in 
turn  is  covered  by  a slightly  larger  piece  of  oil  silk 
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or  cellophane  and  the  dressing  and  abdominal  wall 
are  supported  by  an  abdominal  binder  made  of 
elastic  webbing.  This  makes  a simple  and  satis- 
factory dressing,  inexpensive  and  changed  in  a 
minimum  of  time.  Spare  Kleenex  and  a cellucotton 
pad  may  be  carried  in  one's  pocket  as  may  the 
rubber  apron  which  is  washed  and  dried  after  each 
evacuation. 

Diet  allowing  one  formed  evacuation  per  day 
requires  some  thought  and  experimentation.  The 
patient  learns  to  avoid  foods  producing  loose  stools 
or  excessive  gas.  He  forms  regular  habits  and  plans 
for  an  evacuation  at  a certain  time  each  day.  Oc- 
casionally, when  constipated,  he  will  require  an 
irrigation.  These  patients,  if  properly  instructed, 
soon  find  themselves  unrestricted  in  business  or 
social  activity.  They  develop  a regular  routine,  lose 
the  dread  of  colostomy  and  lead  happy,  useful  lives 
in  spite  of  its  presence.  Furthermore,  many  of 
them  become  willing  to  reassure  others  upon  whom 
colostomy  is  contemplated. 

BILATERAL  ABDUCTOR  CORD 
PARALYSIS* 

Brien  T.  King,  M.D. 

SEATTLE,  WASH. 

Previous  operations  for  the  relief  of  bilateral  ab- 
ductor cord  paralysis  are  classified  under  four  head- 
ings: (1)  permanent  tracheotomy,  (2)  cordecto- 

mies  and  cordotomies,  (3)  cord  displacements,  (4) 
nerve  suture. 

Permanent  tracheotomy  up  to  the  present  time 
has  given  more  uniformly  satisfactory  results  than 
other  methods.  Cordectomies,  cordotomies  and  cord 
displacements  can  not  be  satisfactory  because  they 
destroy  the  voice.  Nerve  suture  has  been  tried  by 
numerous  surgeons  and  the  results  reported  are 
unsatisfactory. 

For  certain  reasons  nerve  suture  can  not  be  made 
to  work  successfully:  first,  because  it  is  difficult  to 
perform  technically;  second,  the  recurrent  nerve 
is  said  to  carry  abductor  and  adductor  fibers  in 
two  separate  cables  within  the  sheath  of  the  nerve 
and  proper  hook-up  of  neurons  would  be  very  dif- 
ficult, if  not  impossible  to  achieve;  third,  even  if 
nerve  pathways  were  reestablished,  the  operation 
still  would  likely  be  a failure  because  atrophic 
muscles  would  likely  not  regenerate  to  the  point  of 
overcoming  contractures  which  would  have  taken 
place  by  the  time  the  nerve  regeneration  had  oc- 
curred. 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  19.10 


Bilateral  recurrent  nerve  paralysis  is  a pure  lower 
motor  neuron  paralysis,  the  same  as  occurs  in  the 
severance  of  any  peripheral  motor  nerve.  It  is  fol- 
lowed by  flaccid  paralysis,  atrophy,  fibrosis,  con- 
tractures which  involve  all  muscles  of  the  larynx 
and  those  that  operate  in  the  defensive  mechanism 
of  the  larynx  (the  so-called  epiglottic  reflex). 

(The  defensive  mechanism  of  the  larynx  was  de- 
scribed which  operates  in  conjunction  with  the 
suprahyoid  group  of  muscles  during  the  act  of  swal- 
lowing. The  suprahyoid  and  infrahyoid  groups  of 
muscles  and  their  functions  were  described.)  The 
infrahyoid  group  not  only  oppose  the  suprahyoid 
group,  but  depresses  the  larynx  and  hyoid  bone  on 
inspiration.  Swallowing  and  breathing  are  both  vol- 
untary and  involuntary  acts;  therefore,  these  groups 
of  muscles  act  both  voluntarily  and  involuntarily. 

(The  operation  of  transposing  the  omohyoid  and 
attaching  it  to  the  arytenoid  cartilage  was  described, 
also  the  division  of  the  atrophic  and  contracted 
fibres  of  the  interarytenoideus  muscle,  this  being 
necessary  to  permit  the  arytenoid  cartilage  and 
vocal  cords  to  move  outward.)  In  cases  of  long 
standing  paralysis  with  marked  contractures,  it 
would  probably  be  necessary  to  anchor  the  arytenoid 
cartilage  in  an  outward  position  by  the  use  of  a 
single  catgut  suture  passing  through  the  border  of 
the  thyroid  cartilage  and  upright  portion  of  the 
arytenoid.  The  arytenoid  cartilage  would  be  re- 
leased and  capable  of  moving  in  both  directions 
when  the  suture  was  absorbed. 

(The  condition  of  the  cricoarytenoid  joint  capsule 
was  described  and  the  technic  of  cutting  the  con- 
tracted capsule  was  advocated  because  of  the  stiff- 
ness created  in  the  joint  by  long  standing  immobil- 
ity. The  state  of  the  vocal  cords  following  recurrent 
nerve  injuries  was  described  both  in  recent  and  old 
cases.)  Simple  muscle  transposition  would  be  suffi- 
cient to  restore  function  in  recent  cases,  while 
muscle  transposition  plus  laryngeal  reconstruction 
would  be  necessary  in  old  and  contracted  cases. 
The  omohyoid  muscle  contracts  involuntarily  during 
inspiration;  therefore,  it  pulls  the  vocal  cord  open 
automatically. 

Result  of  operation  on  three  such  patients  is 
reported.  The  first  has  been  teaching  school  for 
three  months,  the  second  has  received  practically 
normal  restoration  of  phonation  and  respiration  and 
the  third  is  too  recent  as  yet  to  judge  the  outcome. 
It  is  recommended  that  the  operation  be  performed 
upon  a sufficient  number  of  patients  suffering  from 
bilateral  cord  paralysis  to  properly  assay  its  value. 
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STRICTURES  OF  THE  URETHRA* 

O.  A.  Nelson,  M.D. 

SEATTLE,  WASH. 

In  this  communication  we  shall  discuss  a few 
points  in  the  treatment  of  urethral  strictures.  We 
present  some  of  the  facts  which  seem  quite  im- 
portant, but  which  are  often  overlooked,  particu- 
larly by  the  general  surgeon  and  general  physician. 

ANESTHESIA 

For  the  successful  treatment  of  strictures,  anes- 
thesia is  so  important  that  we  should  like  to  devote 
some  mention  to  it.  Regardless  of  the  untoward 
reactions  that  have  been  reported  from  the  use  of 
cocaine  in  the  urethra,  we  have  had  no  such  reac- 
tion whenever  we  have  used  it  in  crystal  or  tablet 
form.  On  the  other  hand,  the  use  of  solution  of 
cocaine  is  dangerous  unless  the  cocaine  is  of  low 
concentration  and  is  combined  with  soda  bicarbo- 
nate. Acute  cocainism  will  often  result  when  a three 
or  four  per  cent  solution  is  injected  under  pressure. 

We  have  found  that  patients  are  more  likely  to 
suffer  collapse,  if  sounds  are  passed  without  anes- 
thesia than  if  proper  anesthetization  has  been  estab- 
lished with  cocaine  crystals.  In  other  words,  for  the 
passage  of  sounds  in  the  office,  we  have  found  noth- 
ing quite  so  satisfactory  as  crystal  cocaine. 

The  following  has  been  our  method  of  anesthe- 
tizing the  urethra.  After  the  patient  has  voided,  he 
is  placed  in  recumbent  position,  and  about  four  cc. 
of  2 per  cent  butyn,  or  an  equal  amount  of  nuper- 
caine,  1 : 500,  is  injected  into  the  urethra.  A spring 
clamp  is  then  placed  on  the  meatus  to  retain  the 
solution  within  the  urethra.  After  three  minutes,  a 
Lewis  tablet  depositor  is  inserted  into  the  prostatic 
urethra,  where  about  one  grain  of  crystalline  cocaine 
is  deposited.  The  tablet  depositor  is  then  partially 
withdrawn,  and  more  crystals  are  deposited  along 
the  anterior  urethra.  In  female  patients  the  crys- 
talline cocaine  is  placed  within  the  urethra  with  a 
small  forceps. 

If  cocaine  solution  must  be  employed,  due  to 
unavailability  of  a tablet  depositor,  it  may  be  used 
in  the  following  solution:  cocaine  one-half  per  cent, 
sodium  bicarbonate  one-half  per  cent,  and  chloro- 
tone  one-fourth  per  cent.  In  cases  of  laceration  of 
the  urethra  the  use  of  cocaine  in  any  form  should 
be  avoided. 

If  the  passage  of  sounds  or  urethral  dilation  is 
likely  to  be  a painful  procedure,  we  use  a caudal 
block  by  injecting  into  the  sacral  hiatus  25  or  30 
cc.  of  one  per  cent  novocaine  solution  at  body  tem- 

*  Read  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Jan.  20-21,  1939. 


perature,  to  which  has  been  added  3 minims  of 
adrenalin  chloride  1:1,000.  After  the  needle  has 
been  introduced  into  the  hiatus,  aspiration  should 
be  attempted  to  make  certain  that  the  needle  has 
not  entered  the  dural  sac.  Then,  as  the  injection 
progresses,  the  needle  should  be  moved  about  within 
the  canal;  otherwise,  the  solution  is  likely  to  form 
tracts  ascending  along  the  dura,  and  to  produce 
unsatisfactory  anesthesia.  Fifteen  minutes  should 
be  allowed  to  elapse  following  completion  of  the 
injection  before  instrumentation  is  started. 

URETHRAL  DILATIONS  BY  FILIFORMS  AND  FOLLOWERS 

If  the  stricture  is  of  filiform  caliber,  it  is  at  times 
extremely  difficult  to  pass  a filiform.  However,  by 
distending  the  urethra  with  sterile  oil  or  gomenol, 
and  by  using  a filiform,  the  point  of  which  is  curved 
to  one  side,  or  the  spiral  type,  penetration  of  the 
strictured  area  is  often  facilitated. 

If  the  filiform  cannot  be  readily  passed,  use  of 
the  foroblique  cystoscope  is  of  great  advantage. 
Consequently,  if  the  filiform  does  not  pass  readily, 
one  should  proceed  with  the  urethroscope  before  too 
much  trauma  is  done  that  will  cause  bleeding.  As 
the  strictures  are  viewed  through  the  cystoscope, 
many  small  crevasses  and  trabeculations  may  be 
seen.  One  of  these  has  an  indurated  margin;  this  is 
the  urethral  opening.  After  the  filiform  has  entered 
the  bladder,  the  type  of  follower  to  be  used  is  not 
of  particular  importance,  provided  too  great  a de- 
gree of  dilatation  is  not  occasioned  at  one  sitting. 

If  a filiform  cannot  be  passed,  and  the  urinary 
obstruction  is  complete,  open  operation  must  be 
resorted  to.  The  type  of  operation  to  be  done  will 
depend  upon  the  surgeon’s  experience  in  surgery  of 
the  perineum.  Suprapubic  cystotomy  has  many  ad- 
vantages over  external  urethrotomy.  The  former  is 
a simple  operation,  and  the  passage  of  a catheter 
or  filiform  by  retrograde  method  is  usually  quite 
easily  accomplished.  Furthermore,  suprapubic  cys- 
totomy diverts  the  urine  away  from  the  urethra; 
consequently,  the  tissues  about  the  stricture  can  be 
left  undisturbed  by  the  urine. 

After  the  strictured  area  has  been  traversed,  dila- 
tion can  be  done  by  periodic  passage  of  sounds,  or 
by  continuous  dilation  with  catheters.  The  latter 
procedure  will  be  considered  under  dilations  with 
indwelling  catheters. 

METAL  SOUNDS 

An  unguided  sound  smaller  than  20-F  should  as 
a rule  not  be  passed;  for  false  passages  will  be  the 
likely  result.  Again,  a stricture  will  yield  better  to 
treatment,  if  sounds  are  passed  only  once  a week 
rather  than  two  or  three  times  a week.  At  each 
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sitting,  preliminary  passage  of  a sound  one  size 
smaller  on  the  French  scale  than  the  one  used  at 
the  previous  sitting  should  be  done,  and  should  be 
increased  only  one  or  two  numbers  at  each  treat- 
ment. Furthermore,  a stricture  will  remain  of  sat- 
isfactory size  much  longer,  if  dilations  are  repeated 
several  times  at  a full  caliber  of  the  urethra. 

FULGURATION  OF  STRICTURE 

From  time  to  time,  there  have  appeared  in  the 
literature  statements  with  regard  to  electric  treat- 
ment of  strictures.  We  have  never  been  able  to  find 
any  logical  explanation  of  why  fulguration  or  any 
other  electric  treatment  to  cicatricial  tissue  should 
be  of  particular  advantage.  However,  in  the  last 
few  years,  it  has  come  to  our  attention  that,  if  a 
nodule  of  scar  tissue  is  treated  by  the  proper  amount 
of  fulguration,  the  scar  tissue  will  recede,  with  a 
resulting  marked  improvement  in  the  strictured 
area.  Therefore,  if  there  is  a large  area  or  nodules 
of  cicatricial  tissue,  fulguration  followed  by  indwell- 
ing catheter  for  a few  days  will  bring  about  a 
marked  improvement.  Needless  to  say,  the  operator 
must  be  very  cautious;  otherwise,  too  deep  a ful- 
guration will  be  followed  by  periurethral  suppura- 
tion. 

USE  OF  INDWELLING  CATHETERS  FOR 
DILATING  STRICTURES 

The  use  of  indwelling  catheters  for  dilating  stric- 
tures in  certain  cases  is  more  efficacious  than  any 
other  form  of  treatment.  About  the  only  disadvan- 
tage is  that  the  patient  must  be  bedridden  and  on 
constant  drainage.  The  procedure  is  not  original 
with  us;  description  of  it  can  be  found  in  textbooks 
on  surgery  and  urology  published  thirty  or  thirty- 
five  years  ago.  Even  certain  types  of  traumatic 
strictures  respond  better  to  this  form  of  treatment 
than  to  open  operation  and  removal  of  the  stric- 
tured area.  Whatever  caliber  of  catheter  can  be 
made  to  enter  the  bladder  without  forcing  may  be 
used;  or,  if  the  stricture  is  of  filiform  size,  then  a 
ureteral  catheter  should  be  passed  into  the  bladder 
and  fixed  in  place  to  secure  vesical  drainage.  Two 
days  later  the  catheter  is  withdrawn,  and  replaced 
by  a catheter  two  Charrieres  larger  than  the  one  re- 
moved. Changing  to  larger  catheters  every  two  days 
is  continued  until  a caliber  of  26  or  28-F  has  been 
reached.  However,  under  no  condition  should  the 
catheter  be  crowded  into  the  urethra;  for  if  this  is 
done,  pressure  necrosis  and  periurethral  suppura- 
tion are  likely  to  ensue. 

Finally,  it  should  be  acknowledged  that  the  old 
maxim,  “once  a stricture,  always  a stricture,”  is 


true  at  least  in  part.  This  statement  is  particularly 
applicable  to  strictures  in  the  deep  anterior  urethra. 
Consequently,  if  a patient  with  a stricture  is  to  re- 
main well,  it  is  important  that  he  be  reexamined 
from  time  to  time  to  see  that  the  stricture  is  of 
proper  caliber.  After  the  patient  has  been  dismissed 
from  his  course  of  treatments,  it  is  advisable  that 
he  be  reexamined  about  three  months  from  the  time 
treatments  were  discontinued;  then,  if  there  is  no 
marked  contraction  of  the  stricture,  he  should  be 
examined  every  six  months  for  two  years;  then  once 
a year  as  long  as  the  stricture  continues  to  contract. 


LUMBAR  HERNIA* 

Walter  Kelton,  M.D. 

SEATTLE,  WASH. 

Lumbar  hernia  is  defined  as  a protrusion  in  the 
latter  abdominal  area  between  the  crest  of  the  ilium 
and  the  costal  margin.  It  was  first  mentioned  by 
Barbette  almost  four  hundred  years  ago.  The  rarity 
of  its  occurrence  is  shown  by  the  fact  that  in  this 
period  only  one  hundred  and  sixteen  cases  were  re- 
ported in  the  literature.  Twenty  of  these  were  in- 
cisional or  traumatic.  There  were  three  males  to  one 
female  and  more  commonly  on  the  right  side. 

Anatomic  Location.  (1)  Petit’s  triangle.  (2) 
Grynfelt  and  Leshaft’s  space.  Petit’s  triangle  is 
bounded  by  crest  of  ilium,  latissimus  dorsi  and 
external  oblique.  Grynfelt’s  space  is  bounded  by 
twelfth  rib,  quadratus  lumborum,  external  oblique 
and  below  by  internal  oblique. 

Etiology.  It  may  be  congenital,  spontaneous,  trau- 
matic, incisional  or  from  weakness  of  supporting 
structures  and  conditions  increasing  abdominal  pres- 
sure. 

Pathology.  Usually  there  is  a sac  but  sometimes 
none  is  found.  If  a sac  is  present,  its  wall  may  be 
peritoneum  or  peritoneum  and  thinned-out  muscle. 
The  sac  may  contain  preperitoneal  fat,  omentum, 
kidney  or  other  viscera. 

Differential  Diagnosis.  The  only  condition  from 
which  it  is  to  be  differentiated  is  cold  abscess. 

Symptoms.  A pulling,  dragging  sensation,  occa- 
sional nausea  and  a feeling  of  fullness. 

Treatment.  The  treatment  is  always  surgical  and 
two  operations,  one  by  Dowd* 1  of  New  York  and  one 
by  Ravdin2  of  Philadelphia  have  been  described. 

* Read  before  the  Annual  Meeting-  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  January  20-21,  1939. 

1.  Dowd,  C.  N. : Lumbar  Hernia.  Practice  of  Surgery, 
Lewis,  7,  Chap.  9:70-72.  W.  F.  Prior  & Co.,  Hagerstown, 
Md.,  1929. 

2.  Ravdin,  L.  S. : Lumbar  Hernia  Through  Grynfelt  and 
Leshaft’s  Triangle.  8 Clin.  North  America,  3:267-279. 
Feb.,  1923. 
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Dowd  Operation 

Fig  1.  A,  latissimus  dorsi.  B,  external  oblique.  C,  crest 
of  ilium.  D,  transversalis  fascia.  E,  flap  of  fascia  from 
glutens  maximus. 

Fig.  2.  A,  latissimus  dorsi.  B,  external  oblique.  C,  flap 
of  fascia  from  glutens  maximus  and  medius. 

Fig.  3.  A,  latissimus  dorsi.  B,  external  oblique.  C,  flap 
of  fascia  from  latissimus  dorsi. 

Rardin  Operation 

Fig.  4.  Sac  inverted  and  oversewed.  Anterior  layer  of 
lumbodorsal  fascia  exposed. 

DOWD  OPERATION 

Dowd  makes  a vertical  incision,  inverts  the  sac 
and  then  brings  the  muscles  in  as  close  approxima- 
tion as  possible.  He  then  reflects  a flap  of  fascia  from 
over  the  gluteal  muscles.  A triangular  space  was  still 
left  unprotected  and  to  correct  this  he  reflects  the 
fascia  from  the  lumbar  group  of  muscles. 


Fig  5a,  first  piece  of  fascia  lata  in  place.  5b,  internal 
oblique  and  quadratus  lumborum  sutured. 

Fig.  6a,  latissimus  dorsi  closed.  6b,  last  piece  of  fascia 
lata  in  place. 

Kelton  Operation 

Fig.  7.  A,  latissimus  dorsi.  B,  external  oblique.  C,  crest 
of  ilium.  D,  transversalis  fascia. 

Fig.  8.  A,  latissimus  dorsi.  B,  external  oblique.  C,  trans- 
versalis fascia. 

Fig.  9.  latissimus  dorsi.  B,  external  oblique.  Closed  with 
strips  of  fascia  lata. 

Criticizing  his  own  operation,  Dowd  states  that 
there  is  considerable  devitalizing  of  important  struc- 
tures and  that  the  powerful  back  muscles  are  de- 
nuded of  the  protective  support  that  is  needed  (figs. 
1,  2,  3). 

RAVDIN  OPERATION 

Ravdin  makes  an  oblique  incision,  inverts  the 
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hernial  sac,  then  takes  a strip  of  fascia  lata  six 
inches  square,  cuts  off  a portion  of  this  which  he 
uses  to  reenforce  the  transversalis  fascia.  After  ap- 
proximating the  muscles,  the  remaining  portion  of 
fascia  is  sewed  to  the  periosteum  of  the  first  rib  and 
adjacent  muscles  (figs.  4,  5,  6). 

REPORT  OF  CASE 

The  case  I am  presenting  is  that  of  a female,  age  45,  who 
had  had  a kidney  operation  eighteen  months  prior  to  my 
seeing  her.  Shortly  after  leaving  the  hospital  following  this 
operation,  she  noticed  a mass  in  the  right  lateral  abdomen 
which  gradually  increased  in  size  and  produced  symptoms  of 
gnawing,  dragging,  pulling  sensation,  a feeling  of  fullness 
and  occasional  nausea.  These  symptoms  finally  became  so 
aggravating  that  medical  advice  was  sought. 

On  examination  I found  a robust  woman  with  a mass 
about  the  size  of  a medium  size  grape  fruit  in  the  lateral 
abdominal  area,  at  about  the  middle  of  the  incision  for  the 
kidney  operation.  Hernia  seemed  the  only  diagnosis  and 
operation  was  indicated. 

A slightly  diagonal  incision  was  made  and  the  operation 
done  as  illustrated  in  the  accompanying  diagrams.  In  bring- 
ing the  muscles  together  as  nearly  as  possible,  we  dipped 
freely  into  the  transversalis  fascia  which  formed  a part  of 
the  hernial  sac.  The  sac  was  not  opened.  There  was  con- 
siderable redundant  fascia  and  this  was  puckered  by  numer- 
ous vertical  sutures.  Two  strips  of  fascia  lata,  one-fourth 
inch  in  width,  were  then  taken  and  sewn  over  the  unpro- 
tected area  (figs.  7,  8,  9). 

If  Dowd’s  theory  of  his  own  operation  is  correct, 
it  is  certainly  applicable  and  to  a far  greater  de- 
gree in  the  operation  described  by  Ravdin,  for  the 
thigh  muscles  are  the  most  powerful  in  the  body  and 
need  the  protective  support  of  this  fascia.  We  have 
seen  cases  of  tremendous  herniation  of  these  mus- 
cles, even  when  small  strips  have  been  removed. 
How  much  greater  is  the  chance  for  hernia,  when  a 
block  of  this  fascia  six  inches  square  is  removed.  It 
is  difficult  to  see  how  herniation  of  these  muscles 
following  such  procedure  could  fail  to  occur.  Fur- 
thermore, if  infection  should  occur  and  the  stitches 
slough,  it  seems  quite  likely  that  the  operation 
might  fail. 

By  the  use  of  fascial  strips,  if  infection  occurs, 
it  seems  to  me  there  would  be  far  less  danger  of  the 
whole  thing  giving  way.  The  operation  is  compara- 
tively simple  and  the  scar  tissue  which  develops 
forms  a very  solid  protective  wall. 

This  operation  was  complicated  by  pneumonia 
which  developed  on  the  third  day  and  a severe  in- 
fection throughout  the  length  of  the  wound.  Thus 
the  severest  possible  test  was  given  the  repair  at 
once.  It  has  now  been  nine  months  and  this  patient 
is  symptom-free. 


CHRONIC  PEPTIC  ULCERS  IN  CHILDREN* 
Howard  B.  Kellogg,  M.D. 

SEATTLE,  WASH. 

Chronic  peptic  ulcers  in  children  are  rarely  found. 
In  searching  the  literature  I was  able  to  find  thirty- 
six  reported  cases.  Twenty-one  were  gastric  and 
fifteen  duodenal  in  location.  The  incidence  is  prob- 
ably much  higher  than  these  figures  would  indi- 
cate. We  are  not  accustomed  to  think  of  these 
chronic  lesions  in  children  and,  therefore,  probably 
attribute  their  symptoms  to  other  causes  until  some 
startling  event,  such  as  perforation,  hemorrhage  or 
vomiting  from  obstruction,  forcibly  brings  us  to 
consider  their  possibility.  Proctor* 1  reported  that  of 
two  thousand  histories  reviewed  at  The  Mayo  Clinic 
two  per  cent  had  suffered  from  symptoms  referable 
to  their  ulcers  since  childhood.  The  etiology  of 
these  ulcers  is  probably  the  same  as  in  adults  ex- 
cept that  the  predisposing  factors  of  worry,  to- 
bacco and  alcohol  are  absent. 

Pathologically,  the  ulcers  are,  with  some  excep- 
tions, similar  to  those  found  in  adults.  Most  of  the 
gastric  ulcers  are  on  the  lesser  curvature  near  the 
pylorus.  The  ulcers  of  the  duodenum  are  usually  on 
the  anterior  wall. 

Of  the  reported  cases  forty  per  cent  had  severe 
hemorrhage,  twenty-five  per  cent  had  perforated 
and  a large  number  had  varying  degrees  of  pyloric 
obstruction.  These  figures  might  be  construed  to 
indicate  that  the  ulcers  in  childhood  were  more  de- 
structive than  those  of  adult  life.  However,  as  long 
as  we  fail  to  consider  the  possibility  of  such  lesions 
in  treating  children,  until  these  alarming  conditions 
suddenly  make  the  diagnosis  obvious,  their  per- 
centage will  remain  disproportionately  high. 

The  symptoms  are  much  less  typical  than  in 
adults  or  at  least  the  children  do  not  describe  them 
with  the  same  accuracy.  There  is  some  seasonal 
incidence  and  the  intensity  varies  greatly.  Many 
simply  complain  of  a mild,  indefinite,  epigastric 
distress.  A few  have  complained  of  severe  boring 
pains  one  to  three  hours  after  meals.  In  cases  which 
have  developed  pyloric  obstruction  there  have  been 
mild  to  severe  cramp-like  pains  with  nausea  and 
vomiting  commensurate  to  the  degree  of  obstruction. 

Pallor,  loss  of  appetite,  loss  of  weight  and  con- 
stipation are  frequent.  Retarded  development  is 
sometimes  outstanding. 

As  Proctor  pointed  out  in  his  report,  the  most 
important  thing  in  making  a diagnosis  is  to  keep 

’Read  before  Annual  Meeting-  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  1939. 

1.  Proctor,  O.  S. : Chronic  Peptic  Ulcer  in  Children. 
Surg.  Gynec.  & Obst.,  41:63-69,  July,  1925. 
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these  lesions  in  mind.  Once  suspected,  roentgeno- 
grams will  usually  substantiate  the  diagnosis. 

When  possible,  the  treatment  should  be  dietary 
with  some  means  to  control  the  gastric  acidity.  Per- 
foration, pyloric  obstruction  or  repeated  hemorrhage 
may  make  surgery  advisable  or  imperative.  As  in 
adults,  those  cases  which  fail  to  respond  to  medical 
treatment  may  require  surgery  for  symptomatic 
relief. 

We  believe  the  surgical  procedure  should  be  as 
simple  as  possible  and  with  the  least  possible  dis- 
turbance of  the  normal  physiology.  Perforated  ul- 
cers should  simply  be  closed  unless  severe  pyloric 
obstruction  is  present  which  would  require  some 
procedure  to  give  a new  gastric  outlet.  Simple  ex- 
cision of  gastric  ulcers  or  excision  with  gastroen- 
terostomy have  been  reported  as  successful.  Subtotal 


cases,  regardless  of  the  type  of  procedure  used,  have 
recovered. 

CASE  REPORT 

October  18,  1938,  T.  H.,  a white  girl,  age  thirteen,  was 
first  seen-.  She  gave  the  following  history:  For  the  past 
three  years  she  had  suffered  from  an  indefinite  episgastric 
distress.  For  the  past  fourteen  months  she  had  attacks  of 
epigastric  cramps,  nausea  and  vomiting  which  occurred  with 
increasing  frequency.  A year  ago  or  two  months  after  the 
onset  of  these  symptoms,  she  had  an  appendectomy  but 
with  no  relief.  Loss  of  appetite  and  weight  were  also  out- 
standing features.  For  the  past  three  weeks  she  had  vomited 
practically  all  solid  food  and  a good  share  of  the  liquids 
taken. 

Examination  showed  a white  girl  who  was  undernour- 
ished, dehydrated  and  underdeveloped  for  her  age.  Head 
and  neck  were  negative  except  for  a partial  ptosis  of  the 
right  upper  eyelid,  and  chronically  infected  tonsils  of  mod- 
erate size.  Her  parents  stated  that  the  ptosis  of  the  eyelid 
had  been  present  since  infancy.  Heart  and  lungs  were  nega- 
tive except  that  the  pulse  was  120  and  upon  slight  exer- 
tion rose  to  140.  The  abdomen  was  full  in  the  epigastrium 


Fig.  1.  The  arrow  points  to  the  barium  passing  into 
the  duodenum  which  is  almost  completely  obstructed. 

Fig.  2.  Six  hour  plate  showing  severe  grade  of  gastric 
dilatation  with  retention  of  about  95  per  cent  of  the 
barium. 

Fig.  3.  A.  Illustrates  type  and  location  of  pathology. 
The  shaded  area  in  upper  duodenum  represents  the  por- 

gastric  resection  was  done  in  one  case  with  good 
results.  This  would  seem  to  be  a rather  formidable 
procedure  except  in  extreme  cases. 

It  would  seem  that  duodenal  ulcers  requiring 
surgery  should  have  pyloroplasties  or  gastroduode- 
nostomies  when  feasible.  These  procedures  disturb 
the  physiology  of  digestion  very  little  and  minimize 
the  possibility  of  subsequent  marginal  ulcers.  In 
doing  a pyloroplasty  the  ulcer  may  often  be  excised 
and  if  this  is  impossible  the  pylorus  may  be  obliter- 
ated and  a gastroduodenostomy  may  be  done.  When 
the  latter  procedure  is  done,  even  though  the  ulcer 
is  left,  it  is  isolated  in  such  a manner  that  only 
alkaline  bile  and  pancreatic  juices  are  apt  to  reach  it. 

That  children  tolerate  gastric  and  duodenal  sur- 
gery well  is  evident  by  the  fact  that  all  reported 


tion  which  was  inflamed  and  indurated.  The  dotted  lines 
in  this  area  represent  the  narrowed  lumen.  B.  Illustrates 
first  stage  of  the  anastomosis.  D.  Shows  the  manner 
in  which  the  anterior  wall  of  the  stomach  was  imbricated 
over  the  anastomosis  and  extended  upward  to  cover  the 
penetrating  ulcer  on  the  anterior  surface  of  the  duo- 
denum. 

but  scaphoid  in  the  lower  half.  There  was  only  moderate 
tenderness  to  deep  pressure  in  the  epigastrium. 

Pyloric  obstruction  with  dilation  of  the  stomach  was 
suspected  and  she  was  referred  to  Dr.  H.  E.  Nichols  for 
a gastrointestinal  study.  This  study  revealed  almost  com- 
plete pyloric  obstruction  with  95  per  cent  retention  of 
barium  after  six  hours.  The  diagnosis  was  chronic  duodenal 
ulcer  (figs  1,  2). 

Patient  was  admitted  to  Seattle  General  Hospital  Octo- 
ber 21,  1938.  A Levine  tube  connected  to  a constant  suction 
apparatus  was  inserted  and  a large  amount  of  brown  fluid 
aspirated.  She  had  vomited  a large  quantity  just  previous 
to  entering  the  hospital,  indicating  a great  dilatation  of  the 
stomach.  Continuous  levage  of  the  stomach  was  employed 
for  three  days  in  the  hope  that  the  edema  of  the  ulcer 
would  subside  and  allow  the  patient  to  be  placed  on  a 
medical  regime. 

On  admission  the  red  count  was  4.5  million  and  105  per 
cent  hemoglobin.  White  count  11,000  with  72  per  cent  poly 
epithelial.  The  patient  was  transfused  as  a supportive 
measure  and  2000  cc.  of  5 per  cent  glucose  in  physiologic 
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saline  given  each  twenty-four  hours.  On  the  third  day  a 
moderate  amount  of  bright  blood  returned  through  the 
Levine  tube  so  that  it  was  felt  the  operation  should  be 
undertaken  before  her  general  condition  became  such  that 
she  would  be  a poor  operative  risk. 

On  October  24  the  abdomen  was  opened  with  a right 
paramedian  incision  and  explorations  disclosed  a penetrat- 
ing ulcer  on  the  anterior  surface  of  the  duodenum.  The 
first  and  half  of  the  second  part  of  the  duodenum  were  an 
angry  red  and  the  walls  were  indurated  and  so  thick  that 
one  experienced  the  sensation  of  compressing  a solid  mass 
of  tissue  on  palpation.  The  ulcer  was  covered  with  a fibro- 
plastic exudate.  There  were  soft,  red,  fibroplastic  adhesions 
between  the  duodenum  and  the  gallbladder  and  inferior 
surface  of  the  liver. 

We  had  hoped  to  do  a pyloroplasty  but  it  was  obvious 
that  this  procedure  was  impossible  in  the  presence  of  the 
extensive  induration  of  the  duodenum.  It  at  first  appeared 
that  mobilization  of  the  duodenum  would  be  a hazardous 
procedure  but  by  displacing  the  colon  downward  and  be- 
ginning the  mobilization  of  the  duodenum  at  the  junction 
of  its  second  and  third  parts,  this  was  rather  easily  accom- 
plished, once  the  line  of  cleavage  in  the  normal  tissue  was 
found.  The  mobilization  was  so  good  that  it  was  decided 
to  do  an  anterior  gastroduodenostomy  at  the  junction  of 
the  second  and  third  portions  of  the  duodenum.  The 
anastomosis  was  done  anterior  to  the  inferior  pancreatico- 
duodenal and  the  right  gastroepiploic  arteries  as  illustrated 
in  figure  3.  The  anterior  stomach  wall  was  sutured  over  the 
anastomosis  and  the  suture  carried  upward  to  completely 
cover  the  ulcer  in  the  anterior  duodenal  surface.  This  also 
served  to  pucker  the  first  part  of  the  duodenum  so  as  to 
make  the  occlusion  practically  complete,  thus  isolating  the 
ulcer  from  the  acid  gastric  juices.  Five  hundred  cubic  cen- 
timeters of  citrated  blood  was  given  immediately  after  the 
operation. 

On  the  third  postoperative  day  a modified  Sippy  diet 
was  started  and  she  did  very  well  until  the  eleventh  day 
when  a brisk  hemorrhage,  apparently  from  the  ulcer,  oc- 
curred. We  assumed  that  the  bleeding  came  from  the  ulcer 
since  care  had  been  taken  to  ligate  all  bleeders  in  the  mar- 
gins of  the  openings  in  the  duodenum  and  stomach  at  the 
time  the  anastomosis  was  made.  A transfusion  was  given 
and  her  progress  was  uneventful  from  that  time  on.  She  was 
discharged  from  the  hospital  on  November  8,  continuing 
on  a strict  diet  with  five  feedings  a day  and  aluminum  hy- 
droxide to  control  the  gastric  acidity.  To  date  she  has  had 
no  indigestion  or  other  distress  and  has  gained  rapidly  in 
weight. 

SUMMARY 

Chronic  peptic  ulcers  in  children  are  probably 
more  frequent  than  supposed.  Frequently  these 
lesions  are  not  suspected  until  some  severe  compli- 
cation such  as  hemorrhage,  perforation  or  obstruc- 
tion shocks  us  into  suspecting  such  a condition.  A 
gastrointestinal  study  will  usually  confirm  the  diag- 
nosis. The  case  here  presented  must  have  been  of  at 
least  three  years  duration,  culminating  in  almost 
complete  duodenal  obstruction  from  a perforating 
duodenal  ulcer. 

While  these  children  tolerate  all  types  of  surgery 
well,  we  believe  that  duodenal  ulcers  are  best  treated 
by  pyloroplasty  with  excision  of  the  ulcer  or  exclu- 
sion of  the  pylorus  and  gastroduodenostomy. 

Fourth  and  Pike  Building. 


SILK  SUTURE  MATERIAL* 

Edwin  A.  Nixon,  M.D. 

SEATTLE,  WASH. 

Suture  material  has  become  so  commonplace 
and  so  much  a matter  of  accepted  detail  with  sur- 
geons that  we  forget  the  struggles  which  have  been 
made  for  controlled  technic  of  healing  and  the 
modern  means  now  readily  available  for  arresting 
hemorrhage  and  closing  wounds  safely.* 1 

It  has  been  only  within  the  last  one  hundred  years 
that  aseptic  technic  has  been  developed.  However, 
long  before  this  time  we  find  many  types  of  suture 
materials  employed  for  closing  wounds.  All  of  them 
were  surrounded  by  dark  hazards  because  bacteria 
native  to  or  acquired  by  the  suture  were  buried  in 
the  patient’s  tissue  and  a terrifically  high  percent- 
age of  these  patients  died.  The  causes  of  death  were 
not  from  the  original  complaints  but  from  tetanus, 
anthrax,  gas  gangrene  and  other  such  infections 
introduced  by  contaminated  sutures.  The  ancient 
surgeon  recognized  the  necessity  for  controlling 
hemorrhage  and  joining  the  severed  tissues  of  trau- 
matic and  operative  wounds  and  they  employed 
such  things  as  we  use  today:  silk,  linen,  wire  and 
catgut. 

The  first  reference  to  suturing  and  ligating  was 
made  in  600  B.C.  Galen  wrote  in  the  first  cen- 
tury A.D.  about  the  use  of  catgut.  It  is  interesting 
to  note  how  the  -word  “catgut”  came  into  use  as 
the  accepted  term  for  cords  twisted  from  sheep 
intestine.  It  is  generally  explained  that  the  word 
was  derived  from  the  term  “kitgut”  or  “kitstring,” 
the  cord  or  string  used  on  a “kit”  or  fiddle.  The 
term  became  confused  with  “kit,”  meaning  a young 
cat,  hence  in  the  grown  animal,  a cat,  we  errone- 
ously arrive  at  the  word  “catgut.”  Pare  reintro- 
duced the  use  of  nonabsorbable  sutures  in  the  six- 
teenth century.  His  linen  and  silk  threads  were  not 
treated  in  any  way  before  their  important  use  in 
surgery. 

It  is  my  purpose  in  this  paper  to  point  out  some 
well  established  principles  in  the  silk  technic  in 
surgery  and  to  demonstrate  the  advantages  of  silk 
otter  catgut  when  employed  as  suture  or  ligature 
material.  The  greatest  modem  exponent  of  silk 
technic  was  Halstead  who  wrote  his  first  article  in 
1913.  In  this  he  stressed  the  employment  of  silk 
in  preference  to  catgut  and  its  use  in  the  trans- 
fixion of  tissue  and  vessels.  The  story  of  the  intro- 
duction of  rubber  gloves  is  given  in  this  article. 

* Head  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  Jan.  20-21,  1939. 

1.  Zeigler,  P.  F. : Textbook  on  Sutures.  Lewis  Manu- 
facturing Co.,  Walpole,  Eng.,  1936. 
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Halstead  stated  that  rubber  gloves  were  first  worn 
by  an  assistant  whose  hands  were  sensitive  to 
phenol  and  bichloride  solutions,  and  this  led  to 
Bloodgood’s  first  use  of  rubber  gloves  in  operating 
when  he  was  surprised  to  find  how  little  they  inter- 
fered with  his  sense  of  touch.  Halstead  employed 
silk  first  in  1889  and  employed  black  silk  instead 
of  white  because  he  said  it  was  more  easily  seen 
in  fresh  as  well  as  in  healed  wounds.  He  mentioned 
the  prejudice  against  nonabsorbable  sutures  at  that 
time  but  cautioned  against  the  combined  use  of  silk 
and  catgut. 

Whipple2  has  made  the  most  recent  and  complete 
report  on  the  use  of  silk  in  the  repair  of  clean 
wounds.  The  wound,  which  in  its  repair  consistent- 
ly and  ruthlessly  measures  the  surgeon’s  skill,  his 
self-criticism  and  his  effort  to  attain  the  ideal,  is 
the  so-called  clean  wound.  The  clean  wound  is  the 
one  most  commonly  made  by  the  surgeon  in  his 
approach  to  and  his  withdrawal  from  uninfected 
and  uninflamed  tissues  and  structures.  Healing  by 
first  intention  may  be'  defined  as  the  restitution  of 
the  incised  tissues  to  their  normal  condition  with 
the  least  possible  scar  and  no  discharge  or  exu- 
date which  clinically  and  bacteriologically  indicates 
infection. 

The  use  of  silk  has  been  routine  in  neurologic 
work  for  many  years  by  Swift  and  Berens  because 
clean  wound  healing  is  considered  essential.  It  is 
used  in  many  clinics  for  thyroid,  bone  and  joint 
work.  Mason3  uses  silk  in  all  thyroids  and  does  not 
drain.  He  quotes  Babcock  who  made  a study  of 
certain  allergic  reactions  to  catgut,  and  suggested 
skin  tests  might  be  employed  to  discover  such  sen- 
sitivity. However,  catgut  continues  to  be  used  by 
the  majority  of  surgeons  in  the  repair  of  clean 
wounds  like  hernia,  mastectomy  and  neck  dissec- 
tions. 

There  are  certain  general  rules  of  technic  which 
must  be  carried  out,  if  the  surgeon  is  going  to  use 
silk.  The  rigid  rules  and  the  errors  to  be  avoided 
are  outlined  by  Whipple  as  follows:  (1)  tight 
sutures  should  be  avoided;  (2)  mass  ligatures 
with  resultant  slough  are  to  be  avoided;  (3)  sharp 
cutting  should  always  be  employed  and  blunt  scis- 
sors should  not  be  used  in  dissecting;  (4)  hemo- 
stasis should  be  accurate  and  complete  and  care- 
less use  of  blunt-nosed  hemostats  should  be  avoid- 
ed; (5)  only  the  finest  grades  of  silk  should  be 
used,  and  silk  that  does  not  break  should  never 

2.  Whipple,  A.  O. : Use  of  Silk  in  Repair  of  Clean 
Wounds.  Ann.  Surg.,  98:662-671,  Oct.,  1933. 

3.  Mason,  J.  M. : Use  of  Silk  Sutures  and  Ligatures  in 
Clean  Wounds.  Internat.  Cl>n  T.  New  Series,  1 :231-234, 
March,  1938. 


be  employed;  (6)  never  combine  silk  and  catgut 
in  the  same  wound  either  as  suture  or  ligature 
material;  (7)  never  use  silk  in  any  but  a sterile 
field;  (8)  silk  sutures  should  be  interrupted. 

Untreated  surgical  silk  is  available  in  a number 
of  sizes,  twisted  and  braided,  white  or  black.  In 
general,  twisted  silk  may  be  purchased  in  sterile 
tubes  or  sterile  envelopes,  but  most  hospitals  find 
it  more  economical  to  purchase  nonsterile  material 
and  sterilize  it  as  needed.  It  is  the  cheapest  of  all 
suture  materials.  KraissL  investigated  the  different 
methods  of  sterilizing  silk  and  reported  that  the 
most  common  method  by  boiling  is  improved  by 
immersing  the  silk  in  1:1000  solution  of  bichloride, 
of  mercury  and  then  boiling.  In  Germany  steam  is 
employed  and  the  tensile  strength  is  said  not  to 
be  altered  if  the  process  is  repeated  many  times. 
Onada  is  quoted  in  this  article  as  having  used  a 
3 per  cent  solution  of  hydrogen  peroxide  which 
will  kill  the  most  resistant  spores  in  an  hour  at 
98.6°  degrees  Fahrenheit. 

Miller  and  Luke4 5  presented  an  excellent  paper  on 
silk  and  its  use  in  wound  healing.  They  believed 
that  when  silk  was  employed  there  were  fewer  in- 
fections and  a more  kindly  wound  healing.  Billroth 
stated:  “The  proper  treatment  of  wounds  is  to  be 
regarded  as  the  most  important  requirement  for 
the  surgeon.”  The  rigid  adherence  to  the  require- 
ments outlined  by  Whipple  leads  to  a more  kindly 
healing,  less  local  reaction  and  a greater  strength 
of  the  wound.  Whipple  showed  the  comparative 
tensile  strength  of  laparotomy  wounds  in  rats 
sutured  by  silk  and  catgut  as  presented  in  the  fol- 
lowing table: 

Day  Catgut  Silk 

6 hours  20  27 

4th  clay  17.5  30 

8th  day  70.7  108.6 

12th  day  101.7  175.9 

In  the  experiments  represented  in  the  above 

table,  when  catgut  was  used  the  wounds  broke, 
not  the  surrounding  tissue,  up  through  the  eighth 
day  when  the  break  was  through  the  surrounding 
tissue  from  the  ninth  day  on.  In  case  of  silk  the 
surrounding  tissues  broke  from  the  seventh  day. 
Tearing  of  the  actual  suture  line  was  up  to  the 
sixth  day.  This  proves  the  greater  tensile  strength 
which  is  developed  earlier  in  wounds  closed  with 
silk.  Whipple  stated:  “I  have  yet  to  see  a care- 
fully trained,  open-minded  young  surgeon  who, 

having  acquired  the  silk  technic,  does  not  prefer  it 

4.  Kraissl,  C.  J. : Suture  Material : Review  of  Recent 
Literature.  Surg.,  Gynec.,  & Obst.,  62:417-423,  May,  1936. 

5.  Miller,  G.  and  Luke,  J.  C. : Silk  Technique ; Its  Role 
in  Wound  Healing.  Canad.  M.  A.  J.,  38:358-362,  April, 
1938. 
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to  catgut  in  the  repair  of  clean  wounds.”  The 
greatest  opponents  of  silk  always  use  it  for  blood 
vessel  suturing.  Parsons0  reported  on  the  use  of 
silk  in  hernial  repair  and  showed  that  the  silk  tech- 
nic of  Halstead  produced  the  slightest  possible  con- 
tamination of  the  wound,  and  follow-up  reports 
showed  fewer  recurrences  when  silk  was  employed. 

Meleny6 7  reported  a survey  of  1,132  cases,  con- 
sisting of  thyroids,  hernias,  radical  breast  ampu- 
tations, and  found  three  per  cent  infections  in  526 
cases  where  silk  was  used,  and  eight  per  cent  in- 
fections in  351  cases  where  catgut  was  used.  Com- 
bined silk  and  catgut  showed  eight  per  cent  infec- 
tion. Thompson  showed  that  firm  union  occurred 
in  95  per  cent  of  the  wounds  sutured  with  silk  and 
only  90  per  cent  of  similar  cases  sutured  with  cat- 
gut. 

Meleny  quotes  Goff  who  reported  on  3,000 
wounds  and  showed  that  actual  infection  occurred 
in  10  per  cent  of  the  wounds  closed  with  catgut 


in  infected  wounds  may  delay  healing  up  to  three 
or  four  months  but  this  is  exceptional.  He  believes 
that  infected  wounds  may  heal  completely  and  per- 
manently without  discharging  silk.  I tried  that  out 
on  my  service  at  King  County  Hospital.  Four 
months  have  elapsed  since  the  first  patient  was  so 
treated,  and  the  staff  of  the  dressing  clinic  is  still 
busy  digging  out  black  silk. 

In  figure  1 is  shown  a tendon  which  was  sutured 
with  black  silk  one  year  previous  to  its  subsequent 
removal  for  plastic  repair  of  the  hand.  This  tendon 
had  healed  completely  with  no  reaction  present  in 
the  tendon  or  surrounding  tissue  due  to  the  use  of 
the  black  silk.  The  function  had  been  unimpaired 
by  the  silk. 

In  figure  2 is  shown  a photomicrograph  of  a silk 
suture  which  was  in  place  for  six  weeks.  The  local 
tissue  reaction  is  slight  as  compared  with  the  round 
cell  and  giant  cell  infiltration  of  the  area  shown  in 
figure  3,  eight  months  after  catgut  was  employed 


Fig.  1.  Black  silk  tendon  suture  one  year  previous  to  removal. 

Fig.  2.  Slight  round  cell  infiltration  six  weeks  following  use  of  silk,  x indicates  location  of  silk  fibers. 
Fig.  3.  Round  and  giant  cell  infiltration  around  catgut,  eight  months  duration. 


as  compared  with  four  per  cent  when  silk  was 
used.  Another  point  was  brought  out  in  the  case 
of  245  wounds  thought  to  be  infected  at  the  time 
of  operation.  Faulty  union  occurred  in  83.3  per  cent 
of  those  closed  with  catgut,  while  only  70  per  cent 
of  those  closed  with  silk  were  so  affected.  This 
shows  the  lessened  likelihood  of  infection  in  poten- 
tially infected  wounds  by  the  use  of  silk,  and  also 
the  greater  chance  of  stronger  wound  healing. 

Shambaugh,8  in  writing  about  postoperative 
wound  infections,  declared  that  the  presence  of  silk 

6.  Parsons,  W.  B. : Silk  Sutures  in  Repair  of  Hernia. 
Ann.  Surg.,  106:343-347,  Sept.,  1937. 

7.  Meleny,  F.  L. : Infection  in  Clean  Operative  Wounds. 
Surg.,  Gynec.,  & Obst.,  60:264-276,  Feb.  (No.  2A),  1935. 

8.  Shambaugh,  P. : Postoperative  Wound  Complications; 
Clinical  Study  with  Special  Reference  in  Use  of  Silk. 
Surg.,  Gynec.,  & Obst.,  64:765-771,  April,  1937. 


as  a suture.  It  is  the  experience  of  every  surgeon  to 
note  marked  wound  reactions  even  in  the  so-called 
clean  wound  when  catgut  has  been  employed.  This 
tenderness  and  induration  are  almost  nil  when  ob- 
serving the  wound  closed  with  silk. 

We  have  attempted  to  show  that  catgut  is  a 
much  less  efficient  suture  than  silk.  One  of  the  criti- 
cisms of  silk  is  that  it  breaks  easily.  That  means 
the  surgeons  must  learn  this  technic  so  that  he  can 
use  nothing  but  the  finest,  because  heavy  silk 
should  hurt  the  surgeon  more  than  it  does  the  pa- 
tient. More  extensive  use  of  silk  suture  material  in 
clean  cases  will  give  less  infection,  greater  strength 
of  the  wound,  and  less  danger  of  immediate  and 
late  herniation. 
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ARACHNODACTYLIA* 

H.  J.  Wyckoff,  M.D. 

SEATTLE,  WASH. 

A recent  article  on  this  condition  by  Norcross* 1 
created  considerable  interest  and  has  been  respon- 
sible for  calling  attention  to  three  cases  which  have 
been  seen  during  the  last  six  months.  It  must  be 
true  that  these  have  not  been  recognized,  as  only 
twenty-five  had  been  reported  in  the  English  litera- 
ture to  the  time  of  the  above  mentioned  article. 

The  typical  case  may  show  long  slender  extremi- 
ties, especially  noted  in  the  fingers  and  toes,  with 
relaxation  of  the  joint  ligaments,  atony  of  the 
muscles  and  loss  of  the  subcutaneous  fat.  The  head 
may  be  abnormal  in  size  and  shape,  with  a high 
palate  and  malocclusion  of  the 
teeth.  Eye  complications  are  fre- 
quent and  vary  from  a simple 
myopia  to  a complete  dislocation 
of  the  lens.  There  may  be  deformi- 
ties of  the  chest  of  various  types. 

The  spinal  deformity  usually  ob- 
served is  a kyphoscoliosis  and  the 
vertebral  border  of  the  scapula  is 
frequently  crescentic  in  outline. 

Various  types  of  congenital 
heart  disease  may  be  present 
which  exhibit  such  abnormal  aus- 
culatory  sounds  that  the  true 
pathology  frequently  cannot  be 
determined.  Cyanosis  of  varying 
intensity  may  involve  both  the 
upper  and  lower  extremities.  There 
are  other  changes  found  less  fre- 
quently in  the  lungs,  blood  vessels, 
long  bones  or  genitalia. 

In  the  series  of  cases  reported 
there  have  been  several  examples  of  two  or  more 
cases  in  one  family.  This  is  undoubtedly  a congeni- 
tal condition  and  probably  is  due  to  some  disturb- 
ance at  the  time  of  the  development  of  the  three 
primary  germ  layers.  It  is  thought  that  only  the 
middle  germ  layer  is  involved,  as  most  of  the  struc- 
tures affected  originate  from  this  layer. 

Very  little  is  recommended  in  the  way  of  treat- 
ment, except  to  correct  the  deformities  where  these 
are  causing  sufficient  disability. 

CASE  REPORTS 

Case  1.  S.  M.,  age  17,  was  seen  several  years  ago  at  the 
Children’s  Orthopedic  Hospital,  where  the  various  deformi- 
ties were  noted  but  a diagnosis  of  arachnodactylia  was  not 
made  and  no  treatment  recommended.  Recently  he  reported 
under  the  state  Crippled  Children’s  Program  on  account  of 

* Read  before  Annual  Meeting  of  Saattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  1939. 

1.  Norcross,  J.  R. : Arachnodactylia:  Report  of  8 Cases. 
J.  Bone  & Joint  Surg.,  20:755-763,  July,  1938. 


a curvature  of  the  spine  and  difficulty  in  walking,  due  to 
relaxation  of  various  joints. 

On  examination  he  showed  a dolichocephalic  type  of  head 
with  high  palatal  arch  and  defective  occlusion  of  the  teeth. 
The  lenses  in  both  eyes  were  dislocated.  He  had  a pigeon 
type  of  breast  and  a marked  kyphoscoliosis.  He  was  very 
tall,  with  long  slender  extremities  and  marked  relaxation 
of  all  of  the  joints.  There  seemed  to  be  almost  a complete 
loss  of  subcutaneous  fat  over  the  entire  body.  The  testicles 
were  undescended  on  both  sides.  There  was  clawing  of  all 
toes  on  both  feet,  so  marked  that  he  could  not  wear  an 
ordinary  shoe.  There  were  loud  blowing  sounds  over  the 
apex  and  base  of  the  heart,  which  the  consultant  cardiologist 
claimed  were  caused  by  some  type  of  congenital  heart 
disease.  A complete  laboratory  check,  including  blood  chem- 
istry, showed  normal  findings  throughout  (figs.  1,  2,  3). 

Treatment  consisted  of  fusion  of  the  spine,  so  that  he 
could  assume  a more  erect  posture  and  correction  of  the 
deformities  about  the  toes  so  he  could  wear  ordinary  shoes. 

Case  2.  G.  T.,  age  14,  was  a girl  who  reported  on  ac- 


Figs. 1,  2,  3 illustrate  case  1. 

count  of  a curvature  of  the  spine  which  had  been  noted 
several  years  ago  but  seemed  to  have  been  more  apparent 
during  the  last  year. 

On  examination  she  showed  right  dorsal,  left  lumbodorsal 
scoliosis.  The  cresentic  shape  of  the  vertebral  borders  of  the 
scapulae  was  very  apparent.  She  wore  glasses  for  what  had 
been  diagnosed  as  a simple  myopia.  The  teeth  showed  poor 
occlusion  and  the  palate  was  high.  The  chest  was  narrow 
but  not  grossly  deformed.  The  fingers  and  toes  showed  the 
typical  long  narrow  appearance  and  there  was  a mild 
cyanosis  of  the  extremities.  A soft  murmur  could  be  heard 
over  the  apex  of  the  heart.  Her  general  health  was  good 
(fig-  4). 

No  treatment  was  advised,  except  general  posture  exer- 
cises. 

Case  3.  M.  W.,  age  IS,  was  a girl  seen  recently  in  a child 
welfare  clinic.  She  had  been  receiving  physical  therapy  for 
about  one  year  for  a scoliosis,  but  with  only  slight  improve- 
ment, 

On  examination  she  presented  the  typical  kyphoscoliosis 
of  moderate  degree.  The  scapulae  appeared  normal.  She 
claimed  she  was  near  sighted  but  her  eyes  had  never  been 
examined.  She  showed  defective  occlusion  and  a very  high 
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Fig.  4 illustrates  case  2. 

palate.  There  was  a peculiar  blowing  sound  over  the  heart, 
about  midway  between  the  apex  and  aortic  valve.  There 
was  a mild  narrowing  of  the  fingers  of  both  hands.  The 
most  striking  finding  was  an  extreme  degree  of  cyanosis, 
involving  all  of  the  four  extremities.  This  extended  up  to 
the  knees  on  both  sides  and  well  above  the  elbows  to  the 
midarm,  about  the  same  on  both  sides. 

No  treatment  was  recommended,  except  occasional  ex- 
amination to  watch  for  any  progression  of  the  spinal  de- 
formity. 

The  purpose  of  this  paper  is  to  report  three 
cases  of  this  supposedly  rare  condition  and  again 
call  attention  to  some  of  the  abnormalities  which 
must  be  found  to  enable  one  to  make  this  diagnosis. 

CONGENITAL  DEFORMITIES  OF 
EXTERNAL  EAR* 

Herbert  E.  Coe,  M.D. 

SEATTLE,  WASH. 

Congenital  deformities  of  the  external  ear  may 
in  general  be  subdivided  as  follows:  abnormalities 
in  size  and/or  shape,  defective  or  absent  portions, 
accessory  auricles,  and  faulty  development  of  the 
external  auditory  canal.  The  external  ear  develops 
from  a ridge  and  six  tubercles  surrounding  the  end 
of  the  first  gill  cleft  which  forms  the  external 
auditory  canal.  The  antitragus  and  part  of  the 
helix  are  derived  from  the  first  branchial  arch.  The 
remainder  of  the  helix,  the  antihelix,  tragus  and 
lobule  develop  from  the  second  arch.  A deformity 
of  the  external  ear  occurs  when  any  one  or  more  of 
these  fail  to  develop  properly.  The  external  ear  first 
appears  as  a ridge  which  is  to  form  the  helix.  This 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety. Seattle.  Wash.,  Jan.  20-21.  1939. 


projects  outward  and  forward,  covering  the  tu- 
bercles which  later  develop  and  push  the  helix  up- 
ward and  backward  toward  its  normal  position. 

The  failure  of  the  antihelix  to  develop  properly 
results  in  the  condition  known  as  “lop  ear.”  In 
certain  instances  this  is  not  noticeable  during  the 
earlier  months  but  with  normal  growth  and  develop- 
ment of  the  ear  it  becomes  more  prominent  until 
the  condition  may  constitute  a definite  psychologic 
problem  and  may  even  be  the  cause  of  social  mal- 
adjustment. When  the  upper  tubercles  fail  to  de- 
velop properly,  there  is  a downward  folding  of  the 
upper  portion  of  the  pinna,  causing  a hooded  ap- 
pearance of  the  ear.  Such  ears  are  usually  smaller 
than  normal. 

With  failure  of  the  tragus,  antitragus  or  concha 
to  develop  there  is  usually  a markedly  misshapen 
pinna  which  defect  is  often  associated  with  the  ab- 
sence of  the  external  auditory  canal.  The  lobule 
seems  to  be  less  often  affected  than  the  other  por- 
tions. Accessory  auricles  are  usually  represented  by 
fleshy  tabs  near  the  ear.  These  may  or  may  not 
contain  cartilage,  and  where  cartilage  is  present  it 
usually  extends  rather  deeply  to  the  underlying 
structures. 

Defects  of  the  external  auditory  canal  may  be  a 
complete  absence,  a narrow  canal  or  a shallow 
dimple.  There  appears  to  be  no  constant  relation 
between  defects  of  the  external  and  the  internal 
ear,  and  hearing  in  the  presence  of  the  more  marked 
defects  is  by  bone  conduction.  While  audiometer 
tests  have  not  been  made  in  this  series  of  cases,  it 
may  be  stated  in  general  that  hearing  is  diminished 
and  the  degree  of  defect  in  the  hearing  is  in  pro- 
portion to  the  thickness  of  the  soft  tissues  replacing 
the  auditory  canal.  In  those  cases  in  which  a new 
cavity  of  the  concha  has  been  constructed  and  the 
distance  from  the  skin  to  the  underlying  bony 
structure  has  been  thereby  diminished,  there  has 
seemed  to  be  a distinct  improvement  in  hearing. 

Reconstruction  or  construction  of  the  external 
auditory  canal  is  in  general  not  advisable.  Attempts 
have  been  made  to  line  such  a canal  with  a thin 
skin  graft  and  even  to  form  one  by  using  a section 
of  a large  blood  vessel.  The  constant  tendency, 
however,  is  for  these  newly  formed  canals  to  con- 
tract more  and  more,  and  to  maintain  even  a small 
opening  it  is  necessary  to  wear  some  type  of  appli- 
ance constantly.  In  excavating  the  canal  also  it  is 
difficult  to  know  when  the  tympanum  is  reached 
and  so  to  avoid  injury  to  this  structure  and  the 
ossicles. 

The  construction  or  reconstruction  of  the  ex- 
ternal ear,  with  the  possible  exception  of  a slight 
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improvement  in  hearing,  is  entirely  for  psychic  and 
cosmetic  reasons.  Such  construction  involves  in- 
numerable and  diverse  procedures  of  plastic  sur- 
gery. Among  these  may  be  mentioned  epithelial  in- 
lays, swinging  grafts,  pedicle  grafts,  small  tubes  or 
pencil  grafts,  and  cartilage  implants.  As  will  be 
readily  understood,  such  reconstruction  involves 
multiple  procedures  and  the  allowance  of  sufficient 
time  for  growth  of  parts.  It  is  advisable  to  start 
these  procedures  fairly  early  in  life,  preferably 
before  the  age  of  four  years  so  that  advantage  may 
be  taken  of  the  periods  of  rapid  growth  and  devel- 
opment in  achieving  the  best  possible  final  results. 

Cartilage  may  be  either  homogenous  or  heteroge- 
nous, the  former  being  better.  It  may  be  preserved 
in  the  refrigerator  in  a solution  of  1-5000  aqueous 
merthiolate  in  saline  solution  for  indefinite  periods. 
In  this  study  various  types  of  cartilage  have  been 
tried:  costal,  articular  and  auricular.  Articular  car- 
tilage undergoes  absorption  and  is  no  longer  used. 
Costal  cartilage  occasionally  absorbs,  but  homoge- 
nous grafts  seem  to  remain  fairly  well.  Auricular 
cartilage  when  obtainable  is  best,  and  even  heter- 
ogenous grafts  have  been  satisfactory  in  most  cases. 

The  treatment  of  lop  ears  depends  usually  upon 
the  formation  of  an  antihelix  and  a fossa  of  the 
antihelix.  At  times  this  must  be  combined  with  the 
excision  of  part  of  the  cartilage  of  the  concha  and 
some  of  the  skin  of  the  postauricular  sulcus.  The 
formation  of  the  antihelix  is  most  satisfactorily 
accomplished  by  thinning  or  scoring  the  posterior 
surfaces  of  the  cartilage  along  the  direction  of  the 
desired  fold.  The  longitudinal  scoring  should  extend 
completely  through  the  cartilage,  and  occasionally 
involves  the  removal  of  very  narrow  strips.  The 
removal  of  cartilage,  however,  usually  results  in  the 
production  of  a sharp  fold  on  the  anterior  surface 
which  may  be  unsightly. 

If  care  is  used  in  the  development  of  these  folds 
of  the  antihelix  and  the  fossa  of  the  antihelix,  ex- 
cellent results  may  be  obtained,  far  more  satisfac- 
tory than  those  obtained  in  the  reconstruction  of  a 
defective  ear.  Hemostasis  is  absolutely  essential,  as 
otherwise  a condition  more  or  less  resembling  a 
cauliflower  ear  may  result.  The  treatment  of  lop 
ears  by  the  removal  of  the  skin  of  the  postauricular 
sulcus  and  holding  the  ear  backward  by  attempting 
to  suture  the  soft  tissues  together  is  doomed  to 
failure  because  the  elasticity  of  the  cartilage  pro- 
duces a more  powerful  pull  than  that  of  the  soft 
tissues  and  the  final  result  is  an  obliteration  of  the 
postauricular  sulcus  and  a drawing  forward  of  the 
scalp  without  a corresponding  improvement  in  the 
projection  of  the  ear. 


PROBLEMS  IN  PLASTIC  SURGERY* 

Don  H.  Palmer,  M.D. 

SEATTLE,  WASH. 

The  problems  of  plastic  surgery  cannot  be  cov- 
ered even  in  a moderate  sized  volume,  because  each 
new  case  presents  new  problems  that  must  be  han- 
dled in  a manner  suitable  to  that  individual  case. 
There  is  nothing  stereotyped  as  in  the  types  of 
operations  we  meet  in  ordinary  surgery;  one  in- 
guinal hernia  does  not  differ  materially  from  the 
next.  The  same  is  true  in  practically  any  form  of 
abdominal  surgery.  I have  sometimes  drawn  a com- 
parison between  a plastic  surgeon  and  one  doing  the 
ordinary  types  of  surgery,  as  being  much  like  two 
women  making  a dress.  One  can  look  at  a pattern 
and,  given  a bolt  of  cloth,  by  using  this  pattern,  can 
produce  the  end-result  as  she  has  seen  in  the  pic- 
tures. Another,  taking  her  old  dress,  can  visualize 
possibilities  in  remaking  that  dress,  take  it  apart 
and  remodel  the  parts  into  a new  creation  that  will 
be  acceptable  among  her  circle  of  friends. 

In  presenting  the  following  cases,  you  will  note 
that  each  has  a separate  problem.  There  is  nothing 
stereotyped  about  any  one  of  them.  It  is  necessary 
to  look  over  your  subject  and  visualize  end-results 
that  can  be  made  with  the  material  at  hand. 

Case  1.  In  this  case,  as  shown  in  figures  1 and  2,  we  have 
a young  woman,  23  years  of  age,  who  had  a large  pig- 
mented mole  on  the  side  of  her  face,  extending  from  the 
nose  outward  over  the  cheek  to  the  ear,  and  about  two 
inches  wide  at  its  middle.  In  childhood  an  attempt  was 
made  elsewhere  to  remove  this  unsightly  deformity  and 
restore  the  denuded  areas  with  Thiersch  grafts.  The  result 
was  a sunken  face  with  remnants  of  the  pigmented  mole 
left  at  the  edges.  The  whole  area  was  darker  than  the  sur- 
rounding tissue  and  had  a thin  glaze  much  like  a burned 
surface.  It  was  easy  to  see  that  she  needed  some  type  of 
reconstructive  work  on  her  face,  as  otherwise  she  was  an 
attractive  girl. 

Figure  3 shows  a tube  graft  raised  under  her  left  breast, 
cut  large  enough  to  fill  in  the  defect  in  her  face.  After  this 
graft  had  been  raised  for  three  weeks,  the  outer  end  of  the 
tube  was  severed  and  attached  to  her  right  wrist,  and  her 
arm  and  body  placed  in  a plaster  paris  cast  for  a period  of 
time  sufficient  for  the  tube  to  become  thoroughly  attached. 
The  cast  was  then  removed  and  the  tube  severed  from  its 
attachment  to  the  chest;  the  arm  was  raised  to  a position 
where  the  severed  end  of  the  tube  could  be  attached  to  the 
inner  side  of  the  facial  defect  (fig.  4).  The  arm  and  body 
were  again  placed  in  a plaster  paris  cast  and  kept  in  this 
position  for  a period  of  three  weeks,  after  which  time  the 
cast  was  removed  and  the  remaining  portion  of  the  tube 
was  opened  up  and  sewed  into  the  freshly  denuded  facial 
defect,  all  of  the  old  scar  tissue  and  the  remnants  of  the 
old  mole  having  been  excised.  Figures  S and  6 show  the 
final  result,  the  color  of  the  skin  and  the  thickness  of  the 
skin  conforming  very  well  to  the  surrounding  tissues. 

Case  2.  This  case  is  a young  woman  with  a very  long 
and  hooked  nose,  as  shown  in  figure  7.  At  this  point  it 

♦ Read  before  Annual  Meeting  of  Seattle  Surgical  Society 
Seattle.  Wash.,  Jan.  20-21,  1939. 
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might  be  interesting  to  give  the  reason  why  you  may  say 
that  one  individual  has  a long  nose  and  another  individual 
a short  one.  It  will  be  seldom  that  you  can  obtain  a satis- 
factory answer  as  to  why  the  nose  looks  long  or  short.  This 
is  easily  determined.  If  you  measure  the  length  of  the  nose 
from  the  tip  to  the  base,  and  the  distance  is  greater  than 
from  the  point  of  the  chin  to  the  base  of  the  columella  of 
the  nose,  you  will  easily  have  the  result.  Any  case  where 
the  length  of  the  nose  is  greater  than  the  distance  from  the 
base  of  the  nose  to  the  tip  of  the  chin  would  be  called  a 
long  nose,  and  shorter  than  that  distance  you  would  con- 
sider a short  nose.  A normal  nose  should  equal  the  distance 
from  the  point  of  the  chin  to  the  base  of  the  nose,  or  be 


Figs.  1,  2,  3,  4,  5,  6 illustrate  Case  1. 


approximately  that  distance.  In  this  case  the  measurement 
of  the  nose  exceeded  the  second  measurement  by  one-half 
inch. 

Under  local  anesthesia,  the  nose  was  shortened  one-half 
inch,  its  point  raised  and  made  slightly  narrower,  to  place 
all  parts  of  the  nose  in  the  proper  symmetry.  Figure  8 
shows  the  end-result  after  a period  of  three  weeks.  This  is 
a very  satisfactory  operation  to  all  concerned. 


Figs.  7,  8 illustrate  Case  2. 

Case  3.  This  case  shows  another  problem  of  reconstruc- 
tion. Figure  9 shows  the  appearance  of  a middle-aged  man 
with  a cancer  involving  the  cartilaginous  portion  of  the 
nose,  including  the  septum  and  ala.  You  will  note  that  this 
man  had  a considerable  amount  of  loose  tissue  in  his  face 
and  the  nasolabial  folds  are  well  developed.  Our  plan  was 
to  raise  a flap  along  the  full  length  of  the  nasolabial  fold 
on  each  side,  and  line  the  underside  with  a Thiersch  graft 
three  weeks  prior  to  amputation  of  the  cartilaginous  portion 
of  the  nose.  The  lined  flaps  were  used  to  reconstruct  the 
nose  at  the  time  of  the  amputation.  Unfortunately,  how- 
ever, the  man  developed  a head  cold  and  we  had  sloughing 
of  the  flaps,  which  ended  in  a condition  shown  in  figure  10. 
It  then  became  necessary  for  us  to  change  our  plans  in  the 
reconstruction  of  the  nose,  utilizing  the  tissue  that  was  left 
after  all  of  the  infection  cleared  up.  We  used  the  flap 
on  the  left  side  of  the  nose  and  swung  it  to  the  mid- 
line, raising  the  tip  of  the  nose  and  forming  a columella, 
as  shown  in  figure  12.  This  thickened  columella  was  nar- 
rowed down  at  a later  date  on  each  side,  and  a flap 
swung  across  to  the  ala,  replacing  the  part  removed  (fig.  11). 

Figure  13  shows  the  completed  nose.  By  comparison  with 
figure  9 you  will  note  that  the  nasolabial  fold  has  been 


Figs.  9,  10,  11,  12,  13  illustrate  Case  3. 
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Figs.  14,  15,  1G,  17  illustrate  Case  4. 

entirely  removed,  giving  the  man  a face  lift  and  affording 
us  sufficient  tissue  to  reconstruct  his  nose.  After  a year  and 
a half  there  has  been  no  evidence  of  return  of  the  cancer. 

Case  4.  This  case  is  that  of  a young  man  who  had  had 
the  left  superior  maxilla  removed  for  a tumor  of  the 
antrum.  You  will  note  in  figure  14  that  the  left  side  of 
the  face  is  badly  sunken  and  the  left  lower  eyelid  is  drawn 
away  from  his  eyeball.  He  has  great  difficulty  in  controlling 
the  overflow  of  tears. 

A large  heterogenous  cartilaginous  graft  was  used  to 
bridge  space  from  malar  bone  to  the  nasal  bone  (fig.  IS). 
This  graft  had  been  kept  in  a preserving  solution  and  in  an 
ice-box  for  approximately  two  months  before  it  was  inserted. 
The  outer  portion  of  the  cartilage  was  removed  at  the  time 
of  the  operation  and  a suitable  tunnel  made  through  the 
muscles  of  the  cheek  and  the  graft  put  in  place.  Figure  16 
shows  a front  view  of  the  same  condition.  You  will  note 
that  this  cartilaginous  graft  holds  the  tissues  of  the  face 
upward  and  outward  and  affords  a basic  support  for  the 
eyelid.  At  a later  date,  a fat  graft  was  laid  in  above  the 
well-organized  cartilaginous  graft.  Figure  17  shows  the  con- 
dition after  the  fat  transplant  was  laid  in  place.  After  a 
sufficient  length  of  time  has  passed  to  allow  for  all  shrink- 
age of  the  fat  graft,  the  excess  fat  will  be  removed.  It  is 
interesting  to  note  that  there  has  been  no  absorption  of 
this  immense  heterogenous  graft  of  cartilage  after  a period 
of  more  than  one  year. 


PARATHYROID  TETANY  YIELDS  TO  RECENTLY 
DISCOVERED  DRUG 

After  all  other  methods  of  treatment  had  failed,  a case 
of  parathyroid  tetany  was  dramatically  brought  under 
control  by  use  of  a recently  discovered  drug,  dihydro- 
tachysterol,  H.  M.  Margolis,  M.D.,  Pittsburgh,  and  Gilbert 
Krause,  M.D.,  Braddock,  Pa.,  report  in  The  Journal  of 
the  American  Medical  Association  for  March  25. 

Parathyroid  tetany  is  a comparatively  rare  condition  due 
to  abnormal  calcium  metabolism  following  removal  of  the 
parathyroid  glands.  It  occurs  in  about  fifteen  out  of  1,000 
cases.  Dihydrotachysterol  is  a new  drug,  still  in  the  experi- 
mental stage,  which  may  prove  eventually  to  be  a specific 
in  its  treatment. 


DUPUYTREN’S  CONTRACTION* 
Homer  D.  Dudley,  M.D. 

SEATTLE,  WASH. 

The  essential  features  of  this  surgical  disease 
are  herein  presented  without  argument  or  explana- 
tion to  support  dogmatic  statements.  For  better  un- 
derstanding of  the  subject,  one  is  referred  to  the 
more  recent  publications  of  Davis* 1,  Koch2  and 
Mason,  where  full  bibliography  is  given  and  from 
which  the  following  statistics  were  obtained. 

The  disease  is  characterized  clinically  by  slow, 
painless  flexion  contracture  of  the  palm  and  fingers, 
due  to  hyperplastic  changes  in  the  palmar  fascia  with 
the  formation  of  dense  nodular  fibrous  bands,  wrink- 
ling, dimpling  and  thickening  of  the  overlying  skin. 
About  85  per  cent  occur  in  men,  50  per  cent  be- 
tween the  ages  of  forty  and  sixty  years;  31  per 
cent  in  the  right  hand,  15.5  per  cent  in  the  left 
hand,  53  per  cent  bilaterally,  43  per  cent  in  the 
ring  finger,  34  per  cent  in  the  little  finger,  15  per 
cent  in  the  middle  finger,  5 per  cent  in  the  index 
finger  and  3 per  cent  in  the  thumb.  There  is  no 
known  cause  for  this  distribution. 

The  condition  is  as  a rule  slowly  progressive, 
painless,  begins  in  the  palm,  rarely  affects  the 
fascia  of  the  fingers  alone  or  begins  in  both  hands 
simultaneously.  When  bilateral  the  lesions  are  not 
symmetrical,  of  equal  degree  or  of  exact  location. 
The  tendons  are  not  involved.  In  long  standing 
cases  changes  may  take  place  in  and  about  the 
finger  joints.  The  proximal  joints  are  in  flexion. 
The  middle  and  distal  phalanges  are  on  a line  with 
the  distal  phalanx  in  extension.  This  alone  quickly 
differentiates  this  type  from  all  other  contracture 
lesions  (fig.  1). 

The  etiology  and  pathogenesis  of  this  disease 
remain  unknown,  hence  much  speculation  and  the- 
orizing. Many  suspected  causative  agents  and  fac- 
tors have  been  postulated.  The  most  frequent 
theories  are:  (1)  local  traumatism,  (2)  some  con- 
stitutional conditions  as  chronic  infection,  (3)  con- 
genital predisposition  and  heredity.  It  is  my  opinion 
that  local  trauma  is  never  the  sole  causative  agent 
and  rarely  a contributing  factor. 

The  palmar  aponeurosis  is  the  continuation  of 
the  palmaris  longus  tendon.  It  is  a dense  fibro- 
areolar  tissue  of  thin,  strong  fibers,  forming  a web, 
the  meshes  of  which  are  filled  with  fatty  tissue.  It 
is  divided  into  three  parts,  a thick  triangular  cen- 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20,  21,  1939. 

1.  Davis,  J.  S.  and  Finesilver,  E.  N. : Dupuytren’s  Con- 
traction. Arch.  Surg.,  24:933-989,  June,  1932. 

2.  Koch,  S.  L,. : Dupuytren's  Contraction.  J.  A.  M.  A., 
100:878-880,  March  25,  1933. 
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tral  part  and  two  thin  lateral  parts.  The  central 
part  is  thick  and  strong,  and  at  the  level  of  the 
heads  of  the  metacarpal  bones  divides  into  four 
distinct  pretendinous  bands  which  are  attached  to 
the  deep  layers  of  the  skin  and  form  the  digital 
slips,  one  for  each  finger.  Each  digital  prolongation 
divides  into  three  parts,  the  median  process  along 
the  palmar  surface  of  the  finger  and  two  lateral 
processes  which  surround  the  tendon  sheaths  and 
digital  nerves  and  are  inserted  into  the  dorsal  sur- 
face of  the  first  and  second  phalanges.  From  this 
dense  fibrous  tissue  pass  smaller  fibrous  bands 
through  the  subcutaneous  fatty  layer,  arranged  both 
transversely  and  longitudinally.  These  are  attached 
to  the  corium  and  send  projections  backward  to  the 
interosseous  fascia,  serving  the  purpose  of  prevent- 


Fig.  1.  Dupuytren’s  contraction  of  both  hands.  Illus- 
trates the  typical  thickening  and  dimpling  of  palm  and  in- 
volvement of  the  pretendinous  extension  over  the  proximal 
phalanx  of  the  little  finger.  Note  the  characteristic  exten- 
sion of  the  distal  phalanges. 

ing  the  skin  of  the  palm  being  thrown  into  exag- 
gerated folds  in  the  act  of  flexion. 

Histologically,  the  condition  is  described  as  one 
of  local  hyperplastic  connective  tissue  cells,  form- 
ing hypertrophied  fibrous  bands  with  scar  forma- 
tion in  the  fascia,  adjacent  connective  and  fatty 
subcutaneous  tissues,  resulting  in  contraction.  More 
recently,  it  has  been  described  as  a neuromatous 
tumor  developing  after  chronic  injuries. 

Many  forms  of  treatment  have  been  tried  and 
recommended,  but  it  is  now  an  established  fact  that 
surgical  removal  of  the  palmar  fascia  is  the  only 
successful  method  of  cure.  All  other  methods  should 
be  rejected.  It  is  impossible  surgically  to  remove 
all  the  palmar  fascia  but  success  is  in  direct  pro- 
portion to  the  completeness  of  this  procedure.  If  the 
major  portion  of  the  palmar  fascia  is  removed, 
though  the  disease  may  recur  locally,  contractures 
and  functional  disability  are  not  likely  to  occur. 


The  earlier  the  operation  is  performed,  the  easier 
the  procedure  and  greater  the  percentage  of  cures. 
It  should  always  be  performed  under  general 
anesthesia  and  in  an  avascular  field.  Complete 
ischemia  is  easily  and  safely  accomplished  by  use 
of  a sphygmomanometer  cuff  with  pressure  varying 
to  280  mm.  of  mercury,  which  may  be  maintained 
for  ninety  minutes.  After  this  length  of  time,  the 
pressure  may  be  released  for  five  to  ten  minutes 
and,  if  necessary,  reapplied  for  ninety  minutes. 
Multiple  incisions,  avoiding  crossing  flexion  creases, 
or  S-shaped  incisions  are  preferable  to  long  vertical 
incisions.  Removal  of  the  fascia  is  facilitated,  if  it 
is  first  mobilized  at  the  base  of  the  palm  and  the 
dissection  continued  distallyl  It  is  important  to  re- 
member that  the  prolongation  of  the  fascia  into 
the  fingers  surrounds  and  enmeshes  the  digital 
nerves  and,  when  involved  by  contracture,  these 
nerves  may  be  greatly  displaced.  An  early  attempt 
should  be  made  to  locate  the  nerves  and  blood  ves- 
sels. They  should  be  kept  continuously  under  vision 
as  the  dissection  progresses.  This  is  especially  im- 
portant in  the  fingers.  When  the  skin  is  grossly  in- 
volved, free  whole  thickness  grafts  are  necessary  to 
replace  the  defect.  In  so  far  as  possible  and  feasible, 
both  involved  and  noninvolved  fascia  should  be 
removed. 

Complete  hemotasis  and  asepsis,  avoiding  trauma 
of  skin  flaps,  digital  nerves  and  vessels,  are  essen- 
tial to  success.  Adequate  continuous  compression  of 
the  dissected  area  for  five  minutes  before  the  wound 
is  closed  will  control  about  75  per  cent  of  all  bleed- 
ing. Use  no  drains.  Bleeding  vessels  are  individually 
ligated  with  fine  silk.  Skin  sutures  of  horse  hair  or 
silk  are  removed  after  ten  to  fourteen  days.  Com- 
pression sea-sponge  dressing  and  supporting  splint 
should  be  used  for  a minimum  of  three  weeks.  The 
marine  sponge  should  be  encased  in  oil-silk  or  rub- 
ber to  retain  its  moisture  and  efficiency.  Foam  rub- 
ber or  mechanics  waste  may  be  employed.  Usually 
the  dressing  is  applied  with  the  fingers  in  about  35 
degrees  of  flexion,  separated  by  gauze  pledgets  and 
their  tips  left  exposed.  Occasionally  splinting  the 
fingers  in  full  extension  may  be  necessary. 

Active  and  passive  motion  is  begun  after  seven 
to  fourteen  days.  Successfully  performed  operations 
should  effect  a cure  in  about  85  per  cent  of  cases. 
Failure  is  due  to  inadequate  removal  of  the  palmar 
fascia,  leaving  tissue  in  which  the  pathologic  process 
may  recur;  inability  to  correct  the  pathologic  changes 
present  in  advanced  cases  and  complications  such  as 
infection,  hemorrhage,  scar  tissue  formation  and  in- 
jury to  nerves  and  blood  vessels. 
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TREATMENT  OF  FRACTURES  OF  THE 
OS  CALCIS* 

H.  Eugene  Allen,  M.D. 

SEATTLE,  WASH. 

No  attempt  will  be  made  to  cover  the  subject  of 
fractures  of  the  os  calcis.  I shall  confine  my  re- 
marks to  a few  points  that  I consider  important  in 
the  treatment  of  severe  comminuted  fractures  of 
this  bone. 

This  type  of  fracture  is  produced  by  falling  from 
a height  and  landing  on  the  feet,  and  is  accom- 
panied by  severe  damage  to  the  soft  parts  and  liga- 
ments about  the  foot  and  ankle.  Often  the  bone 
mushrooms  out.  Generally  the  swelling  is  intense, 
and  it  is  necessary,  before  attempts  are  made  at 
reduction,  to  reduce  this  swelling  by  elevation  of 
the  leg  and  the  application  of  heat.  Unless  the  pa- 
tient has  been  walking  about  on  the  injured  foot, 
as  some  of  them  do  before  consulting  the  surgeon, 
this  swelling  can  generally  be  reduced  and  the  pa- 
tient ready  for  reduction  of  the  fracture  in  from 
five  to  seven  days.  The  reduction  in  any  case 
should  not  be  delayed  more  than  two  weeks. 

A general  or  spinal  anesthesia  that  produces  com- 
plete relaxation  of  the  muscles  of  the  leg  is  neces- 
sary. Of  first  importance  is  the  breaking  up  of  all 
the  impactions.  This  is  done  by  grasping  the  ankle 
with  the  left  hand,  with  the  heel  over  the  edge  of 
the  table,  and  then  grasping  the  heel  with  the  right 
hand  and  manipulating  it  with  considerable  force 
in  every  direction. 

The  next  step  is  to  reduce  the  posterior  fragment 
which  is  generally  displaced  upward  by  the  pull  of 
the  Achilles  tendon.  With  the  knee  flexed  at  the 
right  angle  and  the  foot  in  extension,  the  Achilles 
tendon  is  relaxed,  and  forcible  flexion  can  be  made 
across  a vertical  bar,  with  the  right  hand  pulling 
the  heel  down,  and  the  left  hand,  the  anterior  foot. 
This  will  pull  down  the  posterior  fragment. 

The  next  step  is  to  reduce  the  lateral  spreading 
of  the  bone  with  the  Boehler  clamp,  paying  par- 
ticular attention  to  squeezing  the  bone  to  its  origi- 
nal width  beneath  the  malleoli.  If  the  Boehler 
clamp  is  not  handy,  a block  of  wood  covered  with 
felt  and  fitted  accurately  beneath  the  malleoli  can 
be  used,  and  then  a few  sharp  blows  with  a mallet 
will  reduce  the  lateral  spreading. 

A roentgenogram  is  then  taken,  and  if  this  shows 
a good  reduction,  a cast  is  applied  from  the  toes  to 
just  below  the  knee,  with  the  leg  over  the  edge  of 

* Read  before  Annual  Meeting  of  Seattle  Surgical  So- 
ciety, Seattle,  Wash.,  Jan.  20-21,  1939. 


the  table,  in  the  position  similar  to  the  one  used  in 
removing  a semilunar  cartilage  from  the  knee. 
While  the  assistant  applies  the  plaster,  the  foot  is 
held  in  plantar  extension,  and  the  heel  is  grasped 
with  the  right  hand  and  pulled  downward.  The  cast 
is  kept  moulded  around  the  heel  and  snugly  beneath 
the  malleoli,  at  the  same  time  the  longitudinal  arch 
is  maintained  by  moulding  the  cast  into  the  instep. 
This  procedure  is  according  to  the  method  de- 
scribed by  Yoerg  of  Minneapolis. 

Now  I come  to  what  I consider  the  most  im- 
portant element  in  the  treatment,  that  the  cast  must 
be  removed  in  four  weeks,  and  massage  and  active 
and  passive  motions  of  the  foot  and  ankle  begun. 
This  should  be  continued  for  a period  of  at  least 
four  weeks  before  any  weight  bearing  is  allowed. 
At  the  end  of  that  period,  the  roentgenogram  will 
generally  show  good  union,  and  then  it  is  safe  to  be- 
gin weight-bearing.  Early  massage  and  motion  of 
the  ankle  and  foot  markedly  lessens  the  period  of 
disability,  and  these  people  return  to  active  use  of 
the  foot  with  much  less  pain  and  disability. 

I am  convinced  that  with  this  method  it  will  sel- 
dom be  necessary  to  use  a Steinmann  pin  to  draw 
down  the  posterior  fragment.  In  this  connection  let 
me  say  that  I consider  the  use  of  the  Steinmann 
pin,  through  the  os  calcis,  an  abomination  unto 
the  Lord. 

If  it  should  become  necessary  to  put  traction  on 
the  posterior  fragment,  I would  much  prefer  a 
Kirschner  wire  across  the  top  of  the  posterior  frag- 
ment, just  anterior  to  the  tendon,  or  else  to  per- 
form tenotomy  or  lengthen  the  Achilles  tendon. 
I say  this  because  I have  seen  many  cases  of  osteo- 
myelitis following  the  use  of  the  Steinmann  pin. 
We  must  remember  that  putting  this  pin  through 
a bone  is  an  operation,  and  that  bone  is  notoriously 
nonresistant  to  infection. 

In  conclusion,  I wish  to  emphasize  thorough  dis- 
impaction  and  reduction  in  the  relaxed  position; 
moulding  of  the  cast  beneath  the  malleoli  and  about 
the  heel;  and  above  all,  early  massage  and  motion 
of  the  ankle  and  foot,  without  weight-bearing. 


PLACE  OF  SULFANILAMIDE  IN  PNEUMONIA 
TREATMENT  NOT  YET  ESTABLISHED 
The  future  specific  treatment  of  pneumonia  probably 
will  be  with  a combination  of  sulfanilamide  and  pneumo- 
coccus serum,  especially  in  those  cases  caused  by  types  II 
and  III  pneumococci,  Alvin  E.  Price,  M.D.,  and  Gordon  B. 
Myers,  M.  D.,  Detroit,  state  in  The  Journal  of  the  Ameri- 
can Medical  Association  for  March  18. 

Although  the  results  obtained  from  using  the  drug  in 
the  treatment  of  pneumonia  are  encouraging,  the  two  men 
point  out,  the  place  of  sulfanilamide  in  the  treatment  of 
the  disease  is  not  definitely  established. 
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END-RESULTS  OF  NAILING  FRACTURES 
OF  NECK  OF  FEMUR* 

Edward  LeCocq,  M.D. 

SEATTLE,  WASH. 

For  about  three  years  we  have  been  talking 
about  the  technic  of  nailing  hips  and  have  shown 
a number  of  cases  that  might  have  been  considered 
as  end-results.  The  technic  of  nailing  has  undergone 
some  slight  modifications  in  our  hands,  but  it  re- 
mains essentially  the  same. 

We  are  now'  able  to  obtain  excellent  lateral 
roentgenograms  of  the  neck  of  the  femur  during  the 
course  of  the  operation,  thus  giving  us  constant 
control.  We  use  four  or  five  Austin  Moore  nails, 
then  wire  the  protruding  ends  together  so  as  to 
prevent  extrusion. 

There  have  been  twenty-seven  cases  that  were 
suitable  for  nailing.  Valgus  fractures  do  not  re- 
quire nailing  and  are  best  treated  by  application 
of  a walking  spica.  Intertrochanteric  fractures  are 
best  treated  in  plaster  or  by  traction.  We  have 
found  that  nailing  of  these  fractures  may  result  in 
some  coxa  vara,  a good  grip  of  the  nails  on  the 
distal  fragment  being  mechanically  impossible. 

In  the  twenty-seven  cases,  there  have  been  two 
frank  nonunions.  These  two  failures  were,  I believe, 
due  to  errors  in  technic.  In  the  one,  an  oblique 
fracture,  reduction  was  imperfect.  In  the  other  the 
nails  were  not  implanted  to  sufficient  depth  into 
the  head,  allowing  the  pull  of  the  muscles  to  grad- 
ually roll  the  head  downward.  This  patient  de- 
veloped some  sterile  drainage  from  the  wound  four 
weeks  after  the  operation.  Studies  indicated  dis- 
turbances in  calcium  and  in  sugar  metabolism. 

All  in  all,  we  are  well  pleased  with  our  results. 
It  is  too  early  to  judge  the  results  on  some  of  the 
recent  cases,  but,  except  for  the  two  nonunions,  all 
cases  that  have  been  nailed  six  months  or  more 
have  normal  hips.  We  will  continue  to  use  this 
method  as  long  as  nothing  simpler  or  more  effective 
is  developed. 

1011  Summit  Ave. 

* Read  before  Annual  Meeting-  of  Seattle  Surgical  Club, 
Seattle.  Wash.,  Jan.  20-21,  1939. 


GEORGE  WILKINS  SWIFT* 

E.  Weldon  Young,  M.D. 

SEATTLE,  WASH. 

There  are  occasions  when  mere  words  are  quite 
inadequate  to  express  the  emotional  reactions  of 
one’s  nature.  Such  is  my  condition  tonight.  Not 
infrequently  have  I had  placed  upon  me  the  re- 
sponsibility of  speaking  in  memoriam  and  to  be 
called  upon  to  speak  in  commendation  and  appre- 
ciation of  the  qualities  of  mind  and  heart  that  char- 
acterized a friend  and  colleague  who  had  passed  on. 

George  Swift  was  my  friend  as  he  was  yours 
and  I am  happy  in  the  thought  that  he  regarded  me 
as  a friend  as  I have  no  doubt  he  did  most  of  you. 
To  evaluate  the  qualities  of  mind,  heart  and  char- 
acter which  make  what  we  call  personality  and  set 
an  individual  apart  from  his  fellows  is  not  always 
easily  done,  and  when  one  attempts  to  do  so  with 
such  a dynamic  personality  as  was  George  Swift’s, 
it  is  well  nigh  impossible.  No  one  could  contact 
George  even  very  briefly  without  recognizing  that 
he  was  a person. 

It  was  my  good  fortune  to  have  known  him  and 
to  call  him  friend  over  a period  of  years,  during 
which  time  we  were  associated  in  many  activities 
both  civic  and  professional  such  as  our  association 
in  King  County  Medical  Society,  Washington  State 
Medical  Association,  the  Public  Health  League, 
which  has  done  so  much  for  our  profession  in  this 
state,  in  American  College  of  Surgeons  and  more 
particularly  these  later  years  as  members  of  the 
National  Board  of  Governors  of  the  College  of  Sur- 
geons. No  one  could  have  had  these  associations 
with  Dr.  Swift  without  developing  genuine  ad- 
miration for  the  many  fine  qualities  that  he  pos- 
sessed in  such  generous  measure. 

George  was  a bom  leader  and  executive,  with 
all  the  courage  and  independence  of  mind  that  such 
leadership  develops  and  maintains.  We  frequently 
disagreed  about  various  matters  but  always  dis- 
agreed like  friends.  Born  at  Coupeville  on  Whidby 
Island  fifty-six  years  ago,  he  was  too  young  to  die. 
Think  of  how7  much  more  he  might  have  done  for 
the  sick  and  afflicted,  had  he  been  permitted  to  live 
a few  more  years.  Think  of  how  far  he  might  have 
gone,  had  he  had  more  time  and  greater  strength. 
But  we  must  temper  our  regrets  over  his  untimely 
passing,  when  w'e  think  of  the  great  accomplish- 
ments that  crowded  into  those  fifty-six  years. 

Born  of  a sea-faring  ancestry,  he  inherited  that 
courage  both  in  his  private  and  professional  life 

‘Memorial  address  delivered  at  the  twenty-eighth  An- 
nual Dinner  and  Clinic  of  Seattle  Surgical  Society.  Seattle, 
Wash.,  Jan.  21,  1939. 
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that  was  so  characteristic  of  him.  His  father  was  for 
many  years  the  skipper  of  a whaler,  and  no  need 
for  me  to  tell  you  that  any  man  who  has  faced 
the  waves  and  the  gales  of  the  North  Pacific  in  a 
whaling  ship  had  no  place  in  his  vocabulary  for 
the  word  “fear,”  for  the  story  of  these  hardy  men 
of  the  sea  is  the  story  that  poet  and  historian  alike 
have  given  to  posterity  the  name  hero. 

George  was  a self-made  man.  Left  an  orphan  at 
an  early  age,  largely  by  his  own  efforts  he  secured 
an  education.  Think  of  him  as  a student  and  as  a 
pharmacist.  Note  that  he  soon  decided  that  phar- 
macy afforded  a too  restricted  field  for  his  vault- 
ing ambition  and  he  decided  to  study  medicine;  so 
he  was  again  a student  and  financed  the  cost  of  his 
medical  education  in  Northwestern  University 
Medical  School  largely  by  working  nights  as  a 
pharmacist  clerk.  He  graduated  in  medicine  and 
specialized  as  an  oculist. 

Then  the  war  came  and,  when  his  country  called, 
he  promptly  answered  and  went  to  a training  camp 
at  Fort  Riley,  Kansas.  Here  his  senior  officers  soon 
recognized  his  ability,  particularly  in  head  injuries, 
so  that  when  the  war  was  over,  upon  their  advice 
and  that  of  some  of  his  local  friends,  he  again 
specialized  this  time  as  a brain  and  neurologic  sur- 
geon. The  rest  is  well  known  to  you.  From  his  local 
reputation  in  Seattle  the  knowledge  of  his  ability 
spread  not  only  nationwide  but  internationally  and 
in  both  hemispheres. 

He  organized  the  Neurosurgical  Clinic  in  Seattle 
which  he  headed  until  his  death,  and  in  which  he 
trained  numerous  young  surgeons.  He  was  active 
in  the  development  of  the  great  King  County  Hos- 
pital system,  not  only  by  suggestion  and  advice  as 
to  physical  structure  but  also  in  the  organization 
of  its  departmental  methods.  In  this  connection  it 
is  interesting  to  note  that  the  development  of  his 
technic  and  work  in  the  care  of  brain  injuries  and 
fractures  of  the  skull  have  given  King  County 
Hospital  the  lowest  morbidity  and  mortality  rec- 
ords in  this  country. 

Evidence  of  his  capacity  for  leadership  and  exec- 
utive responsibility  is  abundantly  shown  by  the 
recognition  accorded  him  in  his  professional  so- 
cieties. He  was  a member  of  both  the  Western 
Surgical  and  Pacific  Coast  Surgical  Associations, 
Fellow  and  member  of  the  Board  of  Governors  of 
the  American  College  of  Surgeons,  Past-president 
of  Pan  Pacific  Surgical  Association,  Pacific  North- 
west Medical  Association,  Pacific  Coast  Otolar- 
vngological  Association  and  the  Public  Health 
League  of  Washington.  He  was  on  the  editorial 
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board  of  several  surgical  journals  and  on  the  staffs 
of  all  of  the  Seattle  hospitals. 

I like  to  think  of  my  friends  as  having  some 
particular  hobby  or  characteristic  that  when  this 
particular  thing  is  mentioned,  one  intuitively  thinks 
of  them.  George  had  numerous  such  characteristics 
but  I shall  mention  only  three: 

First,  his  love  of  flowers  and  the  joy  Mrs.  Swift 
and  he  had  in  planning  the  beauties  of  their  garden 
and  how  he  enjoyed  sharing  the  fragrance  and 
beauty  of  his  flowers  with  his  friends.  Do  you 
recall  how  he  watched  for  the  first  blooming  of  the 
dog-wood  and  called  these  white  beauties  the 
“brides  of  the  forest”? 

Second.  I think  of  him  as  a host,  either  welcom- 
ing a friend  to  his  home  and  fireside  or  greeting  a 
larger  group  in  one  of  his  clubs.  Seated  at  the  head 
of  a long  table  flanked  by  friends  he  had  invited 
to  honor  some  guest,  he  was  the  embodiment  of 
hospitality. 

Last,  I visualize  him  as  the  surgeon  either  ex- 
amining a patient  in  his  clinic  or  in  consultation  at 
the  hospital,  careful  and  painstaking  as  usual  or, 
again,  he  is  at  the  operating  table  moving  with 
certainty,  skill  and  assurance  to  the  solution  of  the 
surgical  problem  before  him  and  always  with  that 
ancestral  courage  that  was  his  inheritance. 

But  fine  as  has  been  George’s  record,  it  would 
not  be  complete  nor  his  career  rightfully  evaluated 
did  I not  speak  of  Mrs.  Swift  and  what  she  did  to 
assist  him  in  his  career.  Hilda,  as  his  friends  af- 
fectionately call  her,  was  not  only  his  wife  but  his 
pal.  Married  when  they  were  school  mates,  she  has 
been  his  constant  inspiration.  Self-sacrificing  in  all 
that  pertained  to  his  comfort  and  welfare,  graciously 
presiding  over  his  home,  protecting  him  from 
thoughtless  and  unnecessary  drains  upon  his  time 
and  strength,  her  wifely  care  and  constant  watch- 
fulness over  his  health  and  guarding  him  from  over- 
work have  been  the  source  of  enthusiastic  recogni- 
tion and  comment  by  all  the  close  friends  of  this 
devoted  couple. 

His  ashes  are  placed  near  where  he  was  born  and 
there  to  remain  for  the  last  long  sleep;  with  only 
the  murmuring  winds  among  the  evergreens  on  the 
fir  clad  slopes  of  Whidby  Island  as  a requiem.  His 
few  human  faults  we  bury  on  the  sands  of  the 
shore  of  Puget  Sound,  where  the  eternal  tides  of 
the  ocean  as  they  ebb  twice  in  each  twenty-four 
hours  will  quickly  wash  them  away.  As  for  his  vir- 
tues we  will  engrave  them  upon  the  tablets  of  af- 
fectionate memory,  the  fine  record  of  this  distin- 
guished member  of  the  Seattle  Surgical  Society. 


April,  1939 
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OREGON 

ANNUAL  MEETING  OREGON  STATE  MEDICAL  SOCIETY,  GEARHART,  SEPTEMBER  6-9 


MEDICAL  NOTES 


University  of  Oregon  Alumni  Association  held  its 
annual  meeting  March  6-8.  Dwight  L.  Wilbur  of  San  Fran- 
cisco was  guest  speaker.  He  was  given  the  invitation  when 
George  B.  Eusterman,  previously  named  as  guest  speaker, 
became  ill.  In  addition  to  presentations  by  the  guest 
speaker,  a number  of  papers  were  read  by  members  of  the 
University  of  Oregon  Medical  School  Alumni  Association. 
The  meeting  was  arranged  by  Harry  Irvine,  president ; 
Thomas  D.  Robertson,  David  J.  Lawson,  Roderick  Bel- 
knap, W.  P.  Chisholm,  vice-presidents;  James  E.  Buckley, 
treasurer;  and  William  L.  Bolton,  secretary.  Election  of 
officers  held  on  the  second  day  of  the  meeting  resulted  in 
selection  of  Thomas  D.  Robertson  as  president  for  the 
ensuing  year. 

Basic  Science  Examination  will  be  held  July  8 in 
Agricultural  Hall,  Oregon  State  College,  Corvallis.  The 
schedule  includes  the  five  basic  branches  of  anatomy,  path- 
ology, physiology,  chemistry  and  hygiene.  Application 
blanks  and  information  may  be  obtained  from  C.  D. 
Byrne,  Secretary  of  State  Board  of  Higher  Education, 
Eugene.  Reciprocity  on  the  basis  of  examination  only  has 
been  established  with  Minnesota.  Wisconsin,  Iowa  and 
Colorado. 

County  Physician  Cites  Problems.  H.  E.  Scoles, 
county  physician  for  Lane  County,  made  a report  to  the 
medical  society  late  in  February,  citing  the  difficulties  under 
which  his  office  had  been  working.  During  the  month 
of  January  957  patients  were  seen  at  the  office  and  495 
were  seen  outside.  Due  to  changes  in  regulations  of  the 
state  relief  office  requiring  a multitude  of  administrative 
details  and  increased  demands  for  medical  service,  Dr. 
Scoles  felt  that  some  changes  should  be  made.  His  sug- 
gestions are  reduction  of  the  number  of  applicants  for 
medical  aid,  changing  the  county  physician’s  office  to  a 
full  time  office,  increasing  the  budget  for  county  medical 
care,  and  provision  of  a county  hospital  for  care  of  county 
patients. 

Veterans’  Hospital  Celebrates.  The  tenth  anniversary 
of  dedication  of  the  Veterans’  Hospital  at  Portland  was 
celebrated  March  18.  Guest  of  honor,  at  the  meeting 
sponsored  by  six  war  service  organizations,  was  Mrs.  C.  S. 
Jackson,  donor  of  the  land  upon  which  the  hospital  was 
built. 

Child  Guidance  Clinic.  Members  of  the  state  Child 
Guidance  Center  at  University  of  Oregon  Medical  School 
conducted  a clinic  at  Klamath  Falls  March  9.  Discussion 
of  child  guidance  problems  with  members  of  the  Klamath 
County  committee  followed  the  clinic. 


Bids  Postponed.  Due  to  inability  of  certain  firms  to  re- 
ceive specifications,  it  has  been  necessary  to  postpone  bids 
on  the  completion  of  additions  to  Josephine  General  Hos- 
pital at  Grants  Pass.  Construction  also  has  been  delayed 
due  to  lack  of  some  of  the  building  materials. 

Sisters  Consider  Hospital  Purchase.  Sisters  of  Mercy 
are  considering  the  purchase  of  Wesley  Hospital  at  Marsh- 
field. Assurance  of  cooperation  has  been  given  by  the 
local  profession. 

Hospital  Superintendent  Resicns.  Mrs.  Robert  Mc- 
Crabb  resigned  superintendency  of  Washington  County 
Hospital.  She  will  be  succeeded  by  Mrs.  Henrietta  Cul- 
bertson. 

County  Hospital  Gets  Vasculator.  The  young  men’s 
council  of  the  Eastside  Commercial  Club  of  Portland  re- 
cently presented  a vasculator  to  Multnomah  County 
Hospital. 

Hospital  Closes.  The  Woodburn  Hospital  was  closed 
March  1 and  Rae  M.  Foster,  in  charge  since  July  1 last 
year,  has  moved  to  another  location. 

State  Senator  Chosen.  Archie  K.  Higgs  of  Portland 
was  chosen  by  the  central  democratic  committee  of  Mult- 
nomah County  to  succeed  the  late  state  senator,  George  T. 
Eayrs.  Dr.  Higgs  came  from  Heppner  to  Portland  more 
than  twenty-five  years  ago. 

Birthday  Party.  Friends  of  F.  W.  Vincent,  Pendleton, 
gathered  to  celebrate  his  eightieth  birthday  on  February 
12.  Dr.  Vincent,  now  retired,  was  long  active  in  the  busi- 
ness and  professional  life  of  the  community. 

Locations.  William  R.  Hicks  has  opened  an  office  for 
practice  at  Ontario.  He  received  a portion  of  his  education 
in  England  and  completed  his  training  at  the  College  of 
Medicine  of  Syracuse  University  in  New  York. 

Locations.  H.  D.  Huggins  closed  his  office  in  Hills- 
borough and  moved  to  Kalispell,  Montana.  H.  C.  Tomlin- 
son has  opened  an  office  for  practice  in  Willamina. 

Mrs.  Coffey  Passes.  Mrs.  Coffey,  widow  of  the  late 
Robert  C.  Coffey,  died  in  Portland  March  1. 

Suit  Dismissed.  Suit  against  M.  J.  Howard,  Eugene, 
was  dismissed  by  the  circuit  court  March  9.  Jury  returned 
a verdict  for  the  defendant  and  refused  to  award  damages. 


SOCIETY  MEETINGS 


LANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  E.  Leithead;  Secty.,  J.  H.  Robertson 
Lane  County  Medical  Society  held  a meeting  at  Eugene 
Hospital,  Eugene,  Friday,  March  24.  A dinner  was  served 
by  the  hospital  and  there  was  a large  attendance  of  mem- 
bers from  Lane  County. 

Two  papers  were  given,  both  illustrated  by  X-ray  films 
and  stereopticon  pictures.  The  paper  was  by  Henry  Nor- 
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ton  on  “Intratreacheal  Injection  of  Lipiodol.”  The  second 
paper  was  given  by  James  Stewart  on  “The  Treatment  of 
Scoliosis.” 


COLUMBIA  COUNTY  MEDICAL  SOCIETY 
Pres.,  John  C.  Barton;  Secty.,  A.  E.  Johnstone 
Annual  business  meeting  of  the  Columbia  County  Medi- 
cal Society  was  held  at  the  home  of  M.  A.  Kinney,  St. 
Helens,  February  15.  Following  dinner,  election  of  officers 
was  held.  John  C.  Barton  was  named  president,  R.  G. 
MacDonald,  vice-president,  A.  E.  Johnstone,  Secretary- 
treasurer,  and  J.  H.  Flynn,  delegate  to  the  Oregon  State 
Medical  Society. 


LEGISLATIVE  BILLS  PASSED  AND 
DEFEATED 


When  Oregon’s  thirty  Senators  and  sixty  Representatives 
cleared  their  desks  on  March  15,  they  brought  to  an  end 
the  longest  legislative  session  in  the  history  of  the  state  and 
left  behind  them  a total  of  twenty-one  new  laws  having  a 
bearing  on  the  practice  of  medicine  in  Oregon.  Left  behind 
also  were  twenty  measures  relating  to  medicine  defeated, 
vetoed  or  dead  in  committee. 

S.  B.  30.  Marriage  Examination  Bill:  One  of  the  prin- 

cipal issues  during  the  session  revolved  around  attempts  to 
revive  the  Marriage  Examination  Law  passed  by  the  1937 
legislature  and,  upon  referendum,  approved  by  the  voters 
last  November.  Since  the  law  became  effective,  there  has 
been  a marked  reduction  in  the  number  of  marriages  in  the 
state.  This  trend  has  resulted  in  a substantial  loss  in  lic- 
ense fees  to  the  counties. 

One  explanation  offered  for  the  increase  in  out-of-state 
marriages  is  the  cost  of  the  medical  examinations  and  lab- 
oratory tests  required  by  the  law.  The  law,  approved  by 
the  people,  made  the  State  Board  of  Health  laboratory 
available,  without  cost,  to  marriage  applicants  unable  to 
pay  the  cost  of  the  laboratory  tests.  S.  B.  30  proposed  to 
correct  this  situation  by  making  it  mandatory  that  all 
laboratory  tests  be  done  by  the  State  Board  of  Health 
without  cost,  irrespective  of  the  applicants’  ability  to  pay. 
Opposition  to  this  mandatory  feature  of  the  bill  quickly 
developed  and  the  bill  was  amended  to  provide  that  the 
laboratory  tests  could  be  performed  either  in  the  State 
Board  of  Health  laboratory  or  in  any  registered,  private 
laboratory.  In  this  amended  form,  the  bill  passed  both 
Houses  of  the  Legislature.  However,  Governor  Sprague  ve- 
toed the  bill. 

Following  the  Governor’s  veto  of  S.  B.  30,  a second  at- 
tempt was  made  to  amend  the  marriage  law  in  S.  B.  478. 
This  measure  provided  that  the  county  clerk  collect  $6 
from  each  applicant  and  the  examining  physician  would 
be  entitled  to  receive  from  that  amount  an  examination  fee 
of  $2.50  per  applicant.  This  measure  was  opposed  by 
Oregon  State  Medical  Society  on  the  grounds  that  it  is  not 
sound  practice  to  fix  fees  by  statute  or  to  have  a govern- 
mental agency  collect  and  disburse  such  fees. 

BILLS  PASSED 

S.  B.  389.  Board  Membership:  Under  this  act,  mem- 

bership of  the  State  Board  of  Health  is  increased  from  eight 
to  nine  members,  one  of  whom  shall  be  a registered  pharma- 
cist who  shall  also  be  a member  of  the  State  Board  of 
Pharmacy.  Heretofore,  pharmacy  has  not  been  represented 
on  the  Board. 


S.  B.  426.  Maternity  Hospital  Regulation:  This  act  pro- 
vides that  all  maternity  hospitals  in  Oregon  be  regularly 
inspected  by  the  State  Board  of  Health  and  requires  that 
an  annual  license  fee  of  $10  be  paid  by  all  such  hospitals. 
The  new  law  does  not  prevent  any  individual  person  acting 
as  a midwife.  It  does  provide  a penalty  against  any  such 
institution  or  individual  managing  such  an  establishment  for 
failure  to  comply  with  the  law.  In  addition,  it  provides  a 
penalty  against  any  physician  practicing  in  such  an  un- 
licensed hospital. 

S.  B.  429.  Veneral  Diseases:  This  act  removed  the  nec- 

essity of  an  indigent  signing  the  “paupers’  oath”  to  secure 
necessary  laboratory  tests  for  veneral  disease.  The  new  law 
provides  that  only  the  physician  or  health  officer  sign  a 
statement  that  the  patient  is  unable  to  pay  for  such  tests. 
Upon  signing  such  a statement,  the  physician  is  required  to 
treat  the  patient  without  charge.  The  act  represents  a com- 
promise between  two  points  of  view,  one  of  which  main- 
tained that  the  State  Board  of  Health  undertake  both  lab- 
oratory work  and  treatment  for  all  persons,  regardless  of 
ability  to  pay,  and  the  other  point  of  view  that  state  should 
not  undertake  any  such  work,  but  rather  encourage  private 
approved  laboratories. 

S.  B.  479.  Tuberculosis  Control:  This  law,  a compan- 

ion measure  to  H.  B.  313,  specifically  charges  the  State 
Board  of  Health  with  the  duty  of  exercising  control  over  a 
person  afflicted  with  communicable  tuberculosis  “as  may 
be  necessary  for  the  protection  of  the  public  health  pur- 
suant to  its  rules  and  regulations.  In  exercising  such  control 
over  such  afflicted  person,  the  State  Board  of  Health  may 
make  such  rules  or  orders  governing  such  person’s  conduct 
as  are  necessary  to  prevent  the  spread  of  the  disease.” 

The  usual  amendment  was  attached  providing  that  the 
Board  shall  not  “interfere  with  the  practice  of  any  person 
whose  religion  treats  or  administers  to  the  sick  or  suffering 
by  purely  spiritual  means.  * * *” 

H.  B.  313.  Tuberculosis:  Under  this  act,  the  term 

“communicable  diseases”  shall  include  tuberculosis  in  a 
communicable  stage.  The  act  gives  the  State  Board  of 
Health  the  authority  to  enforce  quarantine  or  other  reason- 
able measures  to  limit  the  spread  of  the  disease. 

H.  B.  420.  Old  Age  Assistance:  This  act  reduces  the 

minimum  age  from  70  to  65  at  which  an  individual  may 
apply  for  old  age  assistance.  The  act  centralizes  control  of 
medical  relief  to  the  aged  in  the  hands  of  the  state.  It 
provides  that  all  “medical,  surgical  and  hospital  care  shall 
be  provided  in  accordance  with  the  rules  and  regulations 
of  the  State  Public  Welfare  Commission.” 

H.  B.  421.  Assistance  to  the  Blind:  This  act,  in  addition 

to  transferring  functions  of  Relief  Committee  to  the  Wel- 
fare Commission,  provides  that  medical  and  surgical  care 
may  be  granted  in  excess  of  the  $30  a month  limit,  but  that 
such  care  shall  be  provided  “in  accordance  with  rules  and 
regulations  of  the  State  Public  Welfare  Commission.” 

H.  B.  435.  Contraceptive  Drugs:  Heretofore,  it  has 

been  necessary  that  prosecution  of  offenders  of  Oregon’s 
contraceptive  drug  control  act  be  indicted  by  the  grand 
jury  and  tried  in  the  circuit  court.  Many  offenders  have 
escaped  prosecution  because  of  the  involved  procedure  nec- 
essary to  obtain  a grand  jury  indictment.  The  new  law 
provides  that  “all  justices  of  the  peace,  or  district  or  circuit 
judges  of  the  county  or  circuit  court  shall  have  concurrent 
jurisdiction  of  all  violation  of  the  provisions  of  this  act 
committed  within  their  respective  city,  town,  county  or 
district  * * 

The  new  law  was  adopted  to  simplify  prosecution  of 
offenders. 

H.  B.  419,  423,  424  Create  State  Public  Welfare  Commis- 
sion: These  new  laws,  in  effect,  change  the  name  of  the 

State  Relief  Committee  to  the  State  Public  Welfare  Com- 
mission. They  clearly  indicate  that  provision  for  relief  of 
indigent  persons  has  become  a permanent  state  function. 
Under  their  provisions,  the  Child  Welfare  Commission  is 
abolished  and  its  affairs  are  brought  directly  under  the  new 
Public  Welfare  Commission. 

H.  B.  77.  Hospital  Construction:  An  enabling  act  per- 

mitting municipalities  to  construct  hospitals  and  finance 
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cost  of  construction  through  the  issuance  of  bonds  to  be 
sold  to  the  federal  government  or  other  agencies.  It  is 
merely  an  extension  of  Public  Works  Projects  permitted 
under  a former  act. 

H.  B.  11.  Hospital  Construction:  A bill  to  enable  muni- 

cipalities to  finance  the  construction  of  hospitals  outside  of 
the  ordinary  6 per  cent  debt  limitation. 

H.  B.  362.  Uniform  Narcotic  Drug  Act:  The  effect  of 

this  new  law  is  to  add  marihuana  to  the  list  of  narcotics 
coming  under  the  provisions  of  the  Uniform  Narcotic  Drug 
Act. 

H.  B.  S3.  Legitimation:  The  new  law  provides  that, 

when  the  mother  and  father  of  an  illegitimate  child  are 
married  after  the  birth  of  the  child,  and  after  satisfactory 
evidence  of  marriage  has  been  presented,  the  State  Board  of 
Health  shall  substitute  a corrected  certificate. 

H.  B.  54.  Registration  of  Unreported  Births:  The  new 

law  provides  “whenever  a birth  that  occurred  in  the  State 
of  Oregon  is  not  reported  within  one  year  after  the  date 
thereof,  and  an  attending  physician  is  not  available  to  make 
registration,  application  for  the  registration  of  birth  may  be 
made  by  an  interested  person  to  the  judge  of  the  court 
that  has  probate  jurisdiction  in  the  county,  either  of  the 
county  of  residence  or  the  county  of  birth.” 

H.  B.  55.  Record  of  Adoption:  Under  the  law  formerly 

in  effect,  the  physician  was  required  to  file  a record  of  the 
birth  of  an  illegitimate  child  with  the  local  registrar  of  the 
district.  Under  the  amendment  adopted  in  H.  B.  55,  the 
physician  is  required  to  file  such  record  with  the  State 
Board  of  Health. 

S.  B.  257.  Doctor’s  Title  Act:  This  law  requires  prac- 

titioners of  any  branch  of  the  healing  arts  to  indicate  the 
branch  in  which  he  is  licensed,  even  though  he  used  as- 
sumed name  such  as  X.Y.Z.  Clinic. 

H.  B.  89.  Medical  Practice  Act:  This  is  an  amendment 
to  the  Medical  Practice  Act.  It  makes  the  following 
changes: 

1.  The  Board  of  Medical  Examiners  is  increased  from  5 to 
6 members. 

2.  The  Oregon  State  Medical  Society  is  required  to  nom- 
inate three  physicians  each  year  from  which  list,  or  other 
physicians  having  the  necessary  qualifications,  the  Gov- 
ernor appoints  a member  of  the  Board. 

3.  Various  definitions  of  words  heretofore  not  defined  are 
set  out  in  the  law. 

4.  Powers  and  duties  of  the  Board  are  set  out  in  a more 
logical  manner. 

5.  Standards  of  applicants  to  practice  medicine  are  made 
more  rigid  by  providing  for  a two  year  premedical  edu- 
cation, graduation  from  a medical  school  or  college  ap- 
proved by  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association,  and  one 
year  intemeship  in  an  approved  hospital. 

6.  The  reasons  for  refusing  to  grant  a license  or  revoking  a 
license  to  practice  medicine  are  clarified. 

7.  Hearings  on  questions  of  revoking  or  suspending  license 
to  practice  medicine  are  more  accurately  set  forth  and 
procedure  for  appeal  to  the  courts  is  amended. 

APPROPRIATIONS  TO  STATE  HEALTH  AGENCIES  AND 
INSTITUTIONS  FOR  A TWO  AND  ONE-HALF  YEAR’S 
PERIOD,  ENDING  JUNE  30,  1941. 

H.  B.  558.  State  Board  of  Health: 

For  salaries,  wages;  general  operating  and 


maintenance  expenses;  and  capital  outlays....  $105,081.00 

For  the  state’s  portion  of  expense  in  connection 
with  the  Division  of  Maternal  and  Child 

Health  12,500.00 

For  the  state’s  portion  of  expenses  in  connec- 
tion with  the  operation  of  the  mobile  labora- 
tory   6,171.00 

For  the  sanitary  authority  of  the  state 10,000.00 


Total $133,752.00 

S.  B.  532.  Institutions: 

Mental  Hospitals: 

Oregon  State  Hospital,  Salem 
Salaries  and  wages $498,712.00 


General,  operating  and  maintenance  ex- 


penses   521,015.00 

Capital  outlays  146,715.55 

Special  requests  44,700.00 


Total $1,211,142.55 

Eastern  Oregon  State  Hospital,  Pendleton: 

Salaries  and  wages 294,991.00 

General,  operating  and  maintenance  ex- 
penses   294,991.00 

Capital  outlays  ....j 92,400.00 


Total $634,691.00 

Tuberculosis  Hospitals: 

Oregon  State  Tuberculosis  Hospital,  Salem: 

Salaries  and  wages $204,870.00 

General,  operating  and  maintenance  ex- 
penses   216,829.00 

Capital  outlays  32,318.70 


Total $454,017.70 

Eastern  Oregon  State  Tuberculosis  Hospital, 

Salaries  and  wages $124,360.00 

The  Dalles: 

General,  operating  and  maintenance  ex- 
penses   131,099.00 

Capital  outlays  24,646.00 


Total $280,105.00 

New  University  State  Tuberculosis  Hospital 
(now  under  construction) : 

Salaries  and  wages $ 85,830.00 

General,  operating  and  maintenance  ex- 
penses   69,973.00 

Capital  outlays  65,151.00 


Total $220,954.00 


DEFEATED  BILLS 

H.  B.  295,  S.  B.  475.  Osteopathic  Bills:  These  bills, 

supported  by  the  Oregon  Osteopathic  Association,  provided 
for  a separate  board  of  osteopathic  medical  examiners  and 
an  unlimited  license  for  osteopaths. 

H.  B.  9.  “Aspirin”  Bill:  The  bill  would  have  taken 

aspirin,  bromo-seltzer,  and  alka  seltzer  out  of  the  control  of 
the  State  Board  of  Pharmacy.  It  was  opposed  by  the 
State  Board  of  Pharmacy  and  the  Oregon  State  Medical 
Society. 

H.  B.  212.  Recreation  and  Health  Coordinator  (with- 
drawn) : This  bill  would  have  authorized  the  State  Sup- 

erintendent of  Public  Instruction  to  “furnish  leadership 
for  the  guidance,  integration,  coordination  and  direction  of 
programs  of  health,  physical  education  and  recreation  in 
the  public  elementary  and  secondary  schools  of  Oregon.” 
Declaring  that  any  program  of  health  education  or  service 
in  the  schools  should  come  under  the  direction  of  a state 
medical  agency,  the  Council  of  Oregon  State  Medical  So- 
ciety vigorously  opposed  the  measure. 

H.  B.  155-H.  B.  463.  State  Board  of  Medical  Examiners: 
These  bills  would  have  prevented  the  State  Board  of 
Medical  Examiners  from  employing  their  own  attorney. 
All  legal  work  would  have  been  carried  on  by  the  Attorney 
General  and  his  staff. 

H.  B.  408.  Psychiatric  Hospital  Bill:  This  bill  was 
not  reported  out  from  the  Ways  and  Means  Committee. 
It  would  have  established  a psychiatric  hospital  service  on 
the  campus  of  the  University  of  Oregon  Medical  School. 
Physicians  generally  agreed  that  its  introduction  was  “a 
step  in  the  right  direction”  and  predict  it  will  be  reintro- 
duced in  1941. 

H.  B.  415.  Reimbursement  of  Hospitals:  This  bill  was 

defeated  in  the  Senate.  It  would  have  increased  motor 
vehicle  operators’  license  fees  from  50c  to  $1,  proceeds  to 
be  administered  by  the  State  Industrial  Accident  Commis- 
sion, to  reimburse  hospitals  serving  those  injured  in  auto- 
mobile accidents  and  who  are  unable  to  pay  for  such 
service. 

S.  B.  70.  Optometry  Bill:  This  bill  would  have  raised 

professional  standards  of  optometry  by  prohibiting  certain 
commercial  practices  and  certain  forms  of  advertising.  It 
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exempted  physicians  from  qualification  under  its  provisions. 

S.  B.  311.  State  Industrial  Accident  Board:  This  bill 

never  reported  out  of  the  Committee  on  the  Revision  of 
Laws.  It  would  have  made  it  possible  for  “any  licensed 
healer”  to  treat  injured  workmen  at  the  expense  of  the 
State  Industrial  Accident  Fund. 

S.  B.  435.  Massio therapy  Bill:  Another  attempt  was 

made  by  the  cults  to  invade  the  practice  of  medicine 
“through  the  back  door”  by  ostensibly  licensing  the  prac- 
tice of  massiotherapy.  The  practical  effect  of  the  measure 
would  have  been  to  permit  the  cults  to  use  electricity  in 
any  form,  all  sorts  of  physical  therapy,  light  therapy  gal- 
vanism faradism,  light  frequency,  short  wave,  diathermy 
and  any  and  all  other  phases  of  physiotherapy. 

The  act  would  have  required  persons  engaged  in  these 
activities  to  secure  a license  from  the  State  Board  of 
Chiropractic  Examiners  or  Naturopathic  Examiners  and 
might  have  been  interpreted  to  include  physicians. 

S.  B.  353.  Physicians’  Lien  Law:  This  bill  was  spon- 

sored by  Oregon  State  Medical  Society  and  was  withdrawn. 
It  provided  that  physicians,  nurses  and  others  rendering 
service  in  accident  cases  should  be  included  in  the  hospital 
lien  law. 

S.  B.  403.  Occupational  Diseases:  This  measure,  not 

reported  out  of  Committee,  would  have  made  occupational 
diseases  compensable  under  the  State  Industrial  Accident 
Commission. 


WOMAN’S  AUXILIARY 


REPORTS  OF  AUXILIARY  MEETINGS 

Portland,  Oregon,  March  24,  1939. 

Mrs.  Charles  A.  Tomlinson,  National  President  of  the 
Woman’s  Auxiliary  to  the  A.  M.  A.,  arrived  in  Portland 
on  March  6.  She  was  met  at  the  station  by  the  State 
President,  Mrs.  Otto  C.  Hagmeier  of  Seaside  and  a group 
of  Portland  auxiliary  members.  A luncheon  party  was 
planned  for  her  pleasure  on  that  day  at  Dorchester  House 
on  the  Oregon  Coast  Highway. 

Tuesday,  the  Woman’s  Auxiliary  to  Multnomah  County 
Medical  Society  joined  with  the  ladies  of  Oregon  Medical 
School  Alumni  Association  luncheon  for  women  guests,  and 
honored  Mrs.  Tomlinson.  She  gave  a splendid  and  in- 
spiring talk  to  the  ladies.  A string  quartet  played  during 
luncheon  and  afterwards  the  guests  enjoyed  the  reading  of 
a current  play  and  modern  poetry  by  Mrs.  R.  A.  Harcourt. 
This  affair  was  held  at  the  University  Club. 

A supper  party  was  given  by  Mrs.  Leon  Goldsmith  on 
Tuesday  evening,  honoring  Mrs.  Tomlinson.  Invitations 
were  extended  to  past  presidents  of  the  county  and  state 
medical  auxiliaries.  Wednesday  Mrs.  Tomlinson  spent  in' 
sightseeing  and  conferring  with  our  state  president,  Mrs. 
Otto  C.  Hagmeier.  She  also  met  with  the  auxiliary  Advis- 
ory Council  and  addressed  a group  of  doctors  on  Wednes- 
day evening. 

Mrs.  Otto  C.  Hagmeier,  state  president,  just  arrived 
home  from  a visit  to  Polk-Yamhill-Marion-Benton  Coun- 
ty, and  Lane  County  auxiliaries.  They  entertained  her  at 
their  regular  monthly  dinner  meeting  at  the  home  of  a 
member.  Thirty-two  members  were  present.  After  a 
short  business  meeting  the  group  was  entertained  by 
adults  and  children  from  the  Oregon  School  for  the  Blind. 
Piano  playing,  singing,  tap  dancing  and  even  a puppet 
show,  a take  off  on  “Ferdinand  the  Bull,”  was  performed 
by  the  blind. 

Mrs.  Hagmeier  was  entertained  at  Corvallis,  Benton 
County,  the  next  day  at  a luncheon.  They  are  very  active, 
and  though  small  in  number  manage  to  have  an  auxiliary 
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member  represented  in  each  group  that  is  organized  in 
the  town. 

Due  to  the  Oregon-California  basketball  game  at  Eugene 
the  day  our  President  visited  there,  Eugene  members  did 
not  plan  a meeting,  but  entertained  Mrs.  Hagmeier  at 
dinner  and  thence  to  the  basketball  game.  And,  as  Mrs. 
Hagmeier  says,  “did  we  enjoy  it!” 

Mrs.  O.  C.  Hagmeier  was  hostess  at  her  home  in  Seaside 
Friday  afternoon,  February  24,  for  the  Clatsop  County 
Medical  Auxiliary.  No  business  was  transacted  as  this 
meeting  was  called  for  members  to  sew.  The  auxiliary  has 
undertaken  a sewing  project  to  be  completed  for  the  Doern- 
becher  Children’s  hospital  in  Portland. 

Mrs.  Frank  Boyden  was  the  guest  speaker  for  the  after- 
noon, talking  on  her  experiences  while  motoring  through 
Europe  recently.  Members  asked  questions  and  an  inter- 
esting discussion  was  held.  Tea  was  served  later  by  the 
hostess  to  the  guests  present,  including  Mrs.  T.  Forsstrom, 
Mrs.  A.  G.  Allen,  Mrs.  L.  S.  Goerke,  Mrs.  L.  M.  Lowell, 
Mrs.  L.  M.  Spalding,  Mrs.  A.  R.  Olsen,  Mrs.  F.  W.  Raf- 
ferty, Mrs.  Frank  Boyden,  Mrs.  J.  McConnell  of  Seaside 
and  the  hostess,  Mrs.  O.  C.  Hagmeier. 

The  Coos  and  Curry  County  Auxiliary  met  at  the 
Chandler  Hotel  in  Marshfield  on  January  11.  Mrs.  A.  B. 
Peacock  presided,  urging  all  members  to  continue  with  the 
same  enthusiasm  their  project  of  assisting  the  county  poor 
farm.  She  then  turned  the  meeting  over  to  the  new  presi- 
dent, Mrs.  Melvin  Johnson,  North  Bend.  Nine  members 
were  present. 

The  auxiliary  met  at  Coquille  on  February  8,  after  hav- 
ing had  dinner  with  the  doctors.  Due  to  a heavy  snow 
storm  there  were  only  seven  in  attendance.  Mrs.  John 
Keizer  of  North  Bend  gave  an  interesting  paper  on  Anne 
Lindberg’s  book,  “Listen  the  Wind.”  Mrs.  Melvin  John- 
son, president,  reported  that  she  and  Mrs.  Keizer  had 
taken  out  some  musicians  to  the  county  farm  and  provided 
a nice  musical  program  which  was  greatly  appreciated. 
Work  is  under  way  for  the  layette  of  baby  clothes  which 
the  auxiliary  is  making  for  the  county  farm. 

Friday  afternoon,  February  3,  at  the  home  of  Mrs.  Wynn 
Johnson,  Corvallis,  a dessert  luncheon  was  served  members. 
After  luncheon  the  meeting  was  turned  over  to  the  guest 
speaker,  Miss  Ora  Scovel,  the  Benton  County  public  health 
nurse.  Miss  Scovel  gave  an  extensive  report  on  the  Handi- 
capped Children’s  Survey  for  the  State  of  Oregon.  She 
also  presented  several  of  her  problems  in  communicable  dis- 
eases and  care  needed  for  strabismus  cases.  An  intensive 
dental  examination  is  now  under  way.  It  is  hoped  that  all 
cases,  where  follow  up  work  and  help  in  arranging  for  care 
was  suggested,  will  be  secured. 

The  regular  business  meeting  of  the  Woman’s  Auxiliary 
to  the  Multnomah  County  Society  was  held  at  the  Medical- 
Dental  Building  auditorium,  Portland,  February  27,  at  2 
o’clock.  The  guest  speaker,  Father  Delauney  of  Portland 
University,  spoke  on  the  “Life  of  a Bengal  Teacher.”  Hav- 
ing himself  spent  seven  years  in  India  as  a teacher,  his 
subject  was  very  interesting.  Tea  and  a social  hour  fol- 
lowed the  meeting. 

The  Multnomah  County  study  group  met  at  the  home 
of  Mrs.  A.  E.  Bettman,  at  11  o’clock.  A review  of  the 
book  “Doctors  on  Horseback”  by  Flexner,  was  given  by 
Mrs.  W.  T.  Stout.  Luncheon  was  served  following  the 
book  report.  Mrs.  Laurence  R.  Serrurier, 

State  Publicity  Chairman. 
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WASHINGTON 


GOLDEN  JUBILEE  MEETING  WASHINGTON  STATE  MEDICAL  ASSOCIATION,  SPOKANE, 

AUGUST  28-30 


MEDICAL  NOTES 


New  Shriners’  Hospital.  At  Spokane,  March  11-12, 
the  new  Shriners’  Hospital  was  dedicated  by  a group  of 
local  Shriners  assisted  by  Daughters  of  the  Nile.  The  hos- 
pital is  adjacent  to  St.  Luke’s  Hospital  where  the  original 
building  was  erected  in  1924.  The  new  structure  is  of 
mosque  design,  in  keeping  with  traditions  of  the  Mystic 
Shrine.  It  is  a one-story  building  with  an  impressive 
dome,  and  connected  with  St.  Luke’s  Hospital  by  an  under- 
ground tunnel.  All  modern  facilities  for  the  care  of  crippled 
children  are  provided  in  this  new  hospital  building.  It  will 
continue  the  conspicuous  work  of  Spokane  surgeons  for 
which  they  have  been  famous  during  the  past  fifteen 
years  in  connection  with  this  class  of  work.  The  hospital 
was  erected  at  a cost  of  $85,000  free  of  debt. 

Funds  Remain  for  Four-County  Hospital.  There 
remains  $23,081  in  the  fund  which  was  set  up  last  year 
by  Yakima,  Benton,  Kittitas  and  Clickitat  Counties  for 
construction  of  a tuberculosis  hospital  at  Selah.  Expendi- 
tures include  $7,487.50  for  property  and  $4,500  for  archi- 
tect’s fees.  Negotiations  looking  toward  resumption  of 
building  plans  have  been  under  way. 

Public  Health  Institute  of  Tacoma.  Pierce  County 
Federation  of  Women’s  Clubs  and  Tacoma  and  Pierce 
County  Councils  of  the  Parent  Teachers’  Associations  spon- 
sored a public  health  institute  held  March  21-22.  Tuesday 
afternoon,  March  21,  Ralph  Gregg  of  the  City  Health  de- 
partment discussed  “Syphilis  and  Its  Control.”  Miss  Aileen 
Tuttle,  in  charge  of  a government  syphilis  survey,  followed. 
The  Wednesday  morning  meeting  was  addressed  by  W.  H. 
Goering,  who  spoke  on  the  “History  of  Arthritis,  Its  Care 
and  Prevention,”  Sidney  MacLean,  who  discussed  “Cancer 
Can  Be  Cured,”  and  John  F.  Steele,  who  spoke  on  “What’s 
Wrong  With  Your  Heart.”  Child  health  subjects  were 
discussed  by  M.  R.  Hosey  and  Percy  Guy  of  the  State 
Health  department,  and  Miss  Marie  Chard,  public  health 
nurse.  The  second  afternoon  session  was  addressed  by 
William  H.  Ludwig  on  “Sinus  Infection,”  Louis  A.  Hop- 
kins on  “Socialized  Medicine”  and  J.  E.  Stroh  on  “Al- 
lergy.” 

Tacoma  Surgical  Club  scheduled  its  annual  meeting 
for  Saturday,  April  1.  The  guest  speaker  was  Sterling 
Bunnell  of  San  Francisco.  The  program  of  papers  con- 
sisted of  a symposium  on  “Fundamental  Facts  in  Tissue 
Repair.”  Twenty-five  papers  on  various  phases  of  this 
subject  were  presented  by  members  of  the  society.  These 
papers  were  discussed  by  Dr  Bunnell.  The  annual  ban- 
quet was  held  at  Hotel  Winthrop,  with  Charles  S.  Pascoe 
as  toastmaster.  Dr.  Bunnell  delivered  an  address  on  “Re- 
construction of  the  Injured  Hand.” 

Health  Officers  Return.  L.  E.  Powers,  health  officer 
for  Clallam  County,  has  returned  to  Port  Angeles  after 
six  months  study  at  Ann  Arbor.  K.  M.  Soderstrom,  who 
has  replaced  him,  will  take  postgraduate  work  at  Johns 


Hopkins  University,  after  which  he  will  return  to  have 
charge  of  tuberculosis  control  in  the  state  department  of 
health.  J.  A.  Kahl  returns  to  Clark  County  after  six 
months  at  Johns  Hopkins. 

Returns  From  Antarctic.  Harmon  T.  Rhoads,  Jr.,  of 
Everett,  who  was  physician  on  the  Wyatt  Earp  of  the 
Lincoln  Ellsworth  Antarctic  Expedition,  has  returned  to 
his  home 

Marine  Hospital  Builds  Nurses  Home.  Appropriation 
of  $225,000  for  construction  of  a nurses’  home  at  the 
Marine  Hospital  in  Seattle  has  been  recommended  by  the 
Treasury  Department. 

Spokane  Surgical  Society  held  its  annual  meeting  at 
The  Davenport  Hotel,  April  8.  The  guest  speaker  was 
Alton  Ochsner,  of  New  Orleans. 

Health  Officer  Resigns.  John  M.  Collins,  acting 
health  officer  for  King  County,  has  resigned  in  order  to 
accept  a commision  in  the  army  medical  corps. 

Trueblood  Honored.  Donald  V.  Trueblood  of  Seattle 
has  been  named  a member  of  the  Board  of  Directors  of 
the  American  Society  for  the  Control  of  Cancer. 

Location.  C.  W.  Lane  has  moved  from  Castle  Rock  to 
Crescent  City,  California. 

Weddings.  J.  C.  Profitt  and  Miss  Frankie  Ladley  were 
married  in  Seattle  March  4.  John  G.  Harbison  and  Miss 
Ella  Croonquist  were  married  in  Spokane  February  21. 
L.  G.  Kimzey  of  Pullman  and  Mrs.  Monroe  were  married 
in  Spokane  February  9. 


OBITUARIES 


Dr.  Edwin  Archer  Gerhart  of  Seattle,  Washington, 
died  February  28  after  several  months  illness.  He  was  60 
years  of  age.  Dr.  Gerhart  received  his  medical  education 
at  Hahnemann  Medical  College  and  Hospital  of  Philadel- 
phia, graduating  in  1901.  From  the  time  of  his  graduation 
until  the  World  War  he  practiced  in  Billings,  Montana. 
Following  his  service  with  the  army  medical  corps  during 
the  World  War,  he  moved  to  Seattle  where  he  had  been  in 
practice  for  the  past  twenty  years. 

Dr.  Carl  E.  Koenig  of  Seattle,  Washington,  died  follow- 
ing a fall  at  the  Federal  Office  Building,  Seattle,  March  17. 
He  was  57  years  of  age.  He  was  born  in  Loveland,  Colo- 
rado, in  1882  and  graduated  from  Jefferson  Medical  Col- 
lege, Philadelphia,  in  1908.  He  served  with  the  army 
medical  corps  during  the  World  War,  holding  a captain’s 
commission. 

Dr.  Eugene  Carter  Hamely,  formerly  of  Sprague  and 
Pasco,  Washington,  died  at  his  home  in  California  Feb- 
ruary 24.  He  was  a native  of  Iowa  and  received  his 
medical  education  at  Rush  Medical  College,  Chicago, 
graduating  in  1902.  He  located  at  Sprague  in  1903  and 
later  moved  to  Pasco.  In  1925  he  moved  to  California  and 
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practiced  in  Los  Angeles  until  three  years  ago,  when  he 
retired  due  to  heart  disease. 

Dr.  Walter  B.  Braden  of  Seattle,  Washington,  died 
March  7,  aged  67.  He  was  born  in  Barrie,  Ontario,  and 
received  his  medical  degree  from  the  University  of  Oregon 
in  1902.  During  the  World  War  he  served  with  the  army 
medical  corps. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 
The  Cowlitz  County  Medical  Society  met  at  a dinner 
meeting,  Hotel  Monticello,  Longview,  March  IS. 

John  E.  Nelson,  Frederick  Exner  and  Ray  Tennant,  the 
Tuberculosis  Committee  of  Washington  State  Medical  Asso- 
ciation, gave  a most  interesting  symposium  on  pulmonary 
tuberculosis.  Dr.  Nelson  talked  on  “Diagnostic  Standards 
and  Case  Findings”  with  illustrations.  Dr.  Exner  talked 
on  “Proper  X-Ray  Technic  and  the  Importance  of  Such  in 
the  Diagnosis  of  Pulmonary  Tuberculosis.”  Dr.  Tennant  dis- 
cussed the  “Surgical  Treatment  Pertaining  to  Thorocoplasty, 
Pneumothorax  and  Pneumolysis.” 

Jack  Geoffrey,  our  new  Executive  Secretary  of  Washing- 
ton State  Medical  Association,  accompanied  the  physicians 
to  Longview  and  gave  a very  interesting  talk  on  the  prob- 
lems of  the  state  association. 

Members  of  the  medical  society’s  auxiliary  met  with  the 
doctors  for  the  symposium.  Preceding  the  program  the 
women  were  dinner  guests  of  Mrs.  P.  H.  Henderson  and 
Mrs.  J.  W.  Henderson  at  the  P.  H.  Henderson  home. 


GRAYS  HARBOR  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  M.  Skaperud ; Secty.,  F.  T.  O’Brien 
Regular  meeting  of  the  Grays  Harbor  County  Medical 
Society  was  held  at  the  home  of  Kenneth  D.  Graham  in 
Aberdeen,  February  IS.  Members  of  the  auxiliary  enter- 
tained members  of  the  Medical  Society  at  dinner,  follow- 
ing which  both  organizations  held  short  business  meetings. 
Guest  speakers  at  the  meeting  were  O.  M.  Nisbet  and 
Charles  E.  Gurney,  both  of  Portland.  Dr.  Nisbet  discussed 
intestinal  obstruction  and  Dr.  Gurney  described  methods 
of  plastic  surgery. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  E.  Coe;  Secty.,  David  Metheny 

King  County  Medical  Society  held  a meeting  in  the 
auditorium  of  the  Medical  and  Dental  Building,  Seattle, 
March  6,  at  8:15  p.m.,  President  H.  E.  Coe  presiding.  Min- 
utes of  last  regular  meeting  read  and  approved. 

The  program  consisted  of  a symposium  on  the  biliary 
tract.  C.  R.  Jensen  discussed  “Applied  Physiology  of  Biliary 
Tract  Disease.” 

T.  W.  Blake  spoke  on  “Roentgen  Interpretation  of  Biliary 
Disorders.”  He  discussed  roentgen  examinations  without  dye 
and  with  dye,  with  explanations  of  each.  Diagnoses  cover 
function  in  gallbladder,  poorly  functioning  gallbladder  and 
nonfunctioning  gallbladder.  Each  of  these  was  elaborated, 
with  an  explanation  of  the  results  of  each.  In  all  cases  in 
which  gallstones  are  shown  by  roentgen  examinations,  the 
surgeon  finds  them  97  times  out  of  a hundred. 

C.  E.  Watts  presented  “Medical  Management  of  Gall 


Bladder  Disease,”  and  John  Duncan  discussed  “Recent  De- 
velopments in  Surgery  of  the  Biliary  System.” 

These  papers  were  discussed  by  R.  D.  Forbes,  F.  B. 
Exner,  R.  E.  Mosiman,  David  Metheny,  M.  W.  McKinney, 
J.  M.  Blackford  and  L.  J.  Palmer. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  G.  W.  Cornett;  Secty.,  H.  C.  Lynch 
The  March  meeting  of  Yakima  County  Medical  Society 
was  held  at  the  Commercial  Hotel,  Yakima,  March  13. 
Charles  B.  Ward  of  Seattle  discussed  organization  of  medical 
libraries  and  the  possibility  of  establishment  of  a state 
medical  library.  Mr.  Jack  Geoffrey,  executive  secretary  of 
Washington  State  Medical  Association,  discussed  the  activi- 
ties of  that  organization. 


STATE  ASSOCIATION  ITEMS 


Seattle,  Wash.,  March  22,  1939. 

COMMITTEES  OF  THE  GOLDEN  JUBILEE  SESSION 

The  following  are  the  chairmen  of  the  committees  ap- 
pointed by  H E.  Rhodehamel,  President  of  the  State  As- 
sociation, to  arrange  for  the  Golden  Jubilee  Meeting  to  be 
held  in  the  Davenport  Hotel,  Spokane,  August  28-30. 
J.  H.  O’Shea  has  been  appointed  as  coordinator  of  the 
activities  of  all  committees. 

Committee  Chairman 

Program  C.  L.  Smith 

Finance  J.  G.  Matthews 

Publicity  C.  L.  Lyon 

Golf F.  R.  Patton 

Entertainment _...W.  S.  H.  Tousey 

Exhibits O.  M.  Rott 

Contact R E.  Ahlquist 

Hotels  and  Registration R.  D.  Reekie 

Advertising  Manager C.  W.  Countryman 

ANNOUNCEMENT  OF  BOARD  MEETING 

A meeting  of  the  Board  of  Trustees  of  Washington 
State  Medical  Association  has  been  called  by  the  Presi- 
dent for  April  16  at  the  Olympic  Hotel,  Seattle.  The  chair- 
men of  the  various  committees  have  been  asked  to  make 
progress  reports  to  this  meeting  and  also  to  outline  the  pro- 
posed activities  of  their  committees  for  the  balance  of  the 
association  year.  Chief  among  the  matters  to  be  discussed 
will  be  a program  for  medical  care  for  the  Farm  Security 
Administration  clients  in  this  state. 

NOTICE  TO  COUNTY  SECRETARIES 

Under  the  by-laws,  the  1939  State  Medical  Association 
dues  become  delinquent  on  May  1.  Each  county  secretary 
is  urged  to  remit  the  dues  of  all  members  in  his  society 
on  or  before  that  date,  so  that  these  members  will  retain 
their  position  of  good  standing  in  the  State  Association. 

PUBLIC  RELATIONS  COMMITTEE 

An  organization  meeting  of  the  Public  Relations  Com- 
mittee was  held  March  12  in  Seattle.  A statement  of  “pol- 
icy and  regulations  pertaining  to  public  appearances  of 
members  of  Washington  State  Medical  Association”  was 
discussed  and  approved  for  submission  to  the  Board  of 
Trustees  for  consideration  at  the  April  16  meeting. 

A member  has  been  appointed  on  the  committee  from 
each  congressional  district  in  the  state.  In  addition,  those 
county  societies  not  represented  on  the  committee  have 
been  asked  to  appoint  a public  relations  representative, 
whose  duty  will  be  to  cooperate  with  the  committee  in  en- 
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couraging  the  physicians  to  speak  before  lay  audiences 
and  in  “furthering  medical  publicity  and  maintaining  proper 
contacts  between  the  laity  and  the  profession”  in  his  com- 
munity. 

PHYSICIANS  WANTED 

The  central  office  frequently  receives  inquiries  from  phys- 
icians, industrial  groups,  employment  agencies,  etc.,  inter- 
ested in  securing  the  fulltime  services  of  a qualified  physi- 
cian. Members  of  the  association  seeking  a new  location, 
or  those  seeking  a physician  as  assistant  or  partner,  are 
urged  to  contact  the  central  office  which  will  offer  all 
assistance  possible  in  this  regard. 

May  Day  Child  Health  Day 

On  May  1 of  each  year,  atteention  of  every  community 
in  the  state  is  called  to  the  importance  of  the  health  devel- 
opment and  well-being  of  the  child,  together  with  the  im- 
portance of  proper  food,  rest,  exercise,  medical  care  and 
protection  aaginst  disease.  The  slogan  of  the  May  Day 
Child  Health  Day  is  “The  health  of  the  child  is  the  power 
of  the  nation.”  H.  L.  Moon  of  Seattle  is  Chairman  of  the 
State  May  Day  Committee.  Programs  will  be  put  on  in 
each  community  under  the  auspices  of  the  local  committees, 
and  the  support  of  the  physicians  in  the  state  is  being  en- 
listed to  make  for  the  success  of  these  programs.  Particu- 
lar attention  is  being  given  this  year  to  nutrition,  the  com- 
munity agencies  are  asked  to  assist  in  appraising  the  ef- 
fort being  made  to  promote  good  nutrition  of  mothers  and 
children. 


MEDICAL  LEGISLATIVE  ACTS 


At  every  session  of  the  legislature  numerous  bills  are  in- 
troduced affecting  the  practice  of  medicine,  some  of  which 
are  enacted  into  law.  Some  of  these  bills  pertain  to  public 
health  and  general  practice  of  medicine,  affecting  the  whole 
profession  and  the  public.  Always  some  are  presented  in- 
tended for  the  benefit  of  individuals  or  a few  persons, 
based  on  personal  interests.  Below  are  presented  summaries 
of  the  bills  which  were  enacted  into  law  grouped  according 
to  their  introduction  in  the  Senate  or  the  House. 

BILLS  PASSED 

S.  B.  25.  Known  as  the  “Drunk  Driver”  bill.  Requires 
motor  car  drivers  to  show  financial  responsibility  after 
revocation  or  suspension  before  their  licenses  can  be  re- 
instated, or  after  failure  to  satisfy  court  judgment  within 
30  days.  The  act,  it  was  claimed,  “will  clear  the  high- 
way of  drunken  and  reckless  drivers.”  Certainly  its  en- 
actment should  greatly  lessen  the  incidence  of  traffic  acci- 
dents by  elimination  of  the  accident  repeater  who,  sur- 
veys show,  is  more  likely  to  have  accidents  in  the  future 
than  is  the  ordinary  driver. 

S.  B.  114.  Establishes  at  Soap  Lake  the  “McKay  Mem- 
orial Research  Hospital”  and  appropriates  funds  therefor. 
The  hospital  will  accept  patients  for  the  care  and  treat- 
ment of  Buerger’s  disease  and  will  be  a base  of  research 
and  study  of  the  disease  and  of  the  effect  of  the  Soap 
Lake  waters  upon  the  malady. 

Substitute  S.  B.  219.  Relating  to  the  unemployment 
compensation  law,  was  enacted  and  would  have  applied 
to  physicians  of  one  or  more  employees  had  not  the  Gov- 
ernor vetoed  this  particular  provision. 

S.  B.  374.  Requires  a physician  attending  a pregnant 
woman  to  take  or  cause  to  be  taken  a sample  of  her 
blood  at  the  time  of  the  first  examination  and  to  submit 
the  sample  to  a laboratory  approved  by  the  State  De- 


partment of  Health  for  a standard  serological  test  for 
syphilis. 

S.  B.  408.  Provides  for  public  health  protection  by 
prohibiting  persons  afflicted  with  contagious  or  infectious 
diseases  from  employment  in  a macaroni  factory  and  re- 
quiring semiannual  physical  examinations  of  such  employees. 

S.  B.  409.  Prohibits  employment  in  confectionery  prod- 
ucts of  persons  having  contagious  or  infectious  diseases; 
requires  semiannual  physical  examinations  of  such  per- 
sons; prohibits  manufacture  of  confectionery  containing 
harmful  substances. 

S.  B.  438.  Requires  county  commissioners  to  budget  and 
ear-mark  for  public  health  work  .4  of  a mill  on  the  assess- 
ed valuation  of  property  of  each  county,  and  authorizes 
the  Director  of  Health  to  expend  such  sum. 

H.  B.  11.  Requires  that  barbiturates  and  their  derivatives 
or  compounds  and  other  potentially  harmful  drugs,  be  dis- 
pensed only  by  prescription  of  a physician.  Due  to  a 
typographical  error,  this  bill  was  amended  by  the  pas- 
sage of  H.  B.  325,  which  clarified  the  intent  of  H.  B 11. 

H.  B.  58.  Requires  that  prescriptions  be  recorded  and 
preserved  for  not  less  than  five  years,  that  containers  there- 
of bear  a label  showing  the  name  and  address  of  the  phar- 
macy, the  serial  number  of  the  prescription,  the  name  of 
the  prescriber  and  of  the  patient,  and  the  initials  of  the 
registered  pharmacist  who  compounded  the  prescription. 
The  latter  requirement  will  obviate  the  filling  of  prescrip- 
tions by  unlicensed  persons. 

H.  B.  60.  Licenses  and  regulates  the  sale  of  prophylactics 
having  “any  special  utility  for  the  prevention  or  treatment 
of  venereal  diseases.”  Sponsored  by  the  State  Pharmaceu- 
tial  Association.  Exempts  physicians  from  its  provisions. 

H.  B.  190.  Authorizes  contingency  fund  assessments  up 
to  10  per  cent  (instead  of  the  present  1 per  cent)  on  fees 
of  physicians  carrying  contracts  under  the  industrial  in- 
surance act.  Passage  of  the  bill  was  urged  by  the  Depart- 
ment of  Labor  and  Industries  and  there  was  a division 
among  physicians  as  to  its  desirability. 

Since  there  is  always  an  interest  in  proposed  legislation 
affecting  the  profession,  even  if  the  bills  failed  of  passage, 
those  are  listed  which  were  introduced  but  fell  by  the  way- 
side.  It  is  noted  that  a much  larger  number  of  these 
bills  were  introduced  in  the  Senate  than  in  the  House. 

BILLS  REJECTED 

S.  B.  39.  Amending  the  narcotic  drug  act — proposed:  (1) 
to  define  narcotic  drugs  so  as  to  include  dalaudid,  cannabis, 
sative  and  barbital;  (2)  to  authorize  the  establishment  of 
state  clinics  for  the  treatment  and  rehabilitation  of  drug 
addicts.  Passed  the  Senate  but  was  killed  in  the  House. 

S.  B.  41.  Declaring  it  unlawful  for  any  person  operating 
a bath-house,  massage  parlor,  or  similar  establishment  by 
himself  or  agent  to  furnish  any  bath,  massage  or  other 
treatment  unless  licensed  to  practice  one  of  the  healing  arts. 

S.  B.  83  (and  the  identical  bill  H.  B.  302).  Amending  the 
Workmen’s  Compensation  Act  to  permit  cultists  to  practice 
thereunder.  On  the  floor  of  the  Senate  was  amended  to  de- 
lete sanipractors  from  its  provisions.  Passed  the  Senate  and 
great  pressure  was  exerted  to  pass  it  through  the  House. 

S.  B 131.  The  “hospital  service”  measure — would  have 
permitted  nonprofit  corporations  to  be  formed  for  group 
hospitalization  insurance,  under  supervision  of  the  State 
Department  of  Insurance. 

S.  B.  151.  Transferring  control  of  the  King  County  Hos- 
pital from  its  present  nonpolitical,  nonpartisan  Board  of 
Trustees  to  a Board  under  the  control  of  the  County  Com- 
missioners. 

S.  B.  159.  Passed  the  Senate  February  21.  Proposed  to 
make  it  unlawful  for  any  hospital  organized  as  a charitable 
institution  to  refuse  to  any  licensed  physician  the  use  of  its 
facilities  for  the  direct  or  indirect  reason  that  such  physician 
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contracts  to  give  medical  service  in  consideration  of  pay- 
ment of  periodic  payments,  premiums  or  dues.  Sponsored 
by  the  Bridge  Clinic,  Tacoma,  and  the  Medical  Security 
Clinic,  Seattle.  The  real  issue  involved  was  whether  or  not 
a hospital  had  the  right  to  exclude  practitioners  which  it 
deemed  undesirable. 

S.  B.  187.  Relating  to  blind  assistance — granting  medical 
care. 

S.  B.  206.  Providing  to  the  aged  “medical  care  of  the  ap- 
plicant’s own  choosing.” 

S B.  263.  Diploma-Mill  Lydon’s  usual  vicious  sanipractic 
bill ; it  proposed  to  enact  a separate  sanipractic  examining 
board;  defined  “sanipractic”;  and  repealed  the  basic  science 
law. 

S.  B.  270.  Providing  state  medical  and  dental  care  to  the 
physically  disabled,  under  State  Department  of  Social 
Security. 

S.  B.  311.  Would  have  established  a commission  to  in- 
vestigate hospital  associations,  medical  service  bureaus  and 
similar  institutions  and  to  report  to  the  1941  session.  Car- 
ried an  appropriation. 

S.  B.  322.  Proposed  to  create  the  “Washington  State 
Chiropractors’  Association,”  to  operate  as  an  agency  of  the 
state.  Would  have  repealed  the  Basic  Science  law.  Passed 
the  Senate  and  killed  in  the  House  Medical  Committee. 

S.  B.  373.  Proposed  a premarital  health  examination,  in- 
cluding a standard  serological  test;  and  that  applicants  for 
a marriage  license  present  a physician’s  certificate  stating 
that,  in  his  opinion,  the  applicants  were  not  affected  with 
syphilis,  or  if  so  infected,  not  in  a communicable  stage. 

H.  B 4.  Permitted  a cultist  to  practice  “any  method  of 
healing”  if  he  had  done  “special  research  work  therewith  or 
made  a special  study  thereof.” 

H.  B.  158.  Amended  the  present  law  regulating  boards  of 
trustees  for  county  hospitals  to  include  hospitals  of  any 
size.  This  bill  was  ardently  desired  by  the  Pierce  County 
delegation,  but  failed  of  passage. 

H.  B.  261.  Would  have  repealed  the  present  narcotic  drug 
act  and  enacted  what  was  called  the  uniform  narcotic  act. 

H.  B.  280  proposed  that  “No  person,  firm,  association  or 
corporation  shall  either  directly  or  indirectly  solicit,  con- 
tract, collect,  receive  or  transmit  compensation  for  services 
in  the  exercise  of  any  of  the  healing  arts,  nor  conspire, 
agree  or  attempt  to  do  any  of  said  acts,  except  for  and  on 
behalf  of  a principal  or  principals,  all  of  whom  are  duly 
licensed  under  the  laws  of  this  state  to  perform  such 
services.” 

H.  B.  387.  Would  impose  annual  license  fees  as  follows: 
Drugless  healers,  midwives  and  veterinarians,  $3 ; doctors 
of  medicine,  $5. 

H.  B.  482.  Relating  to  Optometry:  Amending  present  law 
to  permit  optometrists  to  use  the  title  “Doctor”  when 
followed  by  suffix  “optometrist”  Killed  in  Committee. 

H.  B.  461.  Relating  to  assistance  for  the  blind,  granting 
medical  aid  by  the  state. 

H.  B.  507.  Restricting  sale  of  unsafe  drugs  and  medi- 
cines by  itinerant  vendors. 


WOMAN’S  AUXILIARY 


Seattle,  Wash.,  March  24,  1939 

On  March  3,  the  mid-year  board  meeting  of  the  auxiliary 
was  honored  by  the  presence  of  Mrs.  Charles  C.  Tomlin- 
son, National  Auxiliary  President.  The  meeting  was  held  in 
Seattle,  and  was  presided  over  by  Mrs.  R.  E.  Ahlquist,  of 
Spokane,  State  Auxiliary  President.  At  the  no-host  luncheon 
on  Friday,  March  3,  Dr.  R L.  Zech  spoke  on  legislation, 
Dr.  Reid  Morrison  extended  greetings  as  former  president 
of  the  State  Medical  Association,  and  Dr.  H.  E.  Rhode- 
hamel,  present  state  president,  spoke  on  the  valuable  assist- 
ance which  the  auxiliary  gives  to  the  medical  association. 
Mrs.  Tomlinson,  National  President,  spoke  informally  but 
charmed  all  by  her  delightful  talk  and  her  inspiring  sug- 
gestions. 

In  the  evening,  the  King  County  Auxiliary  entertained 
at  dinner  at  the  Women’s  University  Club  in  honor  of 
Mrs.  Tomlinson,  and  most  of  the  out-of-town  board  mem- 
bers stayed  for  the  festivities.  Following  a brief  greeting 
by  Mrs.  Tomlinson  from  the  National  Auxiliary,  auxiliary 
members  and  their  husbands  enjoyed  an  evening  of  colored 
motion  pictures  of  the  Olympic  peninsula. 

The  mid-year  board  business  meetings  were  most  success- 
ful, and  there  were  many  inspiring  reports  of  work  accom- 
plished, given  by  the  state  officers,  chairmen  of  standing 
committees  and  the  county  presidents. 

This  month  emphasis  is  placed  in  all  auxiliaries  on  the 
work  of  the  cancer  education  committee,  which  works  with 
the  American  society  for  the  Control  of  Cancer,  and  with 
the  Women’s  Field  Army  of  the  Society.  Although  auxil- 
iary members  are  urged  to  cooperate  with  the  Women’s 
Field  Army,  we  are  guided  in  our  service  to  this  cause 
by  the  suggestions  of  the  A.  M.  A.,  and  our  local  medi- 
cal advisory  councils.  We  cooperate  willingly,  although  we 
feel  that  the  work  of  cancer  control  will  assume  more  im- 
portant proportions  if  lay  women  take  the  leading  role. 
County  auxiliaries  are  urged  to  have  one  program  each  year 
on  cancer  control,  and  to  lend  aid  to  local  lay  groups 
when  a desire  is  expressed  for  a program  on  cancer. 

Mrs.  E.  L.  Calhoun  of  Hoquiam,  chairman  of  the  cancer 
committee,  has  prepared  an  article  on  cancer  and  its  con- 
trol, constituting  the  midyear  report  of  the  cancer  pro- 
gram. It  is  an  informative  paper  concerning  cancer  and 
its  control. 

Mrs.  Souren  H.  Tashian, 
Publicity  Chairman. 


IDAHO 

ANNUAL  MEETING  IDAHO  STATE  MEDICAL  ASSOCIATION,  BOISE,  AUGUST  23-26 


MEDICAL  NOTES 


Legislative  Committee  Reviews  State  Hospitals.  A 
special  committee  of  the  state  legislature  has  investigated 
conditions  at  the  state  mental  institutions  at  Blackfoot 
and  Orofino,  the  state  industrial  school  at  St.  Anthony, 
the  state  institution  at  Lava  Hot  Springs,  and  the  deaf 
and  blind  school  at  Gooding.  In  general,  the  condition  and 
management  of  the  institutions  was  praised.  Recommenda- 


tions for  the  improvement  of  the  physical  plants  were 
made  in  a number  of  instances.  It  was  expected  that  im- 
provements and  modernization  will  follow  this  compre- 
hensive report. 

Changes  in  County  Health  Offices.  James  V.  Foley 
has  assumed  position  as  head  of  the  Bannock  County  health 
unit,  relieving  George  Bisschoff.  Dr.  Bisschoff  returns  to 
Boise  to  become  director  of  the  Maternal  and  Child  Wel- 
fare and  Crippled  Children’s  Divisions  of  the  Idaho  De- 
partment of  Health.  Bartholomew  Chipmans  of  Grange- 
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ville  has  been  reappointed  county  physician  and  health 
officer  for  Idaho  County.  A.  A.  Newberry  has  resigned  as 
Canyon  County  physician  and  will  move  to  Twin  Falls. 
W.  E.  Patrie  has  been  appointed  county  physician  for 
Bingham  County. 

County  Contracts  for  Hospital  Service.  Kootenai 
County  commissioners  entered  into  a ' contract  March  1 
with  Mrs.  Belinda  Arnold  to  provide  hospitalization  for 
needy  county  patients.  She  will  provide  service  of  a seven- 
teen bed  hospital  at  a fixed  monthly  rate. 

State  Board  Examinations.  State  Board  of  Medical 
Examiners  met  at  Boise  the  week  of  April  3.  Examina- 
tions were  conducted  April  4 and  S 

State  Board  Appointment.  Harley  Nelson  of  Rexburg 
has  been  appointed  to  the  Idaho  State  Board  of  Medical 
Examiners. 

Locations.  Dixon  Simpson,  formerly  resident  of  Cald- 
well, has  returned  to  that  city,  where  he  will  be  associated 
in  practice  with  G.  W.  Montgomery  Robert  E.  Staley  of 
Enumclaw,  Washington,  has  moved  to  Kellogg,  where  he 
will  be  associated  with  Glen  McCaffrey.  Herbert  J . 
Schwartz,  formerly  of  Ontario,  Oregon,  has  moved  to 
Challis. 

Location.  R.  E.  Staley  has  left  Enumclaw  and  will 
practice  in  Kellogg.  Idaho. 

Harold  E.  Dedman  who  has  been  doing  general  practice 
in  Boise  since  1929,  announced  the  limitation  of  his  practice 
to  gynecology  and  obstetrics,  beginning  February  1. 

Howard  M.  Chaloupka,  formerly  associated  with  J.  L. 
Stewart,  has  opened  offices  in  the  Eastman  Building,  Boise. 

County  Physician.  F.  F.  Horning,  of  Coeur  d’Alene, 
has  been  reappointed  county  physician  for  Kootenai  County. 


OBITUARIES 


Dr.  Wilfred  H.  Schltyler  of  Boise,  Idaho,  died  at  the 
Veterans’  Hospital,  that  city,  March  10,  aged  82.  He  had 
been  in  the  Hospital  for  several  years.  He  was  born 
in  Albany,  New  York,  September  13,  1857,  and  received 
his  medical  education  at  the  University  of  Illinois  College 
of  Medicine  at  Chicago,  graduating  in  1883.  He  practiced 
for  a time  in  Chicago  and  later  saw  service  with  the  United 
States  army  medical  corps  which  took  him  into  mining 
camps  of  the  west.  He  located  in  Idaho  in  1888.  He  estab- 
lished one  of  the  first  medical  laboratories  in  the  state  of 
Idaho  and  was  the  last  living  charter  member  of  Idaho 
State  Medical  Association. 

Dr.  Edouard  Thompson  Anderson,  formerly  of  Sand- 
point,  Idaho,  and  Spokane,  Washington,  died  at  his  home 
at  Corpus  Christi,  Texas,  Feb.  9,  aged  70.  He  was  a grad- 
uate of  Willamette  University  Medical  Department,  Salem, 
Oregon,  receiving  his  medical  degrees  in  1898.  He  practiced 
for  many  years  at  Sandpoint,  later  located  in  Spokane, 
and  twelve  years  ago  moved  to  Corpus  Christi. 


SOCIETY  MEETINGS 


KOOTENAI  COUNTY  MEDICAL  SOCIETY 
Pres.  Alexander  Barclay,  Jr.;  Secty.,  Alexander  Barclay 
March  meeting  of  Kootenai  County  Medical  Society  was 


held  at  the  Silver  Grill  Cafe,  Coeur  d’Alene,  March  11. 
Cleveland  J.  White,  James  K.  Stack,  and  Stanley  Gibson, 
members  of  the  staff  of  Northwestern  University  Medical 
School,  touring  Idaho,  presented  their  papers  on  skin 
diseases,  wrist  injuries  and  respiratory  diseases  in  children. 
Preceding  the  meeting  a free  clinic  was  held  at  the  Court 
House  by  the  speakers. 


NORTH  IDAHO  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  E.  Carssow 
Regular  meeting  of  the  North  Idaho  Medical  Society 
was  held  at  the  Lewis  Clark  Hotel,  Lewiston,  February 
15.  J.  D.  Kindschi  of  Spokane  discussed  “Syphilis  in 
Pregnancy”  and  R.  H.  Southcombe,  also  of  Spokane,  read 
a paper  on  “The  Newer  Treatments  in  Psychiatry.” 


POCATELLO  MEDICAL  SOCIETY 
Pres.,  D.  C.  Ray;  Secty.,  B.  C.  Eisenberg 
Special  meeting  of  the  Pocatello  Medical  Society  was 
held  at  the  Bannock  Hotel,  Pocatello,  March  6.  The 
three  members  of  the  staff  of  the  Northwestern  Medical 
School  who  toured  Idaho  early  in  March  gave  their  papers 
at  the  meeting.  Cleveland  J.  White  discussed  skin  diseases. 
James  K.  Stack  talked  on  injuries  of  the  wrist  and  Stan- 
ley Gibson  presented  recent  advances  in  the  treatment  of 
respiratory  diseases  in  children. 


SOUTH  SIDE  MEDICAL  SOCIETY 
Pres.,  L.  M.  Kelly;  Secty.,  H.  L.  Stone 
There  was  a special  meeting  of  South  Side  Medical 
Society  at  Twin  Falls,  Wednesday  afternoon  and  evening, 
March  8. 

James  K.  Stack,  Associate  Professor  of  Surgery;  Cleve- 
land J.  White,  Associate  Professor  of  Dermatology;  and 
Stanley  Gibson,  Associate  Professor  of  Pediatrics,  all  from 
Northwestern  University  School  of  Medicine,  were  guest 
speakers  of  the  meeting.  In  the  afternoon  Dr.  Stack  dis- 
cussed “Skeletal  Manifestations  of  the  Primary  Extra- 
Skeletal  Disease”;  Dr.  White  spoke  on  “The  Treatment  of 
Ringworm  Infections”;  and  Dr.  Gibson  on  “Diseases  of  the 
Respiratory  Tract.”  In  the  evening  Dr.  White  spoke  on 
“Management  of  Acneform  Eruptions  of  the  Face”;  Dr. 
Stack  on  “Management  of  Injuries  of  the  Wrist  and  Car- 
pus” ; and  Dr.  Gibson  on  “Surgical  Diseases  of  Childhood.” 
Each  paper  was  well  received  and  discussed  generally. 


SOUTHWESTERN  IDAHO  DISTRICT  MEDICAL 
SOCIETY 

Pres.,  F.  B.  Jeppeson;  Secty.,  W.  B.  Hannaford 
The  annual  spring  dinner  meeting  of  the  Southwestern 
Idaho  District  Medical  Society  was  held  at  Boise,  March 
9.  The  following  program  was  presented  through  the  cour- 
tesy of  the  State  Department  of  Public  Welfare,  Division 
of  Public  Health: 

“Diagnosis  and  Treatment  of  Diseases  of  the  Mouth,” 
Cleveland  White,  associate  professor  of  dermatology;  “Man- 
agement of  Injuries  of  the  Wrist  and  Carpus,”  James  K. 
Stack,  associate  professor  of  surgery;  “Behavior  Problems,” 
Stanley  Gibson,  associate  professor  of  pediatrics.  These  men 
are  from  the  faculty  of  Northwestern  University  School  of 
Medicine,  Chicago. 
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STATE  ASSOCIATION  ANNUAL 
MEETING 


Twin  Falls,  Idaho,  March  24,  1939. 

Let  us  look  ahead  to  August  23,  24,  25,  26  to  the  annual 
program  of  graduate  study  which  this  year  will  be  held  at 
the  Owyhee  Hotel,  Boise  The  University  of  Washington 
at  St.  Louis,  Missouri,  will  furnish  the  faculty.  And  this 
is  who  they  are: 

Medicine.  David  P.  Barr,  Professor  of  Medicine  and 
head  of  that  Department.  He  is  an  exceptionally  effective 
speaker.  He  is  a member  of  the  Board  of  Regents  of  the 
American  College  of  Physicians,  a member  of  the  Execu- 
tive Board  of  the  American  Board  of  Internal  Medicine, 
and  President  of  the  American  Association  of  Endocrinolo- 
gists. His  addresses  will  be  largely  in  the  field  of  endocrine 
disturbances. 

Surgery.  Nathan  Womack,  Associate  Professor  of  Sur- 
gery and  Director  of  the  Surgical  Pathological  Laboratories, 
and  Chief  of  the  surgical  unit  of  the  visiting  staff  of  the 
St.  Louis  City  Hospital.  He  is  a clear  and  effective  speaker 
and  his  subjects  will  be  chiefly  concerned  with  the  manage- 
ment of  various  malignancies. 

Franklin  E.  Walton,  Instructor  in  Surgery  and  Assistant 
Dean  of  the  School  of  Medicine.  He  is  an  experienced 
teacher  of  surgery  and  will  discuss  the  surgical  significance 
of  jaundice  and  will  speak  on  modern  trends  of  medical 
education. 

Obstetrics  and  Gynecology.  Otto  Schwarz,  Professor  and 
head  of  that  Department.  His  work  and  ability  is  doubtless 
known  to  you. 

Pediatrics.  Alexis  Frank  Hartmann,  Professor  and  head 
of  that  Department,  and  Physician-in-Chief  to  the  St. 
Louis  Children’s  Hospital.  He  is  also  perhaps  known  to 
you  as  an  exceptionally  clear  and  effective  speaker.  His 
topics  will  be  infant  feeding,  practical  application  of  paren- 
teral fluid  administration,  present  status  of  chemotherapy 
with  sulfanilamide  and  derivatives,  and  present  status  of 
prophylactic  and  immunizing  procedures  against  the  acute 
contagious  diseases. 

Radiology.  Sherwood  Moore,  Professor  and  head  of  that 
Department.  He  will  discuss  among  other  things  the  pres- 
ent day  methods  of  irradiation  of  malignant  surface  lesions, 
the  irradiation  treatment  of  carcinoma  of  the  uterus,  and 
the  hyperostoses  of  the  skull  and  the  associated  symptom 
complex.  He  is  one  of  the  codiscoverers  of  cholecystography 
and  has  also  aided  in  the  discovery  of  the  laminagraph. 

And  then  there  is  something  else.  More  than  175  mem- 
bers have  paid  their  1939  dues.  By  the  way,  these  dues  are 
$14.  If  you  are  not  on  the  paid  list,  you  will  be  welcomed, 
and  if  an  old  member  we  must  have  this  remittance  by 
June  1,  because  on  that  date  we  drop  all  unpaid  names 
and  there  should  be  none  on  the  dropped  list.  Many  new 
names  have  been  added  this  year,  a greater  number  of 
whom  are  young  men,  and  almost  100  per  cent  of  the 
young  men  coming  into  the  state  have  promptly  joined 
their  local  societies. 


MEDICAL  LEGISLATION 


BILLS  PASSED 

The ' following  bills  were  passed  by  the  twenty-fifth 
Idaho  legislative  session,  affecting  practice  of  medicine: 

SB-112.  Relating  to  management  of  county  hospitals  by 
providing  that  the  Board  of  County  Commissioners  must 
appoint  a hospital  board  of  control,  providing  for  the  man- 
ner of  appointment  for  the  first  board  in  counties  operating 
without  a board,  and  declaring  an  emergency. 

SB-71.  Providing  that  only  citizens  of  the  United  States 
may  make  application  for  examination  to  practice  medicine 
and  surgery  within  the  state  of  Idaho ; providing  that  stu- 
dents who  have  had  training  in  recognized  medical  colleges 
shall  be  allowed  to  perform  duties  as  internes  in  the  State 
Hospital  North,  State  Hospital  South,  State  School  and 
Colony,  or  in  any  hospital  under  supervision  of  the  medi- 
cal staff  without  said  interne  having  a license  to  practice. 

SB-101.  Creating  a Bureau  of  Industrial  Hygiene  in  the 
Department  of  Public  Welfare,  prescribing  duties  and  pow- 
ers, making  appropriation  for  administration  of  this  act, 
and  creating  an  emergency. 

SB-139.  Relating  to  tuberculosis  hospitalization  by  pro- 
viding standards,  definition  of  hospital,  condition  of  pa- 
tients, a petition  of  entrance,  and  salaries  of  specialists. 

SB-140.  Relating  to  advertising  of  noncontraceptive  and 
nonprophylactic  products  and  providing  for  revocation  or 
suspension  of  licenses  and  providing  for  arrest  of  violators, 
and  confiscation  of  illegal  stock. 

SB-1.  Creating  a Department  of  Public  Welfare,  combin- 
ing and  consolidating  Departments  of  Public  Welfare  and 
Public  Assistance,  creating  within  the  Department  a non- 
administrative  Board  of  Public  Welfare  appointed  by  the 
Governor,  and  creating  within  the  Department  a Commis- 
sioner of  Public  Welfare  and  creating  within  the  Depart- 
ment (a)  a Division  of  Public  Health,  (b)  a Division  of 
Public  Assistance. 

HB  399.  Making  appropriations: 


Public  Health  Administration  $ 70,932.13 

Tuberculosis  Hospitalization  43,600.00 

Soldiers  Home  16,000.00 

State  Hospital  North  200,009.00 

State  Hospital  South  231,751.00 

State  School  and  Colony  162,945.00 


HB-154.  Creating  a Board  of  Pharmacy,  prescribing  its 
officers,  powers  and  duties,  and  transferring  to  it  powers  and 
duties  of  the  Department  of  Law  Enforcement  in  respect 
to  regulation  of  Pharmacy  and  pharmacists. 

HB-239.  Prohibiting  payment  of  general  relief  to  any 
person  who  has  not  resided  in  Idaho  three  years  prior  to 
application  for  relief. 

HB-242.  Allowing  persons  to  enter  state  mental  hospi- 
tals for  feeble  minded  without  commitments. 

HB-247.  Occupational  disease  compensation  law,  provid- 
ing for  payment  of  compensation  to  workmen  or  dependents 
for  disability  or  death  from  occupational  diseases. 

BILLS  REJECTED 

HB-253.  Relating  to  examination  of  persons  seeking  li- 
cense to  marry,  providing  for  filing  of  certificate  of  li- 
censed medical  doctor  showing  such  person  to  be  free  from 
venereal  disease,  feeble  mindedness  and  insanity  before  such 
license  is  issued. 

HB-424.  Providing  for  the  establishment,  remodeling  and 
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equipment  at  Gooding  of  a state  hospital  for  care  and 
treatment  of  tuberculosis  patients;  providing  for  appropria- 
tion thereof  on  condition  that  there  be  donated  to  the  State 
of  Idaho  certain  Gooding  College  property  to  be  used, 
remodeled  and  equipped  as  a tuberculosis  hospital. 

HB-151.  Prohibiting  optometrists  from  using  the  prefix 
“doctor”  as  designation  of  the  title  in  any  advertisements  or 
signs. 

HB-20.  Prohibiting  the  use  of  the  terms  “doctor”  or  pro- 
fessor or  certain  other  terms  or  letters  by  anyone  not  li- 
censed to  practice  medicine  or  surgery  by  dentists,  osteo- 
paths, chiropractors  or  veterinarians. 


WOMAN’S  AUXILIARY 


Boise,  Ida.,  March  14,  1939. 

The  Boise  Auxiliary  sponsored  a no-host  dinner  for  the 
wives  of  the  members  of  the  Southwest  District  Medical 
Association  March  9 at  the  Hotel  Owyhee.  It  is  the  plan 


for  the  auxiliary  to  have  these  dinners,  whenever  the  doctors 
have  their  meetings.  This  first  meeting  proved  an  unusual 
success  because  of  the  unexpected  arrival  of  the  National 
President,  Mrs.  Chas.  B.  Tomlinson  of  Omaha,  and  the 
State  President,  Mrs.  F.  C.  Gibson  of  Potlatch.  Sixty  were 
present. 

An  interesting  bit  of  floor  show  was  furnished  by  a 
Basque  group  of  dancers.  Dr.  Cleveland  White,  of  North- 
western University  Medical  School  addressed  the  meeting 
on  the  subject  of  “Cosmetics.”  Dr.  Chas.  R.  Scott  of  the 
Nampa  School  for  Feebleminded  spoke  on  the  activities 
and  problems  of  his  school.  Mrs.  Tomlinson  gave  a most 
inspirational  and  informative  talk  on  the  duties  of  a doctor’s 
wife,  and  the  function  of  the  auxiliary.  Mrs.  Gibson  brought 
greetings  and  a few  words  of  welcome  to  the  meeting. 

Following  the  program,  the  company  adjourned  to  the 
balcony  of  the  hotel,  where  they  enjoyed  cards,  chinkerchex 
and  visiting  until  their  husbands  were  ready  to  take  them 
home.  Mrs.  Mary  Lee  Tremaine 

President  Boise  Auxiliary 


BOOK  REVIEWS 


Surgical  Treatment  of  Hand  and  Forearm  Infections. 
By  A.  C.  J.  Brickel,  A.B.,  M.D.,  Departments  of  Anatomy 
and  Surgery,  Western  Reserve  University.  With  166  text 
illustrations  and  35  plates  including  10  in  color.  300  pp. 
$7.50.  The  C.  V.  Mosby  Company,  St.  Louis,  1939. 

Infections  of  the  hand  and  forearm  may  result  in  the 
most  disabling  deformities.  Hence  this  volume  is  most 
valuable  to  the  surgeon  treating  such  cases.  The  first  hun- 
dred pages  are  devoted  to  anatomic  plates  of  hand  and 
forearm,  with  detailed  and  very  beautiful  illustrations  from 
the  cadaver,  followed  by  roentgenograms  of  radiopaque 
injections  of  hand  spaces.  These  remarkable  illustrations 
with  explanatory  text  offer  invaluable  information  as  to 
anatomy  of  the  hand,  of  which  many  medical  men  have 
shadowy  knowledge.  By  means  of  roentgenography,  fol- 
lowing injection  of  radiopaque  substances,  are  presented 
striking  demonstrations  of  tendon  sheaths  and  their  rela- 
tions to  various  bursae.  There  is  a discussion  of  general 
principles  of  hand  and  forearm  infections.  Clinical  cases 
are  cited  with  many  illustrations  of  existing  pathologic 
conditions  and  details  for  treatment.  There  is  a chapter  on 
human  bites  and  subsequent  infection  from  mouth  organ- 
isms, showing  the  devastating  results  which  may  follow. 
A chapter  on  the  medicolegal  aspects  of  hand  injuries 
should  be  available  for  every  one  dealing  with  treatment 
of  such  conditions.  This  warning  should  be  heeded:  “There 
is  no  such  thing  as  a trivial  cut  or  infection  in  the  hand.” 

H.  D.  Dudley. 


Surgical  Pathology  of  the  Diseases  of  the  Mouth 
and  Jaws.  By  Arthur  E.  Hertzler,  M.D.  Professor  of  Sur- 
gery, University  of  Kansas,  etc.  206  Illustrations.  248  pp. 
$5.  J.  B.  Lippincott  Co.,  Philadelphia,  Montreal,  London, 
1938. 

The  author  states  that  he  has  described  those  lesions  only 
which  he  himself  has  seen,  as  he  writes:  “I  have  travelled  a 
long  way  so  that  I conclude  that  what  I have  not  seen 
must  be  rare  and  it  is  fair  to  hope  that  the  majority  of  sur- 
geons will  live  a lifetime  without  seeing  them.”  One  of  the 
most  striking  features  of  the  book  is  a series  of  206  illus- 
trations, excellent  photographs  of  various  lesions  described 


in  the  text,  supported  in  many  instances  by  microphoto- 
graphs of  the  histopathology  involved. 

The  text  is  well  organized,  interestingly  written  and  con- 
cise. The  author  describes  over  eighty-six  different  lesions 
peculiar  to  the  mouth  and  jaws.  In  several  instances  simi- 
lar conditions  are  described,  but  due  to  their  location  the 
pathologic  and  surgical  aspects  change.  It  is  well  indexed, 
and  each  chapter  contains  a bibliography  of  reference  ar- 
ticles, which  it  is  admitted  were  picked  from  the  Cucumla- 
tive  Index  by  the  author’s  secretary  and,  therefore,  “if  they 
are  not  good  don’t  blame  him  as  he  has  not  read  them.” 

Rex  Palmer 


Drug  Addicts  are  Human  Beings.  The  Story  of  Our 
Billion  Dollar  Drug  Racket.  By  Henry  Smith  Williams, 
M.D.,  B.Sc.,  LL.D  With  a Statement  of  the  Narcotics  Prob- 
lem by  Hon.  John  M.  Coffee  of  Washington.  273  pp,  $2.50. 
Shaw  Publishing  Co.,  Washington,  D.  C.,  1938. 

This  book  deals  at  length  with  narcotic  addiction.  The 
author  states  that  China  and  the  United  States  are  the  only 
countries  in  the  world  where  the  use  of  narcotic  drugs  is  a 
social  and  economic  problem.  We  furnish  the  chief  market 
for  smuggled  narcotics.  This  illicit  traffic  dates  from  the  pas- 
sage of  the  Harrison  Narcotics  Law.  Since  it  is  a criminal 
offense  for  physicians  or  others  to  provide  drugs  for  addicts, 
the  field  of  the  peddler  who  deals  in  smuggled  drugs  is  limit- 
less. His  trade  is  fostered  by  selling  morphine  to  the  addict 
for  $1  a grain,  whose  manufacturing  costs  not  over  3 cents. 
The  author  describes  numerous  narcotic  clinics  which  func- 
tioned satisfactorily  in  various  states  in  controlling  addicts 
until  they  were  closed  by  federal  agents.  He  describes  pathetic 
and  tragic  incidents  of  upright  and  reputable  physicians 
who  have  been  sentenced  to  penitentiary  terms  as  criminals 
on  account  of  supplying  morphine  to  certain  addicts  for  no 
personal  remuneration,  but  simply  for  the  purpose  of  re- 
lieving their  distress.  The  author  believes  the  solution  of 
the  problem  lies  in  the  establishment  of  narcotic  clinics  to 
provide  legally  for  the  needs  of  the  addicts  and  the  destruc- 
tion of  the  billion  dollar  racket  on  the  part  of  peddlers, 
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which  is  the  chief  factor  in  establishing  and  promoting  drug 
addiction. 


Control  of  Conception.  By  Robert  Latou  Dickinson, 
M.D.,  F.A.C.S.,  Former  Clinical  Professor  Obstetrics  and 
Gynecology,  Long  Island  College  Hospital.  A Clinical  Medi- 
cal Manual  with  Numerous  Original  Illustrations  by  the 
Author.  Second  Edition,  390  pp,  $3.50.  The  Williams  & 
Wilkins  Co.,  Baltimore,  1938. 

The  author  does  not  discuss  the  ethics  or  morals  of 
birth  control,  the  acceptance  of  which  is  taken  for  granted. 
There  is  a discussion  of  the  physiology  and  chemistry  of 
contraception,  followed  by  a consideration  of  general 
measures  and  technic  of  control.  Much  consideration  is  paid 
to  the  subject  of  “safe”  periods.  “Evidence  which  must  be 
accepted  indicates  that  the  majority  of  women  ovulate  in 
the  middle  of  the  menstrual  cycle.  It  is  not  certain  that  every 
woman  ovulates  only  during  midcycle.  It  is  quite  improbable 
that  all  women  at  all  times  have  an  absolutely  sterile  period 
in  fixed  relation  to  the  menstrual  cycle.”  In  considering 
methods  of  limitation  of  pregnancy  the  condom  is  declared 
to  be  the  safest  and  most  reliable.  There  is  a discussion  of 
tampons,  diaphragms  and  caps,  intrauterine  stems  and  rings. 
This  book  presents  a thorough  and  sensible  discussion  of 
this  subject  without  propaganda  for  any  theories  or 
methods. 


Principles  of  Hematology.  By  Russell  L.  Huden,  M.A., 
M.D.,  Chief  of  The  Medical  Division  of  the  Cleveland 
Clinic,  etc.  With  100  illustrative  cases  and  155  illustrations 
including  169  original  photomicrographs  and  95  original 
charts  and  drawings.  348  pp.  $4.50.  Lea  and  Febiger, 
Philadelphia,  1939. 

During  the  past  decade  scientific  knowledge  of  anemia 
has  advanced  so  rapidly  that  few  physicians  aside  from 
special  students  of  the  subject  have  been  able  to  keep  well 
abreast  of  it.  This  advance  seems  to  be  temporarily  halt- 
ed or  at  least  slowed  to  a degree  where  it  seems  altogether 
fitting  that  new  summarizing  handbooks  and  texts  should 
appear,  with  good  chance  that  they  will  not  be  antiquated 
in  a short  time.  The  present  small  volume  should  fulfill  a 
purpose  of  bringing  up  to  date  the  knowledge  of  anemias 
for  physicians  who  have  not  had  opportunity  to  follow 
the  voluminous  literature  of  the  subject  in  recent  years. 
It  will  do  this  admirably  because  the  author  is  a master  at 
simple  exposition.  Almost  every  page  has  a diagram  or 
photomicrograph  to  illustrate  explanations  in  the  text 
which,  because  of  their  clarity,  might  well  need  almost  no 
illustration. 

Disorders  of  the  blood  other  than  anemia  are  likewise 
covered  in  this  volume  but  there  is  less  in  these  fields  that 
could  be  new.  There  are  no  colored  illustrations  so  that 
the  book  cannot  serve  as  an  adequate  substitute  for  a 
good  atlas  for  anyone  specially  interested  in  the  cytology 
of  blood  cells.  C.  R.  Jensen. 


Whitla’s  Dictionary  of  Treatment,  Including  Medical 
and  Surgical  Therapeutics.  Eighth  Edition.  By  R.  S.  Alli- 
son, M.D.,  M.R.C.P.  (Lond.),  Physician  with  Charge  of 
Out-Patients,  Royal  Victoria  Hospital,  etc.,  and  C.  A.  Cal- 
vert, M.B.,  B.Ch.,  F.R.C.S.I.,  Assistant  Surgeon,  Royal  Vic- 
toria Hospital,  etc.  1285  pp,  $9.00.  William  Wood  & Co., 
Medical  Division,  The  Williams  & Wilkins  Co.,  Baltimore, 
1939. 

Since  the  last  edition  of  this  work  treatment  has  under- 
gone so  many  changes  that  it  has  been  necessary  to  re- 
write it  entirely  to  bring  it  into  line  with  modern  require- 


ments. Under  the  supervision  of  its  editors  there  are  special 
contributors,  all  of  whom  are  members  of  the  Belfast 
School,  being  connected  with  medical  institutions  of  that 
city.  This  book  covers  the  whole  field  of  medical  and  sur- 
gical practice,  the  subjects  considered  being  arranged  alpha- 
betically beginning  with  abdomen,  injuries  to  the,  and  end- 
ing with  yellow  fever.  The  purpose  is  to  deal  with  each 
subject  from  the  viewpoint  of  the  general  practitioner.  At- 
tention is  directed  chiefly  to  consideration  of  main  prin- 
ciples of  treatment  and  to  remedies  which  have  undergone 
sufficient  trial  to  render  them  worthy  of  inclusion.  This  is  a 
comprehensive  volume,  confining  itself  to  therapy  of  all  the 
medical  and  surgical  conditions  encountered  by  the  aver- 
age practitioner. 


A Synopsis  of  Medicine.  By  Henry  Letheby  Tidy,  M.A., 
M.D.,  B.Ch.  (Oxon.),  F.R.C.P.  (Lond.),  Consulting  Physi- 
cian to  St.  Thomas’  Hospital.  Seventh  Edition,  Revised  and 
Enlarged.  1187  pp,  $6.00.  William  Wood  & Co.,  Medical 
Division  The  Williams  & Wilkins  Company,  Baltimore, 
1939. 

It  is  stated  that  “this  book  aims  at  providing  a synop- 
sis of  such  principles  of  medicine  as  are  of  importance  at 
the  present  time.”  Since  the  last  edition  in  1934  great  ad- 
vances have  been  made  in  knowledge  of  hormones  and  vita- 
mins. New  insulins  have  altered  treatment  of  diabetes.  The 
treatment  of  anemia  and  diseases  of  the  blood  have  ad- 
vanced. In  this  volume  many  additions  and  alterations 
appear.  The  subject  matter  is  treated  in  thirteen  sections, 
under  which  diseases  are  grouped  relative  to  bodily  systems 
and  allied  forms  of  disease.  Each  is  briefly  considered  as  to 
symptoms,  physical  signs,  diagnosis,  treatment. 


Oh  Doctor!  My  Feet!  By  Dudley  J.  Morton,  M.D., 
Associate  Professor  of  Anatomy,  College  of  Physicians  and 
Surgeons,  Columbia  University.  116  pp,  $1.50.  D.  Appleton- 
Centurv  Company,  Inc.,  New  York,  London,  1939. 

The  author  states  that  “the  foot  is  the  only  important 
organ  of  our  bodies  for  which  the  prevailing  ideas  of  care 
and  treatment  have  remained  practically  unchanged  for 
forty  years.”  This  book  presents  a series  of  friendly  conver- 
sations between  the  doctor  and  the  patient  regarding  feet. 
It  is  intended  primarily  for  laymen  but  likewise  contains 
suggestions  useful  to  the  practitioner.  It  does  not  deal  with 
problems  of  the  orthopedist.  The  author  discredits  the 
ballyhoo  about  shoes  as  relief  of  foot  troubles.  He  believes 
that  roentgen  examinations  offer  useful  information  in  some 
conditions,  but  their  value  has  been  much  overworked  in  an 
endeavor  to  impress  the  layman.  Emphasis  is  placed  on  rest 
and  exercises,  which  are  duly  explained. 


Chemical  Analysis  for  Medical  Students,  Qualitative 
and  Volumetric.  By  R.  E.  Illingworth,  Ph.D.,  B.Sc.,  Lec- 
turer in  Chemistry,  School  of  Medicine  of  the  Royal  Col- 
leges, Edinburgh,  152  pp,  $1.50.  William  Wood  & Co., 
Baltimore,  1938. 

The  purpose  of  this  volume  is  to  fill  the  need  which  has 
been  felt  for  the  requirements  of  the  medical  student  who 
normally  devotes  relatively  little  time  to  the  study  of 
chemistry.  The  text  is  divided  into  three  parts:  qualitative 
inorganic  analysis;  qualitative  organic  analysis;  volumetric 
analysis.  The  standard  procedures  for  chemical  analysis  are 
herein  presented  in  brief  form  in  a manner  easily  to  be 
absorbed  by  the  student. 
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ROUTE  9 SEATTLE 

Phone:  GLendale  1626 

Resident  Physician  Graduate  Nurses 


Established  by  private  endowment  for  the  treatment  of  tuberculosis,  the  Riverton  Sanatorium 
is  operated  on  a nonprofit  basis.  It  offers  modem  therapeutic  methods  as  well  as  comfortable 
accommodations. 

The  infirmary  and  steam  heated  cottages  are  situated  on  forty-five  acres  of  beautiful  grounds 
on  a wooded  slope  three  miles  south  of  Seattle. 

The  facilities  of  the  institution  are  available  to  physicians  who  wish  to  use  them  for  the  care 
of  their  private  patients. 
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An  effective  treatment  for 

TRICHOMONAS  VAGINITIS 


An  effective  treatment  by  Dry  Powder  Insufflation  to  be  sup- 
jlemented  by  a home  treatment  (Suppositories)  to  provide 
:ontinuous  action  between  office  visits.  Two  Insufflations, 
i week  apart,  with  12  suppositories  satisfactorily  clear  up 
he  large  majority  of  cases. 

IOHN  WYETH  & BROTHER,  INC.  • PHILADELPHIA,  PA. 


SILVER  PICRATE  — a crystalline  compound  of  silver  in  definite  chemical 
combination  with  Picric  Acid.  Dosage  Forms:  Compound  Silver  Picrate 
Powder  — Silver  Picrate  Vaginal  Suppositories.  Send  for  literature  today. 

SILVER  PICRATE  • Qfihfdk  • 
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The  New  International  Clinics.  Edited  by  George 
Morris  Piersol,  M.D.,  Professor  of  Medicine,  Graduate 
School  of  Medicine,  University  of  Pennsylvania,  Philadel- 
phia. Volume  I,  New  Series  Two,  312  pp,  $3.00.  J.  B.  Lip- 
pincott  Company,  Philadelphia,  Montreal,  New  York,  1939. 

The  purpose  of  these  volumes  is  to  present  clinics  and 
evaluate  reviews  of  current  advances  in  the  medical  arts. 
This  volume  contains  fifteen  contributions  with  reports  of 
two  clinics.  Among  the  subjects  considered  in  these  papers 
are  chronic  brucellosis,  review  of  gastroscopy,  hypopitui- 
tarism, abdominal  aortic  aneurysm.  These  are  suggestive  of 
the  subjects  discussed  which  cover  a wide  range  and  offer 
valuable  information. 


DEATH  RATE  OF  PNEUMONIA  WITH  PREGNANCY 
IS  HIGHER 

Pneumonia  complicated  by  pregnanscy  has  a much  higher 
death  rate  than  it  does  in  nonpregnant  women,  Maxwell 
Finland,  M.  D.,  and  Thomas  D.  Dublin,  M.D.,  Boston, 
point  out  in  The  Journal  of  the  American  Medical  .4sso- 
ciation  for  March  18.  It  accounts  for  about  one  death  in 
every  5,000  deliveries  and  is  the  cause  of  about  one  half  of 
the  maternal  deaths  not  directly  due  to  pregnancy. 

Drs.  Finland  and  Dublin  studied  the  incidence  of  pneu- 
monia in  pregnancy  at  the  Boston  City  Hospital.  About 
one  of  every  eight  women  of  child-bearing  age  who  had 
pneumonia  was  pregnant,  0.63  per  cent  of  all  women  ad- 
mitted during  pregnancy  or  for  delivery  had  pneumonia 
and  in  1.2  per  cent  of  all  the  cases  of  pneumonia  the  con- 
dition1 was  complicated  by  pregnancy. 

A study  of  212  cases  of  pneumonia  complicating  preg- 
nancy in  which  the  type  of  organism  causing  the  infection 
was  determined,  revealed  that  the  incidence  of  pneumococcic 
types  was  similar  to  that  found  in  all  cases  of  pneumonia 
in  adults.  The  authors  state  that  “the  types  for  which 
specific  antipneumococcus  serum  has  proved  effective  were 
the  most  frequent. 

“Blood  borne  infection  was  more  frequent  in  pregnancy 
than  in  all  cases  for  the  same  age  groups.  Likewise  the 
death  rates  were  higher  than  in  corresponding  cases  for  the 
same  age  group. 

“The  death  rates  were  highest  for  late  pregnancy  and  for 
women  whose  pregnancy  was  terminated  during  the  disease. 

‘“The  death  rate  for  all  the  serum  treated  patients  was 
almost  one  half  of  that  for  the  corresponding  nonserum 
treated  patients.  The  lower  death  rates  were  for  pneumonia 
complicating  both  early  and  late  pregnancy,  for  pneumonia 
after  delivery,  and  for  those  women  whose  pregnancy  was 
unaffected. 

“The  frequency  with  which  pregnancy  was  terminated 
did  not  seem  to  be  influenced  by  serum  treatment. 

“The  pneumonias  of  pregnancy  are  sufficiently  serious 
to  warrant  the  use  of  every  available  means  of  treatment, 
and  the  proved  efficacy  of  specific  serum  treatment  war- 
rants primary  consideration  in  those  cases  in  which  it  is 
applicable.” 

Their  paper  in  The  Journal  is  a preliminary  report,  based 
on  115  cases  of  pneumococcic  pneumonia  treated  with  uni- 
form doses  of  sulfanilamide,  forty  cases  with  Felton  serum 
and  ninety-four  controls  with  no  specific  treatment. 

The  death  rate  was  15.7  per  cent  for  the  group  of  pa- 
tients treated  with  sulfanilamide  and  30.8  per  cent  for  the 
controls.  The  death  rate  for  fifty-seven  patients  with  types 
I,  II,  V,  VII  and  VIII  pneumonia  treated  with  sulfanila- 
mide was  10.5  per  cent,  whereas  it  was  27.5  per  cent  for 
the  forty  patients  with  the  same  types  of  pneumonia  treated 
with  serum. 

Of  twenty-one  patients  with  pneumococci  in  the  blood 
stream  treated  with  sulfanilamide  seven  died,  of  twelve 
treated  with  serum  six  died  and  of  fifteen  controls  thirteen 
died. 

Some  adverse  reactions  due  to  sulfanilamide  treatment 
occurred.  In  5.2  per  cent  of  the  patients  treated  with  sul- 


fanilamide a severe  anemia  developed  and  in  an  additional 
18.2  per  cent  moderate  secondary  anemia,  influenced  by  the 
infection,  developed. 


CAUSES  OF  CORONARY  THROMBOSIS 

Although  overexertion  and  intense  emotional  stress  appear 
to  have  no  bearing  on  the  coronary  thrombosis  attack  it- 
self, they  are  directly  concerned  in  the  primary  causes  of 
the  condition  leading  up  to  the  attack,  Dr.  J.  C.  Paterson, 
Regina,  Sask.,  Canada,  states  in  The  Journal  of  the  Ameri- 
can Medical  Association  for  March  11. 

A coronary  thrombus  is  a blood  clot  in  an  artery  which 
shuts  off  the  supply  of  blood  to  the  heart.  From  autopsy 
studies  Dr.  Paterson  finds  that  the  clot  forms  gradually, 
possibly  taking  several  days  before  it  completely  obstructs 
the  artery.  Pointing  out  that  it  has  been  the  common  be- 
lief that  overexertion  or  intense  emotional  stress  has  a direct 
bearing  on  the  fatal  attack  of  coronary  thrombosis,  the 
doctor  says  his  findings  indicated  such  activities  are  merely 
coincidental. 

Sudden  and  temporary  increases  in  the  blood  pressure 
are  commonly  encountered  in  circumstances  of  unusual 
exertion  and  emotion.  The  autopsy  appearance  of  the  clots 
in  coronary  thrombosis  in  a series  of  fatal  cases  studied 
by  the  author  strongly  suggested  to  him  that  excessive  ex- 
ercise and  emotional  stress,  with  the  accompanying  rise 
in  blood  pressure,  are  intimately  concerned  in  the  produc- 
tion of  coronary  artery  thrombosis  but  apparently  have 
little  relationship  to  the  fatal  attack,  which  may  take  place 
several  days  later. 


VACCINE  FOR  WHOOPING  COUGH 

Either  complete  or  partial  immunity  to  whooping  cough 
was  produced  in  most  of  the  211  children  that  John  J. 
Miller,  Jr.,  M.  D.,  and  Harold  K.  Faber,  M.D.,  San  Fran- 
cisco, vaccinated  with  an  unwashed  phase  I vaccine,  they 
report  in  The  Journal  of  the  American  Medical  Association 
for  March  25. 

“The  prevention  of  whooping  cough  is  today  one  of 
the  main  problems  of  the  pediatrician  and  school  physi- 
cian,” the  authors  point  out.  “Isolation  of  the  patient  as 
a means  of  preventing  the  spread  of  this  disease  has  in 
general  been  ineffective.  The  nonspecific  character  of  the 
cough  during  the  catarrhal  stage — which  G.  M.  Lawson, 
M.D.,  Charlottesville,  Va.,  has  shown  is  the  most  infective 
period — makes  early  diagnosis  virtually  impossible.  A de- 
creased morbidity  and  mortality  from  whooping  cough — 
which  now  is  responsible  for  more  deaths  than  any  other 
epidemic  disease  with  the  exception  of  influenza — can  be 
expected  only  when  a potent  immunizing  agent  is  ob- 
tained.” 

The  research  of  the  two  men  was  carried  out  at  the 
Well  Baby  Clinic  of  the  Department  of  Pediatrics  at 
Stanford  University  School  of  Medicine. 

Discussing  the  results  of  their  vaccinations,  the  authors 
report  that  during  a follow-up  period  of  thirty-four 
months  there  were  twenty-nine  exposures  in  the  vaccinated 
group  followed  by  nine  cases  of  whooping  cough  and 
twenty  escapes.  During  the  same  period  thirty-two  expos- 
ures occurred  in  the  control  group  of  182  infants.  In 
twenty-nine  of  these  children  whooping  cough  developed 
and  three  escaped. 

Of  the  nine  cases  occuring  in  the  vaccinated  children 
only  three  were  typical.  In  these  instances  vaccine  had  been 
administered  fourteen  months  or  more  previously.  The 
other  cases  occurring  in  vaccinated  children  were  mild, 
atypical  or  questionable  attacks.  Of  the  twenty-nine  attacks 
occurring  in  the  control  children  three  were  severe  and 
twenty  were  typical.  In  the  six  others  the  attacks  were  mild 
or  questionable.  No  deaths  occurred  in  either  group. 

The  authors  believe  “that  annual  reinjection  with  a 
small  amount  of  vaccine  is  advisable.  Until  a test  of  im- 
munity against  whooping  cough  is  devised,  annual  or  at 
least  a biennial  reinjection  with  a fractional  dose  of  whoop- 
ing cough  vaccine  would  seem  reasonable.” 
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EDITORIALS 


BENEFIT  FROM  PUBLICITY 

During  recent  time,  when  the  matter  of  state 
medicine  has  received  much  publicity,  chiefly  from 
the  daily  papers  and  magazines,  the  medical  pro- 
fession has  been  the  focal  point  of  attack.  Phys- 
icians have  been  assailed  on  account  of  alleged 
neglect  and  indifference  to  those  inadequately  pro- 
vided with  medical  service.  They  have  been  pilloried 
as  devoted  to  the  promotion  of  selfish  interests  and 
neglectful  of  the  needs  of  the  underprivileged.  The 
great  accomplishments  of  scientific  medicine  and 
the  unrewarded  services  of  the  profession  as  a body 
have  been  overlooked  or  minimized  by  these  ful- 
some critics,  whose  purpose  has  seemed  to  be  to 
discredit  medicine  as  such  in  the  minds  of  the  pub- 
lic. As  is  often  observed  in  exaggerated  and  unwar- 
ranted criticisms  in  any  line  of  activity,  there  is 
often  noted  a reaction  as  time  goes  on,  when  true 
conditions  are  observed  and  presented  to  offset  pre- 
vious unjust  attacks.  Something  of  this  character 
is  presented  in  certain  publications  at  the  present 
time.  It  is  becoming  recognized  and  admitted  that 
inadequate  service  on  the  part  of  the  medical  pro- 
fession is  a secondary  factor  in  the  production  of 
ill  health  among  the  underprivileged. 

It  is  well  known  that  ethics  of  the  medical  pro- 
fession have  in  the  past  promoted  a preference  for 
obscurity  on  the  part  of  average  practitioners.  Even 
when  unjustly  attacked,  their  inclination  has  been 
to  seek  retirement  and  not  retaliate.  In  recent  time, 
however,  it  has  become  widely  recognized  that  it  is 
a duty  of  the  medical  profession  to  present  to  the 
public  a clear  and  comprehensive  review  from  time 
to  time  of  the  accomplishments  of  scientific  medi- 
cine and  an  explanation  of  what  conscientious  and 
upright  physicians  are  doing  to  promote  the  health 
of  individuals  and  the  community.  They  are  in  pos- 
session of  facts  unknown  to  laymen,  and  they  are 
alone  qualified  to  discuss  and  give  publicity  to  in- 
formation which  ought  to  be  of  common  knowledge. 

When  called  upon  to  do  their  part  in  promoting 
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publicity  in  behalf  of  public  health,  many  phys- 
icians excuse  themselves  on  account  of  lack  of  avail- 
able material  which  they  can  utilize  in  the  produc- 
tion of  public  addresses.  To  supply  the  demand  for 
such  information,  the  Bureau  of  Health  Education 
of  the  American  Medical  Association,  535  North 
Dearborn  St.,  Chicago,  has  available  material  which 
will  be  supplied  to  any  physician  who  applies  for  it. 
Each  of  our  state  medical  organizations  has  a com- 
mittee, whose  function  is  to  obtain  such  desired 
material.  Washington  State  Medical  Association,  for 
instance,  has  its  Committee  on  Public  Relations 
which  will  function  in  securing  such  material  when- 
ever called  upon  to  do  so.  If  one  contemplates  pre- 
paring a public  medical  address,  he  should  consult 
the  committee  of  his  state  association  that  is  in 
charge  of  this  activity. 

Herewith  is  published  the  list  of  subjects  obtained 
from  clippings  from  Hygeia  which  may  be  borrowed 
and  retained  for  ten  days,  the  only  cost  being  the 
paying  of  postage.  The  different  subjects  are  ob- 
tainable by  numbers  which  should  be  quoted  when 
ordering.  A borrower  is  requested  to  order  first, 
second  and  third  choices  of  subjects  desired.  Re- 
quests should  be  made  at  least  two  weeks  before 
time  of  scheduled  address. 


Subjects  Order  Numbers 

Anesthesia  - 330.1 

Anemia  92.1 

Animal  Experimentation  346.1 

Appendicitis  and  Laxatives 177.0 

Athletics  and  Exercise 318.1 

Blood  Transfusions  - 131.0 

Cancer  61.0 

Camps  for  Children 344.0 

Child,  Health  of  the  Preschool 401.2 

Child,  Health  of  the  School 401.1 

Child’s  Health  and  His  Future  Career,  The 291.0 

Colds  - IS  1.4 

Constipation  and  Cathartics 184.1 

Communicable  Diseases  47.1 

Crippled  Children  22S.O 

Deafness  121.1 

Diabetes  74.1 

Diet,  Watch  Your 302.4 

Doctors — City  and  Country 322.1 

Eyes,  Adult’s  120.1 

Eyes,  Children’s  120.2 

Family  Medicine  Chest,  The _ 327.1 

Feeding  of  Children 302.6 

First  Aid .. 349.0 

Flies  331.1 

Food,  Drug  and  Cosmetic  Racketeers 328.0 

Food,  Protection  of 302.7 

Gallbladder  - 180.1 

Goiter  - 81.1 

Growing  Old  Gracefully. 261.1 

Hair  and  Nails : 236.0 

Hay  Fever — Allergy — Idiosyncrasy 305.1 

Health  Examinations  319.1 

Health  Examinations  of  Children 319.2 

Healthy  Living,  Ten  Points  in 402.0 

Heart  Disease 150.1 

Hospitals - 342.0 

Industrial  Health  348.1 

Infant  Hygiene  251.0 


Infantile  Paralysis 16.0 

Insect  Pests,  Ridding  the  Household  of 331.1 

Insect  Parasites  and  Disease 

1.  Ticks,  Mites,  Lice,  Bedbugs 331.2 

2.  Mosquitoes,  Roaches,  Spiders 331.3 

Kidneys  194.1 

Leprosy  33.1 

Maternal  Hygiene 211.0 

Mates  or  Mismates  (Marriage) 426.0 

Medical  Advances,  Outstanding 338.1 

Mental  Hygiene — Adult  122.1 

Mental  Hygiene — Child  124.2 

Milk 337.1 

Narcotics  105.0 

Nursing  343.0 

Obesity  73.1 

Physical  Education 318.3 

Physical  Therapy,  X-Ray,  Radium 335.0 

Pioneers  of  Medicine..— 338.2 

Play,  Leisure  and  Recreation 320.1 

Pneumonia  154.1 

Posture  228.1 

Progress  in  Preventive  Medicine 338.0 

Public  Health  332.0 

Ringworm  233.1 

Rheumatism  72.1 

Safety  288.0 

Sex  Education  422.0 

Skin  238.0 

Sunshine  315.1 

Superstitions  333.1 

Syphilis  and  Gonorrhea 34.1 

Training  for  Athletics  and  Health 318.2 

Teeth  172.2 

Tonsils  and  Adenoids 171.0 

Tuberculosis  23.1 

Tuberculosis  in  Childhood 23.2 

Tuberculous  Physicians  23.3 

Vacations  320.2 

Ventilation  316.1 

Vitamins  302.2 

Worms  .'. 42.1 

Youth  124.3 


EMASCULATION  OF  PURE  FOOD  AND 
DRUGS  LAW 

For  many  years  the  rascality  and  deceptions  put 
over  on  the  public  on  the  part  of  manufacturers  of 
proprietary  and  patent  medicines  have  been  a scan- 
dal of  the  first  degree.  As  result  of  persistent  and 
faithful  efforts  on  the  part  of  many  advocates  of 
pure  food  and  drugs,  the  law  was  passed  which,  if 
administered  as  its  proponents  have  anticipated, 
would  do  much  to  suppress  the  manufacture  and 
sale  of  advertised  remedies  with  false  and  deceiv- 
ing claims.  One  of  the  outstanding  requirements  of 
the  new  law  is  the  publication  on  the  label  inform- 
ing the  purchaser  as  to  the  contents  of  the  product. 

This  new  law  will  not  go  into  effect  until  June  25, 
but  in  the  meantime  the  nefarious  purveyors  of 
remedies  intended  to  deceive  purchasers  have  in- 
dustriously introduced  proposed  legislation  to  viti- 
ate this  law.  Astonishing  as  it  may  seem,  a House 
bill  has  been  introduced  into  Congress,  specifying 
that  any  manufacturer  of  a proprietary  medicine 
would  be  exempt  from  this  label  publicity,  provided 
he  employed  a doctor  to  diagnose  and  prescribe  by 
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mail.  Sad  to  relate,  no  manufacturer  with  such  an 
evil  disposition  would  have  any  difficulty  in  secur- 
ing the  services  of  a legally  qualified  physician  to 
act  for  him  in  this  capacity.  It  is  to  be  hoped  that 
the  individuals  who  effectively  secured  the  passage 
of  the  Pure  Food  and  Drugs  Law  will  be  alert  to 
check  this  movement  which  would  emasculate  the 
bill. 


AMERICAN  COLLEGE  OF  PHYSICIANS 
MEETING 

The  American  College  of  Physicians  held  its 
twenty-third  annual  meeting  in  New  Orleans, 
March  27-31.  About  fifteen  or  twenty  members 
from  the  Pacific  Northwest  attended,  and  they  re- 
port a very  enjoyable  and  profitable  meeting.  The 
program  presented  a wide  variety  of  topics  and  it 
was  well  balanced.  The  afternoon  and  evening  pro- 
grams were  filled  with  formal  presentations  of  clin- 
ical observations  and  reports  of  research,  while  the 
mornings  were  devoted  to  round  table  discussions, 
lectures  and  numerous  clinics.  New  Orleans  is  one 
of  the  oldest  medical  centers  in  the  country  and 
there  is  a wealth  of  clinical  material.  The  medical 
schools  of  Louisiana  State  University  and  of  Tulane 
University  are  both  located  there.  Unfortunately 
the  new  building  of  the  Charity  Hospital  has  not 
been  completed  and  is  not  occupied,  but  the  clinical 
material  in  the  old  building  was  presented  in  an 
interesting  and  profitable  manner. 

Of  particular  interest  were  the  reports  of  progress 
in  the  treatment  of  pneumonia  with  antipneumococ- 
cus serum  and  sulfapyridine.  Endocrine  disturb- 
ances, vitamin  deficiencies,  cardiac  disorders,  dia- 
betes and  metabolic  disturbances,  and  various  less 
common  conditions  all  received  their  share  of  dis- 
cussion. Preceding  the  meeting,  short  intensive  post- 
graduate courses  were  sponsored  by  the  College  in 
various  medical  centers,  including  Baltimore,  Nash- 
ville, Chicago  and  St.  Louis.  These  were  well  at- 
tended and  such  postgraduate  courses  will  undoubt- 
edly continue  to  be  a valuable  activity  of  the  or- 
ganization. At  the  annual  convocation,  the  John 
Phillips  Memorial  medal  was  awarded  to  Dr.  Tom 
Douglas  Spies  for  his  work  on  treatment  of  pellagra 
with  nicotinic  acid. 

Aside  from  the  professional  viewpoints,  New  Or- 
leans is  a very  interesting  city.  Founded  over  two 
hundred  years  ago,  it  has  a rich  historical  back- 
ground. The  people  are  gracious  and  hospitable.  In 
all  respects  the  New  Orleans  meeting  was  delightful 
and  profitable  and  those  who  attended  will  long 
remember  it  with  pleasure. 


POSTGRADUATE  MEDICAL  LECTURES 
Much  emphasis  is  placed  every  year  on  postgrad- 
uate lectures  which  are  scheduled  in  many  cities  in 
all  parts  of  the  country.  Attention  is  called  at  this 
time  to  these  courses  of  lectures  which  are  offered 
for  the  benefit  of  the  profession  in  the  Pacific 
Northwest.  Vancouver  Medical  Association  an- 
nounces its  Summer  School  Clinics  to  be  delivered 
in  Vancouver,  B.  C.,  June  6-9.  The  University  of 
Washington  announces  its  twenty  - third  annual 
graduate  medical  course  to  be  delivered  on  the  uni- 
versity campus  July  17-21.  On  page  5 of  the  adver- 
tising section  will  be  found  announcements  of  these 
courses  of  lectures.  One  will  notice  the  variety  of 
subjects  covered  in  each  course,  and  the  well-known 
and  distinguished  members  of  the  profession  who 
compose  their  respective  faculties. 


FURTHER  PROOF  OF  SULFAPYRIDINE’S 
VALUE  IN  PNEUMONIA 

Additional  confirmation  of  the  apparent  effec- 
tiveness of  sulfapyridine,  a new  derivative  of  sul- 
fanilamide, in  carefully  controlled  treatment  of 
pneumonia  is  contained  in  a control  study  of  its 
use  in  infancy  and  childhood,  reported  in  The 
Journal  of  the  American  Medical  Association  for 
April  15  by  six  Cincinnati  researchers. 

Seventy  pneumonia  patients,  half  of  whom  re- 
ceived sulfapyridine,  were  studied  by  Armine  T. 
Wilson,  M.D.;  Arthur  H.  Spreen,  M.D.;  Merlin  L. 
Cooper,  M.D.;  Frank  E.  Stevenson,  M.D.;  Glenn 
E.  Cullen,  Ph.D.,  and  A.  Graeme  Mitchell,  M.D. 

They  report  that  “the  administration  of  sulfa- 
pyridine apparently  shortened  the  course  of  the 
pneumonia  by  approximately  three  to  four  days. 
The  fall  in  temperature  and  the  clinical  recovery 
were  significantly  earlier  in  the  sulfapyridine  group 
than  in  the  control  group. 

“Two  of  the  patients  in  the  sulfapyridine  group 
manifested  a course  apparently  uninfluenced  by 
the  drug;  two  other  patients  had  a relapse,  and  one 
had  a series  of  relapses  whenever  the  use  of  the 
drug  was  discontinued.  One  patient  in  the  control 
group  had  a relapse. 

“The  optimal  dosage  of  sulfapyridine  needs  fur- 
ther study.  Our  observations  indicate  that  a dosage 
which  secures  a level  of  free  sulfapyridine  in  the 
blood  of  approximately  4 milligrams  per  hundred 
cubic  centimeters  of  blood  is  therapeutically  ade- 
quate. 

“To  be  sure  adequate  dosage  is  being  given  it  is 
necessary  to  examine  the  blood  at  least  daily.” 
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PHYSICAL  DIAGNOSIS  IN  HEART  DISEASE* 
Edwin  E.  Osgood,  M.D. 

PORTLAND,  ORE. 

The  purpose  of  this  discussion  is  to  emphasize 
some  general  principles  and  to  describe  a number  of 
practical  points  in  physical  diagnosis  which  are 
often  overlooked.  Most  of  the  methods  were  learned 
in  Vienna  from  F.  Kovacs,  H.  Roesler,  W.  Neu- 
mann, D.  Scherf,  W.  Dressier,  K.  F.  Wenckebach 
and  H.  Winterberg. 

The  object  of  examination  of  the  heart  should  be 
kept  constantly  in  mind.  That  object  is  to  give  the 
examiner  a clear  picture  of  the  anatomic  site  of  the 
lesion,  the  nature,  stage  and  extent  of  the  path- 
ology, the  etiology,  the  nature  and  degree  of  func- 
tional incapacity,  and  the  character  of  the  rhythm. 
A satisfactory  diagnosis  should  be  stated  in  a man- 
ner similar  to  the  following:  Mitral  stenosis  and 
insufficiency  on  the  basis  of  healed  rheumatic  en- 
docarditis, producing  dilatation  of  the  left  auricle 
and  hypertrophy  and  dilatation  of  the  right  ven- 
tricle with  congestive  failure,  grade  2 B,  and  auricu- 
lar fibrillation. 

If  one  develops  the  habit  of  examining  specific 
structures,  the  logic  behind  each  test  is  evident, 
and  the  proper  amount  of  attention  is  more  likely 
to  be  given  to  each  phase  of  the  examination.  While 
auscultation  is  important,  many  physicians  do  not 
derive  as  much  information  as  they  should  from 
other  phases  of  the  cardiac  examination.  A complete 
diagnosis  can  usually  be  made  even  of  valvular 
lesions  without  the  stethoscope;  and  the  two  most 
common  causes  of  heart  disease,  hypertension  and 
atherosclerosis  of  the  coronary  arteries,  usually 
produce  no  murmurs. 

There  are  certain  general  principles  in  the  technic 
of  inspection,  palpation  and  auscultation  that  are 
worth  remembering.  Inspection  to  be  most  efficient 
must  be  specific.  In  other  words,  when  looking  at 
the  patient,  say  to  yourself:  Is  there  cyanosis?  Is 
it  diffuse  or  peripheral?  Is  there  clubbing  or  re- 
curving of  the  nails?  Is  there  pulsation  over  the 
precordium?  If  so,  what  is  the  total  area  occupied? 
Do  the  ribs  move  or  only  the  interspaces?  To  what 
chamber  of  the  heart  or  to  what  vessel  does  it 
correspond  in  location?  What  is  the  relationship  of 
this  pulsation  to  systole?  Is  it  double?  To  facilitate 
study  of  pulsation,  an  applicator  may  be  bent  at 

* From  the  Department  of  Medicine,  University  of  Ore- 
gon Medical  School. 

•Read  before  the  Forty-ninth  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Bellingham,  Wash.,  Aug. 
29-31,  1938. 


right  angles  and  fastened  with  adhesive  to  the  chest 
overlying  the  pulsation.  Then  a flash  light  held 
close  to  the  applicator  will  cast  a reflection  on  the 
wall  or  pillow  which  will  greatly  exaggerate  the 
motion  and  make  possible  the  separation  of  double 
and  single  pulsations  and  more  accurate  timing. 

In  palpation,  one  should  not  fail  to  detect  lower 
sternal  thrust,  thrills  or  alterations  in  the  character 
of  arterial  walls.  To  detect  pulsation  of  the  lower 
sternum,  place  the  heel  of  the  hand  over  the  lower 
left  border  of  the  sternum.  Easily  perceived  move- 
ment at  the  elbow  or  shoulder  joints  will  result  if 
there  is  pulsation. 

For  the  palpation  of  thrills  or  the  pulmonic  sec- 
ond sound,  the  thenar  eminences  below  the  three 
longest  fingers  seem  to  be  most  sensitive.  The 
patient's  position  should  be  so  changed  as  to  bring 
that  portion  of  the  heart  underlying  the  area  pal- 


Fig.  1.  Technic  of  feeling  radial  artery.  The  two  second 
fingers  have  been  placed  over  vessel,  compressing  it  firmly 
and  then  spread  apart,  permitting  the  first  two  fingers  to 
feel  vessel  wall. 

pated  as  near  as  possible  to  the  chest  wall.  The 
patient  should  be  instructed  to  exhale  so  as  to  re- 
move as  much  intervening  lung  tissue  as  possible. 

To  study  the  characteristics  of  the  arterial  wall 
without  being  confused  by  the  pulse  wave,  it  is  well 
to  place  the  second  fingers  of  each  hand  together 
over  the  radial  artery,  compress  it  until  the  blood 
is  squeezed  out,  and  then  separate  these  fingers  and 
palpate  the  vessel  wall  between  the  first  fingers 
( fig.  1 ) . A normal  radial  artery  is  not  palpable  when 
the  blood  is  thus  squeezed  out.  A rubber  tube  type 
of  thickening  is  typical  of  hypertensive  disease: 
rings  of  calcification  suggest  Monckeberg's  medial 
sclerosis;  and  patchy  irregular  plaques  indicate 
senile  atherosclerosis. 

Percussion  is  a fine  art  which  can  be  acquired 
only  by  much  practice,  but  even  this  practice  may 
lead  to  unsatisfactory  results  unless  the  principles 
underlying  accurate  percussion  are  kept  constantly 
in  mind.  The  objective  should  be  to  use  the  light- 
est stroke  which  will  send  vibrations  deep  enough 
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to  reach  the  structure  to  be  investigated  and  to 
have  the  duration  of  the  stroke  as  short  as  possible. 
Pressure  over  the  area  must  be  avoided  at  all  times 
since  this  would  damp  the  vibrations  and  produce  a 
node  instead  of  a point  of  maximum  vibration  under 
the  pleximeter  finger.  In  order  to  mark  the  loca- 
tion accurately  the  pleximeter  finger  should  be 
parallel  to  the  expected  line  of  dullness,  and  the 
plexor  finger  should  always  strike  the  junction  of 
the  nail  and  the  cuticle.  It  is  obviously  impossible 
to  lift  the  finger  rapidly  enough  to  get  a truly 
staccato  stroke,  so  the  principle  of  a bounce  is  used, 
throwing  the  completely  relaxed  plexor  finger  by 
a wrist  motion  at  the  pleximeter  finger.  To  secure 


Fig.  2.  Percussion  of  relative  and  absolute  cardiac  dull- 
ness. First,  locate  diaphragm  on  the  right  by  percussion 
along  dotted  arrow  which  is  outside  midclavicular  line  to 
avoid  a possibly  dilated  right  auricle.  Then  percuss  the 
two  curves  on  right  and  three  curves  on  left,  following  the 
sequence  of  numbers  of  arrows,  always  keeping  the  plexi- 
meter finger  at  right  angles  to  arrow  and  moving  it  in 
direction  of  arrow.  Then  percuss  absolute  cardiac  dullness 
as  described  in  the  text,  beginning  on  the  right  immediately 
above  level  of  diaphragm,  and  percuss  from  below  upward 
on  the  right  and  above  downward  on  the  left.  Outlines  il- 
lustrated indicate  normal  locations  of  relative  and  absolute 
dullness  in  relationship  to  sternum  and  interspaces. 

this  complete  relaxation  of  the  plexor  finger,  it  is 
well  to  shake  the  hand  with  the  fingers  loose  before 
beginning  to  percuss. 

Percussion  of  the  heart  outline  is  unsatisfactory 
unless  the  patient  is  lying  on  his  back.  Stand  on 
the  right  side  of  the  patient  and  move  the  plexi- 
meter finger  smoothly,  just  touching  the  skin,  in 
the  direction  of  the  arrows  in  figure  2,  in  the  order 
in  which  they  are  numbered,  keeping  this  finger 
always  at  right  angles  to  the  arrows.  Move  the 
plexor  finger  at  such  a rate  that  the  strokes  are 
about  a fingerbreadth  apart.  Strike  only  one  blow 
in  each  location.  Keep  the  ear  a constant  distance 
from  the  plexor  finger.  Mark  with  a skin  pencil 
exactly  in  the  middle  of  the  finger  when  dullness 
is  encountered.  Repeat  this,  marking  points  about 


one  centimeter  apart,  until  the  two  curves  on  the 
right  have  been  marked  out.  Then  stand  on  the 
left  side  of  the  patient  and  percuss  the  left  heart 
border.  Heavy  percussion  is  needed  on  the  right 
side  and  in  the  region  of  the  aortic  arch,  whereas 
lighter  percussion  is  satisfactory  for  the  two  lower 
curves  on  the  left.  Measurements  from  the  mid- 
line of  the  sternum  to  the  farthest  point  to  the  left 
and  the  farthest  point  to  the  right  should  be  made 
in  a straight  line,  not  around  the  curve  of  the  chest. 

The  plexor  stroke  should  always  be  vertical,  even 
when  well  around  the  left  side  of  the  thorax.  Using 
this  technic,  it  has  been  possible  in  a few  weeks 
to  teach  medical  students  to  percuss  the  heart  out- 
line to  within  a fingerbreadth  of  the  orthodiagram. 
In  comparing  with  the  orthodiagram,  however,  it  is 
important  that  the  diaphragm  be  at  the  same  level 
as  when  the  patient  was  reclining. 

To  percuss  the  absolute  cardiac  dullness,  vary 
the  force  of  the  stroke  over  the  right  lower  chest 
until  the  lightest  stroke  is  found  which  will  just 
give  pulmonary  resonance.  Keep  the  same  force  of 
stroke  and  move  the  pleximeter  finger  to  the  left, 
just  above  the  level  of  the  diaphragm  and  parallel 
to  the  midline  of  the  body,  until  dullness  is  en- 
countered. Repeat  at  progressively  higher  levels,  as 
shown  by  the  arrows  in  figure  2,  until  dullness  is 
no  longer  encountered.  Move  to  the  left  side  of  the 
body  and,  holding  finger  at  right  angles  to  the 
arrow's  shown  in  the  diagram  (fig.  2),  percuss  the 
left  margin  of  the  absolute  dullness.  Should  dull- 
ness be  encountered  to  the  right  of  the  sternum, 
percuss  down  the  sternum  from  above  with  the 
pleximeter  finger  held  at  right  angles  to  the  verti- 
cal line  of  the  body  because  a Kronig’s  step,  indi- 
cating right  ventricular  hypertrophy  (fig.  6)  or 
increase  in  area  of  absolute  cardiac  dullness  of  the 
form  indicating  pericardial  effusion  or  thickening 
(fig.  3)  may  be  present. 

During  auscultation  it  is  important  to  listen 
specifically.  At  each  point,  listen  first  for  the  char- 
acter of  the  first  sound,  then  for  the  character  of  the 
second  sound,  then  for  the  presence  of  a third 
sound  or  a reduplication.  Next,  ask  yourself:  Is  a 
murmur  present?  What  is  the  character  of  the 
sound?  What  is  its  point  of  maximum  intensity? 
What  is  the  total  area  over  which  it  may  be  heard? 
Remember  that  a murmur  merely  means  an  eddy 
in  the  blood  current  so  that  it  may  be  produced 
by  a decrease  in  the  viscosity  of  the  blood  as  in 
anemia,  a roughening  of  the  passages  as  from  the 
vegetations  of  acute  endocarditis  or  atherosclerosis 
of  the  aortic  wall,  by  a disparity  in  size  of  the  open- 
ing and  of  the  chamber  as  in  stenosis  of  a valve  or 
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Fig.  3.  Relative  and  absolute  cardiac  dullness  in  peri- 
cardial effusion  or  adherent  pericardium.  Normal  heart 
outline  is  indicated  by  dashes  for  comparison.  Note  pear- 
shaped  outline  and  great  increase  in  lower  curve  on  right 
with  on  both  the  right  and  left  a very  high  point  of  junction 
of  lower  curves  with  upper  curves.  Note  also  the  great  in- 
crease in  area  of  absolute  cardiac  dullness  and  its  oval 
outline  which  differentiates  it  from  a Kronig’s  step  (figs. 
6 and  9). 

Fig.  4.  Relationship  of  chambers  and  great  vessels  to 
anterior  surface  of  heart  and  to  cardiac  outline.  Note  that 
right  ventricle  forms  no  border  of  the  heart,  that  lower 
curve  on  the  right  is  the  right  auricle  and  upper  curve  on 
the  right  is  the  ascending  aorta.  In  children  it  may  be  a 
straight  line  and  constituted  by  the  edge  of  the  superior 
vena  cava.  Upper  curve  on  the  left  marks  aortic  arch. 
Middle  curve  on  the  left  is  made  up  above  of  pulmonary 
conus  and  artery  and  below  of  left  auricle,  while  lower 
curve  on  the  left  and  entire  apex  of  the  heart  is  made  up 
of  left  ventricle. 

Fig.  5.  Aortic  configuration.  Note  that  chief  deviation 
from  normal  outline  is  in  lower  and  upper  curves  on  the 
left  with  a slight  prominence  of  upper  curve  on  the  right. 
Absolute  cardiac  dullness  is  increased  to  left  but  not  to 
right.  This  configuration  means  dilatation  of  left  ventricle 


and  elongation  of  aorta  and  occurs  in  hypertension,  aortic 
insufficiency  and  aortic  stenosis. 

Fig.  6.  Mitral  configuration.  This  is  characterized  by 
filling  of  waist  or  middle  curve  on  the  left  without  much 
deviation  from  normal  outline  elsewhere.  The  shape  of 
absolute  cardiac  dullness  is  known  as  Kronig’s  step.  It  is 
easily  missed,  if  percussion  is  not  begun  immediately  above 
diaphragm.  It  signifies  dilatation  of  left  auricle,  pulmonary 
conus  and  pulmonary  artery  with  right  ventricular  hyper- 
trophy. It  occurs  only  in  mitral  stenosis  or  mitral  stenosis 
and  insufficiency.  Aortic  and  mitral  configuration  may  be 
combined,  when  both  types  of  lesions  are  present. 

Fig.  7.  Configuration  of  heart  in  diffuse  myocardial 
weakness.  Important  change  is  a marked  increase  in  lower 
curves  on  both  the  right  and  the  left. 

Fig.  8.  Cardiac  configuration  in  aneurysm  of  apex  of 
left  ventricle.  Important  change  is  an  increase  in  lower 
left  curve  but  with  main  protuberance  at  a point  other 
than  the  usual  site  of  apex. The  particular  configuration 
here  shown  may  also  occur  in  congenital  heart  disease 
with  extreme  hypertrophy  of  right  ventricle  so  that  the 
apex  is  formed  by  the  right  ventricle,  in  which  case  it  is 
called  cor  en  sabot.  In  this  case,  however,  the  absolute  car- 
diac dullness  would  show  a Kronig’s  step,  as  in  figures 
6 and  9. 


dilatation  of  the  aorta,  as  well  as  by  reversal  of 
flow  as  in  regurgitation. 

The  analysis  of  the  structures  involved  can  most 
conveniently  proceed  from  the  outside  toward  the 
inside,  beginning  with  the  pericardium,  then  the 
myocardium,  the  coronary  circulation,  and  finally 
the  endocardium  and  valves.  The  major  diseases  of 
the  pericardium  are  acute  fibrinous  pericarditis,  per- 
icarditis with  effusion  and  adherent  pericardium. 
A friction  rub,  which  is  increased  by  pressure,  is, 
of  course,  the  characteristic  sign  of  fibrinous  peri- 
carditis. In  pericarditis  with  effusion,  increased 
venous  pressure,  absence  of  precordial  pulsation, 
tachycardia,  a pear-shaped  relative  cardiac  dullness, 
and  a marked  increase  in  absolute  cardiac  dullness, 
shown  in  figure  3,  are  the  characteristic  signs.  The 
diagnosis  should  be  confirmed  by  needle  aspiration. 

Fibrous  adhesion  of  the  two  layers  of  the  peri- 
cardium may  or  may  not  be  associated  with  adhe- 
sions to  the  mediastinum  and  chest  wall.  If  not, 
the  signs  are  similar  to  those  described  for  pericar- 


dial effusion  with  the  addition  of  ascites  and  a 
chronic  course.  If  mediastinal  adhesions  and  ad- 
hesions to  the  chest  wall  are  present,  there  will  be 
no  alteration  in  the  area  of  absolute  cardiac  dull- 
ness on  deep  inspiration;  the  heart  may  be  very 
large;  there  is  often  systolic  retraction  of  the  ribs; 
and  the  position  of  the  heart  is  not  changed  by 
turning  the  reclining  patient  from  the  right  to  the 
left  side.  Broadbent’s  and  Wenckebach’s  signs  are 
of  confirmatory  value  if  present. 

The  myocardium  is  examined  to  determine  the 
presence  of  hypertrophy,  dilatation  or  myocardial 
weakness,  and  which  chamber  is  involved  (fig.  4). 
Uncomplicated  hypertrophy  does  not  significantly 
alter  the  size  of  the  heart,  since  the  maximum  in- 
crease of  thickness  of  the  ventricular  wall  is  rarely 
more  than  one  centimeter.  If  the  thumb,  placed 
over  the  apex  beat,  is  forcibly  pushed  away  even 
against  strong  pressure,  hypertrophy  of  the  left 
ventricle  is  present.  In  pure  left  ventricular  hyper- 
trophy the  apex  beat  is  localized  to  a small  area. 
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If  the  lower  sternum  pulsates,  right  ventricular 
hypertrophy  is  probably  present.  Less  commonly, 
funnel  chest  or  tumor  behind  the  heart  may  cause 
pulsation  of  the  lower  sternum.  The  force  of  the 
pulsation  is  roughly  proportional  to  the  degree  of 
hypertrophy.  Since  dilatation  does  increase  the  size 
of  the  chamber,  if  pericardial  effusion  or  thicken- 
ing is  excluded,  an  increase  in  either  of  the  two 
curves  on  the  right  or  the  three  curves  on  the  left 
of  the  cardiac  outline  indicates,  as  a rule,  dilatation 
of  the  corresponding  chamber  (fig.  4). 

Dilatation  of  the  aortic  arch  is  characteristically 
associated  with  the  lesions  that  produce  dilatation 
of  the  left  ventricle,  giving  rise  to  the  so-called 
aortic  configuration  (fig.  5)  which  occurs  in  hyper- 
tension and  aortic  insufficiency  or  stenosis.  Right 
ventricular  hypertrophy  is  most  commonly  due  to 
mitral  disease  so  that  there  is  associated  dilatation 
of  the  left  auricle  and  pulmonary  artery  with  re- 
sultant filling  of  the  waist  or  middle  curve  on  the 
left,  giving  the  shape  known  as  mitral  configuration 
(fig.  6).  Weakness  of  the  myocardium  gives  rise 
to  a diffuse  slapping  type  of  impulse,  if  any  is  pal- 
pable, and  to  an  increase  in  both  lower  curves  (fig. 
7),  if  the  weakness  is  diffuse,  or  to  a localized 
aneurysmal  increase  (fig.  8)  if,  as  in  much  rarer 
instances,  it  is  localized. 

Coronary  artery  disease  is  not  usually  detectable 
by  physical  examination,  but  in  persons  over  thirty- 
five  years  of  age  weakness  of  the  myocardium  is 
usually  due  to  coronary  artery  disease;  whereas, 
in  young  persons  weakness  of  the  myocardium  is 
usually  due  to  rheumatic  or  diphtheritic  myocar- 
ditis. Evaluation  of  the  coronary  circulation,  how- 
ever, must  depend  largely  on  the  history  and  elec- 
trocardiographic findings. 

A diagnosis  of  valvular  disease  is  usually  based 
chiefly  on  the  findings  on  auscultation.  However,  a 
correct  diagnosis  of  valvular  lesions  usually  can  be 
made  (except  during  the  first  five  weeks  of  the 
first  attack  of  acute  endocarditis)  without  the  aid 
of  a stethoscope,  although,  of  course,  the  stetho- 
scope should  be  used  to  confirm  the  diagnosis.  The 
combination  of  right  ventricular  hypertrophy  as 
determined  by  lower  sternal  pulsation,  a mitral 
configuration  of  the  heart  as  determined  by  per- 
cussion and  roentgenographic  examination,  and  a 
palpable  pulmonic  second  sound,  tested  with  one 
palm  on  the  apex  and  one  over  the  pulmonary 
area,  will  almost  always  mean  mitral  stenosis  and 
insufficiency,  and  a presystolic  thrill,  sharply  local- 
ized at  the  apex,  is  just  as  valuable  a confirmatory 
sign  as  the  corresponding  murmur. 

Movement  of  the  ear  lobes,  shaking  of  the  head 


or  even  of  the  bed,  by  aortic  pulsation,  a high  pulse 
pressure  with  low  diastolic  pressure,  left  ventricu- 
lar hypertrophy,  and  an  aortic  configuration  of  the 
heart  mean  aortic  insufficiency  with  rare  exceptions. 
A great  disproportion  between  a feeble  slow  rising 
pulse  beat  and  the  powerful  heaving  impulse  of  an 
hypertrophied  left  ventricle,  a heart  of  aortic  con- 
figuration, and  a systolic  thrill  in  the  aortic  area, 
transmitted  into  the  vessels  of  the  neck,  mean 
aortic  stenosis  with  rare  exceptions.  An  aortic  con- 
figuration with  extremely  forcible  apex  beat  with- 
out hypertension,  associated  with  systolic  and  dias- 
tolic thrills  at  the  aortic  area,  usually  means  aortic 
stenosis  and  insufficiency. 

A forcible  systolic  pulsation  in  the  veins  of  the 
neck  with  enlarged  tender  pulsating  liver  and  a 
great  increase  in  the  lower  curve  on  the  right,  with 
little  shortness  of  breath  in  proportion  to  the  great- 
ly elevated  venous  pressure,  usually  mean  relative 
or  organic  tricuspid  insufficiency.  Right  ventricular 
hypertrophy,  diffuse  cyanosis,  and  clubbed  fingers, 


Fig'.  9.  Configuration  of  heart  in  congenital  heart  dis- 
ease of  the  type  associated  with  hypertension  in  pulmonary 
artery,  most  commonly  patent  ductus  Botalli  or  the  tet- 
rology  of  Fallot.  Note  the  Kronig’s  step  in  absolute  cardiac 
dullness,  indicating  right  ventricular  hypertrophy,  and 
great  increase  in  upper  half  of  middle  curve  on  left,  due 
to  dilatation  of  pulmonary  conus  and  first  part  of  pul- 
monary artery  without  dilatation  of  left  auricle. 

without  filling  of  the  waist  or  much  shortness  of 
breath,  usually  mean  obstruction  in  the  pulmonary 
circuit  or  pulmonic  stenosis. 

A systolic  thrill  in  the  third  left  interspace  near 
the  sternum  means  pulmonic  stenosis  rather  than 
fibrosis  or  emphysema  of  the  lungs.  Pulmonic  sten- 
osis is  rare  and  is  usually  due  to  a congenital 
anomaly.  It  is  often  associated  with  an  interven- 
tricular septum  defect  in  which  case  the  condition 
is  spoken  of  as  the  tetralogy  of  Fallot.  Right  ven- 
tricular hypertrophy  and  a very  prominent  pul- 
monary conus  and  artery  (fig.  9),  associated  with 
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an  easily  palpable  diastolic  thrill  in  the  left  third 
interspace,  usually  mean  pulmonic  insufficiency.  The 
same  findings  but  associated  with  continuous  thrill 
and  murmur  with  systolic  accentuation  in  the  third 
left  interspace  usually  mean  patent  ductus  Botalli. 

The  typical  murmurs  of  these  valvular  lesions 
are  well  known,  but  the  errors  into  which  the  steth- 
oscope may  lead  one  are  not  so  well  known.  A sys- 
tolic murmur  at  the  apex  or  pulmonic  area  is  so 
common  in  healthy  hearts  that,  unless  there  is  evi- 
dence in  the  form  of  fever,  increased  sedimentation 
rate,  joint  symptoms,  etc.,  of  an  active  rheumatic 
infection,  it  should  be  disregarded  in  one’s  thinking, 
except  to  indicate  a thorough  search  for  signs  of 
myocardial  hypertrophy  or  dilatation.  Organic 
mitral  regurgitation  is  so  rare  that  it  is  safer  not 
to  make  such  a diagnosis. 

A systolic  murmur  at  the  aortic  area  is  usually 
not  due  to  aortic  stenosis  but,  in  order  of  frequency, 
to  atherosclerosis  of  the  aortic  wall  with  roughen- 
ing; to  atherosclerosis  of  the  aortic  valves,  increas- 
ing their  rigidity  but  not  producing  true  stenosis; 
to  dilatation  of  the  aorta  from  syphilitic  aortitis 
or  senile  ectasia;  or  to  syphilitic  aortic  insufficiency 
without  stenosis;  and,  least  often,  to  rheumatic  or 
calcific  stenosis. 

In  patients  with  severe  anemia,  since  the  de- 
creased viscosity  of  the  blood  may  lead  to  pro- 
duction of  almost  any  type  of  murmur,  it  is  prob- 
ably safer  to  disregard  all  murmurs  in  interpreta- 
tion of  the  status  of  the  heart  and  make  the  diag- 
nosis entirely  on  the  other  criteria  mentioned.  The 
most  dependable  murmurs  in  diagnosis  are  the  pre- 
systolic  and  middiastolic  murmurs  of  mitral  stenosis 
and  the  decrescendo  diastolic  murmur  of  aortic 
insufficiency.  The  diastolic  murmur  of  aortic  in- 
sufficiency begins  immediately  after  the  second 
sound,  while  the  mitral  diastolic  murmur  is  sep- 
arated from  the  second  sound  by  a pause,  so  they 
are  easily  distinguished  from  each  other. 

Even  these  murmurs,  however,  may  be  simulated, 
the  mitral  diastolic  by  the  Austin  Flint  murmur, 
and  the  aortic  diastolic  by  the  Graham  Steel  mur- 
mur. Therefore,  the  right  ventricle  must  be  hyper- 
trophied and  the  waist  of  the  heart  filled  to  justify 
a diagnosis  of  mitral  disease,  if  aortic  insufficiency 
is  present,  and  the  left  ventricle  must  be  hyper- 
trophied and  the  pulse  pressure  increased  to  justify 
a diagnosis  of  aortic  insufficiency  in  the  presence 
of  a mitral  valve  lesion. 

The  determination  of  the  presence  of  congestive 
or  anginal  failure  depends  largely  on  the  history, 
but  increased  venous  pressure,  rales  at  the  bases  of 
the  lungs;  and  dependent  edema  are  signs  of  con- 


gestive failure.  Of  these,  the  increased  venous  pres- 
sure is  the  earliest  and  most  important  sign  but  un- 
fortunately that  most  often  overlooked.  Many  me- 
chanical devices  for  determining  venous  pressure 
have  been  devised,  but  for  practical  clinical  pur- 
poses, adjusting  the  back  rest  until  the  point  of 
collapse  of  the  veins  of  the  neck  is  readily  visible 
and  measuring  the  vertical  height  of  this  above  the 
right  auricle  is  satisfactory. 

Although  the  electrocardiogram  is  the  most  ac- 
curate method  of  recognizing  the  cardiac  rhythm, 
anyone  who  understands  the  various  arrhythmias 
can  correctly  diagnose  most  of  them  without  its  aid. 
The  most  useful  procedure  in  studying  rhythm,  in 
my  experience,  is  to  feel  the  pulse,  listen  to  the 
apex  beat,  and  look  at  the  veins  in  the  neck  at  the 
same  time.  The  level  of  the  back  rest  should  be  so 
adjusted  that  the  venous  pulse  is  readily  visible. 
Normally,  the  major  collapse  in  the  venous  pulse 
coincides  with  systole. 

In  auricular  fibrillation,  the  most  important 
arrhythmia,  the  radial  pulse,  apex  beat,  and  venous 
pulse  are  all  absolutely  irregular  in  force  and 
rhythm,  and  waves  synchronous  with  systole  occa- 
sionally appear  in  the  veins  of  the  neck  instead  of 
the  normal  collapse  with  systole.  If,  because  of  a 
very  fast  or  a very  slow  rate,  uncertainty  is  still 
present  about  fibrillation,  the  question  may  be 
settled  while  taking  the  blood  pressure.  If,  when  the 
pressure  in  the  cuff  is  released  only  an  occasional 
beat  is  heard  at  first,  more  and  more  becoming 
audible  over  a considerable  range  as  pressure  is 
allowed  to  drop  further,  auricular  fibrillation  is 
present. 

Differentiation  of  dropped  premature  beats  from 
heart  block  is  simple,  although  in  each  a pause  is 
noted  in  the  rhythm  of  the  pulse.  During  this  pause, 
if  an  early  first  sound  is  heard  followed  by  a longer 
pause;  thus,  lub-dub-lub  — lub-dub,  it  is  a prema- 
ture beat. 

If  a pause  in  the  heart  sound  corresponds  to  the 
pause  in  the  pulse,  it  is  partial  auriculoventricular 
block.  If  a systolic  wave  in  the  venous  pulse  coin- 
cides with  the  premature  beat,  it  is  of  ventricular 
rather  than  auricular  origin.  A heart  rate  of  less 
than  forty-five  with  occasional  systolic  waves  in 
the  venous  pulse  means  complete  heart  block. 

Auricular  flutter  may  be  differentiated  from  sinus 
tachycardia  with  a rate  of  120-140  per  minute  by 
failure  to  produce  a change  in  rate  with  exertion 
and  the  occasional  decrease  to  one-half  the  former 
rate  on  vagus  pressure.  The  sudden  onset  and  cessa- 
tion of  a faster  rate,  about  180  to  200,  is  charac- 
teristic of  attacks  of  paroxysmal  tachycardia. 
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MASSIVE  DOSES  OF  FOREIGN  PROTEIN 
IN  INTRAOCULAR  INFECTION* 
Richard  S.  Fixott,  M.D. 

PORTLAND,  ORE. 

Though  the  first  use  of  foreign  protein  in  general 
medicine  dated  back  to  the  rise  of  bacteriology  and 
vaccine  therapy,  it  was  1916  before  its  reported  use 
in  ophthalmology.  At  that  time  Miller  and  Lusk  re- 
ported favorably  on  the  use  of  typhoid  vaccine  in 
treatment  of  iritis,  and  consistently  since  then  this 
has  been  a common  form  of  foreign  protein  used 
in  treatment  of  intraoculaf  infections. 

Ordinarily  the  intravenous  dosage  of  typhoid 
vaccine  recommended  is  from  10,000,000  to  40,000- 
000  organisms  to  begin,  increasing  at  forty-eight 
to  ninety-six  hour  intervals  until  100,000,000  to 
500,000,000  organisms  are  being  given,  if  neces- 
sary. We  have  used  typhoid  vaccine  for  some  time 
according  to  this  general  schedule  and  have  felt  that 
in  most  cases  of  uveitis  its  administration  as  a 
routine  procedure  advisable.  Hence,  in  February  of 
this  year,  we  ordered  15,000,000  organisms  intra- 
venously on  the  two  cases  we  are  reporting.  Through 
a misunderstanding  as  to  dilution,  cc.  of  the 
stock  vaccine  was  given  intravenously  to  each  pa- 
tient. This  initial  dose  contained  500,000,000  ty- 
phoid organisms,  and  within  a short  time  the  error 
was  discovered,  but  under  the  circumstances  little 
could  be  done  save  to  treat  the  developments  as 
they  occurred. 

Case  1.  Mr.  M.  G.,  married,  age  38,  seen  first  at  Oregon 
City  shortly  after  he  had  been  injured  in  a premature  dyna- 
mite explosion  February  15,  1938.  Numerous  foreign  par- 
ticles (dirt  and  rock)  peppered  his  face  in  general,  and  one 
piece,  about  3 mm.  by  1.5  mm.  had  penetrated  the  right 
cornea  near  the  limbus  and  was  lying  on  the  iris.  This  was 
removed  through  the  corneal  wound  within  six  hours  of  the 
time  of  the  accident,  but  despite  treatment  symptoms  of 
iritis  appeared. 

On  February  22  the  patient  was  given  the  above  dose  of 
vaccine  at  12:15  p.m.  At  3:00  p.m.  his  temperature  was 
103.8°  and  sponging  was  ordered.  His  temperature  remained 
at  this  level  for  an  hour,  then  dropped  to  100.4°  by  7:00 
p.m.  There  was  a short  secondary  rise,  then  a gradual  fall 
to  normal  within  thirty-six  hours.  The  patient  was  not 
irrational,  but  was  very  nauseated  and  restless  for  twenty- 
four  hours.  Despite  this,  within  that  time  he  ceased  com- 
plaining of  eye  pain,  and  an  examination  on  the  morning 
of  February  23  showed  the  haziness  of  the  anterior  cham- 
ber had  completely  cleared  and  the  cornea  as  bright  as  any 
healthy  cornea.  When  last  seen,  four  months  later,  vision  in 
that  eye  was  20/30. 

Case  2.  Miss  M.  F.,  age  91.  An  Elliott  trephine  operation 
had  been  done  on  her  left  eye  in  1935.  She  was  seen  at  the 
office  February  19,  1938,  with  severe  conjunctivitis  in  this 
left  eye.  Within  forty-eight  hours  the  infection  had  pene- 

*  Read  before  the  Sixty-fourth  Annual  Meeting  of  State 
Medical  Society,  Timberline  Lodge,  Ore.,  Aug.  24-27,  1938. 


trated  the  trephine  bleb  so  that  on  February  22  there  was 
a definite  uveitis,  with  a thin  pupillary  membrane  and  small 
hypopyon.  She  was  immediately  hospitalized.  Physical  ex- 
amination on  admission  showed  generalized  arteriosclerosis, 
irregular  cardiac  rhythm,  but  a patient  alert  and  generally 
well  for  her  age. 

At  1:30  p.m.,  February  22,  she  received  the  above  men- 
tioned initial  dose  of  typhoid  vaccine.  Within  an  hour  she 
was  irrational  and  uncooperative,  and  by  5:00  p.m.  her 
temperature  had  risen  to  105.2°  (rectal).  It  dropped  to  103° 
by  9:00  p.m.  and  100°  by  7:00  a.m.  on  February  23.  After 
a secondary  rise  to  101°  it  gradually  returned  to  normal  by 
the  evening  of  February  24,  a period  of  about  fifty-one 
hours.  Probably  due  to  her  age,  the  entire  reaction  occupied 
a somewhat  longer  time  than  in  case  1.  At  any  rate,  the 
patient  was  irrational  at  intervals  until  February  26.  In 
this  case  the  intraocular  inflammation  was  definitely  de- 
creased within  twenty-four  hours,  and  the  anterior  chamber 
completely  clear  and  the  cornea  bright  on  February  26.  Her 
vision  in  this  eye  when  last  seen  was  20/30  plus,  the  same 
as  it  had  been  before  the  infection  developed. 

It  is  impossible  to  state  that  these  cases  offer 
evidence  in  favor  of  giving  such  large  initial  doses 
of  vaccine.  While  the  end-result  in  both  these  cases 
was  a happy  one,  any  ophthalmologist  can  point  to 
cases  in  which  a much  smaller  dose  produced  an 
equally  intense  or  even  dangerous  systemic  reaction. 
Until  our  experience  with  these  cases  we  were  in- 
clined to  believe  that  the  severity  of  the  shock  was 
in  direct  relation  to  the  effect,  and  that  the  fever 
produced  by  the  injection  was  the  symptom  by 
which  we  could  best  determine  that  a reaction  suf- 
ficiently intense  was  being  produced. 

These  cases  interest  us  in  that  they  seem  more 
to  substantiate  the  hypothesis  supported  by  A.  L. 
Brown  of  Cincinnati,  i.e.-  that  the  reason  for  bene- 
ficial action  with  foreign  protein  is  an  “interfering 
action”  on  the  infected  uveal  tract  by  the  heterolo- 
gous antibody  produced.  His  experimental  evidence 
illustrating  the  quantitative  effect  of  these  anti- 
bodies, for  instance,  shows  that  with  a blood  titer 
of  as  high  as  1:480,  he  obtains  a titer  in  the  aqueous 
of  only  1:2  or  1:4.  By  repeated  paracentesis  of  the 
anterior  chamber,  he  is  able  to  markedly  increase 
the  antibody  titer  in  the  aqueous  and  get  corre- 
spondingly better  results.  It  seems  to  us  that  in  the 
present  instance  it  is  possible  the  massive  initial 
dose  of  vaccine  likely  produced  such  an  intense 
antibody  response  that  in  some  manner  the  filtration 
barrier  to  the  antibody  was  sufficiently  broken  down 
as  to  allow  a higher  titer  in  the  aqueous  humor  and 
thus  produce  a favorable  outcome. 

CONCLUSION 

Two  cases  of  uveitis  given  unusually  large  initial 
doses  of  stock  typhoid  vaccine  with  rapid  resolution 
of  the  infection. 
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LESIONS  OF  THE  TONGUE* 

D.  V.  Trueblood,  M.D. 

SEATTLE,  WASH. 

Our  predecessors  in  medicine  made  it  a definite 
point  to  examine  the  tongue.  The  clinical  interpre- 
tations which  they  obtained  from  such  an  exercise 
are  probably  lost  to  us.  Not  equipped  with  instru- 
ments of  precision  or  supported  by  laboratories, 
they  were  forced  to  make  more  use  of  their  ears, 
eyes  and  hands.  Most  of  us  are  in  the  habit  of  push- 
ing the  tongue  out  of  the  way  in  order  that  the 
tonsils  and  throat  may  be  examined.  Very  little 
time  is  required  to  make  a thorough  inspection  or 
examination  of  the  tongue.  It  should  be  done  more 
often.  Frequently  an  abnormal  condition  is  found, 
of  which  the  patient  is  not  aware. 

When  one  establishes  a routine  procedure  for 
tongue  examination,  it  becomes  very  simple.  Mine 
is  as  follows:  with  a good  light,  a finger  cot  on  the 
index  finger  of  each  hand, 
and  with  the  patient’s 
tongue  relaxed  in  his  open 
mouth,  one  can  palpate 
the  floor  of  the  mouth  on 
each  side  and  the  inter- 
vening tongue  muscles. 

Next,  by  placing  one  fin- 
ger in  the  floor  of  the 
mouth  and  the  other  on 
the  top  of  the  tongue, 
each  lateral  half  can  be 
palpated.  Having  the  pa- 
tient hold  the  tongue  out 
with  a gauze  permits  one 
to  inspect  and  palpate  the 
posterior  portion,  includ- 
ing the  tonsils.  If  the 
tongue  is  palpated  when 
the  patient  is  protruding 
it,  the  stiffened  muscles  make  it  difficult  to  be  sure 
of  abnormalities  which  may  be  below  the  surface. 

One  of  the  commonest  important  changes  that 
appear  on  the  tongue  is  leukoplakia.  It  is  a piling 
up  of  superficial  epithelium  to  such  a degree  that 
the  capillary  bed  underneath  is  prohibited  from 
showing  its  normal  color.  Often  the  patient  is  un- 
aware of  its  presence,  it  being  found  either  by  the 
dentist  or  the  physician.  Syphilis  is  a cause;  con- 
sequently, a Wassermann  should  be  obtained  in 
every  case.  If  positive,  treatment  is  instituted.  But, 

♦Read  before  the  Annual  Meeting  of  Seattle  Surgical 
Society,  Seattle,  Wash.,  Jan.  20-21,  1939. 

The  writer  wishes  to  thank  Mr.  Martin  Baker  for  his 
excellent  photographic  work. 


that  the  two  may  coexist  is  seen  in  figure  1,  in 
which  a positive  Wassermann  had  been  obtained 
years  before.  The  patient  had  received  extensive 
treatment  with  apparently  no  change  in  his  tongue. 
Again,  leukoplakia  may  pile  up  to  great  thickness, 
as  visualized  in  figure  2.  Biopsy  of  this  tongue 
proved  the  presence  of  cancer.  In  addition  to  the 
tongue  disease  there  was  a carcinoma  of  the  larynx, 
too  extensive  for  other  than  palliative  therapy. 

Other,  and  probably  more  common,  causes  of 
leukoplakia  of  the  tongue  are  bad  teeth,  poor  dent- 
istry and  excessive  smoking.  Often  the  etiology  re- 
mains hidden.  This  changed  epithelium  should  not 
only  be  watched  but  palpated.  If  these  areas,  despite 
treatment,  become  thickened  or  show  papillomatous 
growths,  a biopsy  is  advisable.  Should  this  be  posi- 
tive for  cancer,  radium  application,  or  complete 
removal  with  the  cautery,  is  indicated. 

The  examiner  can  see  as  well  as  palpate  elevated, 


sessile,  whitish  patches  similar  to  those  in  figures 
3 and  3a.  These  may  become  ulcerated,  but  are 
easily  removed  by  means  of  knife  or  cautery.  Occa- 
sionally they  become  larger,  and  being  in  the  way  of 
the  teeth  are  frequently  bitten,  as  could  be  expected 
from  figure  4.  This  lesion  has  a smaller  pedicle  than 
appears.  When  removed,  a generous  margin  is 
recommended  for  microscopic  examination  of  its 
base. 

Occasionally,  in  contrast  to  the  piling  up  of 
epithelium,  there  is  found  the  absence  of  the  papil- 
lae in  certain  spots,  which  suggests  an  ulceration. 
However,  on  palpation  and  inspection  there  is  no 


Fig.  1.  Age  68.  First  seen  (photograph)  March,  1937.  Soreness  in  mouth  and  tongue 
since  1932.  Antiluetic  treatment  had  been  given.  Advised  epsom  salts,  sodium  perborate 
mouth  wash.  Condition  improved.  Last  seen  November  3,  1938. 

Fig.  2.  Age  62.  Diagnosis:  Leukoplakia  with  cancer.  Seen  in  July,  1933.  In  1930 
developed  cold  accompanied  by  sore  throat,  difficulty  in  talking,  eating  and  pain  on 
swallowing.  Fifty  pound  weight  loss  in  three  years.  Biopsy  of  tongue  showed  squamous 
cell  carcinoma,  grade  III.  Biopsy  of  pharynx  showed  squamous  cell  carcinoma,  grade 
III.  Roentgen  therapy  given.  Died  May  10,  1934. 
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Fig.  3.  Age  67.  Diagnosis:  Leukoplakia.  Several  small, 
raised,  whitish  patches  on  the  tongue  present  since  1934. 
No  apparent  change  in  lesions  when  last  seen  December 
15,  1938.  Wassermann  negative. 

Fig.  3a.  Age  51.  Diagnosis:  Microscopic  precancerous 
hyperplasia  of  the  epithelium  of  the  tongue.  Patient  had 
a lesion  on  the  tongue  which  had  developed  within  two 
weeks  before  coming  to  the  clinic  on  August  16,  1934. 
She  stated  that  this  followed  removal  of  her  gallbladder. 
The  lesion  was  excised.  Patient  last  seen  December,  1934, 
when  there  was  no  evidence  of  recurrence. 

Fig.  4.  Age  52.  White  growth  on  tongue  since  1934. 


Fig.  7.  Age  59.  Seen  October  29,  1936,  with  black 
tongue.  Diagnosis : Trichophyton  epidermaphton  biolaceum. 
Petri  dish  culture.  Died  Feb.  19,  1938.  Anatomic  diag- 
nosis: Probable  primary  carcinoma  of  the  liver,  with 
metastatic  carcinoma  of  both  lungs  and  kidneys. 


Four  plus  Wassermann.  Mass  removed  and  diagnosed  as 
fibropapilloma.  Condition  satisfactory  when  last  seen  Jan- 
uary 14,  1937.  Unable  to  locate  since. 

Fig.  5.  Age  68.  Soreness  of  tongue  since  June,  1937. 
Biopsy  was  negative.  Wassermann  negative.  Condition 
satisfactory  when  last  seen  January  5,  1939. 

Fig.  6.  Age  76.  Condition  of  tongue  noticed  for  forty 
years.  Cardiac  disease.  Does  not  return  for  examination. 

Fig.  8.  Age  4.  Rhomboideus  medialus  lingualis.  Swelling 
in  center  of  tongue  present  since  birth,  which  bleeds  easily. 
Also  smaller  mass  posterior  to  this  one.  Biopsy  advised. 
Investigation  refused. 

evidence  of  a raw  surface  in  the  base,  nor  induration 
of  margins.  In  figure  5 one  can  see  the  pit  formed 
on  the  left  side  of  the  tongue,  just  below  the  edge 
of  the  lip.  It  has  been  present  for  over  a year,  and 
is  being  watched  monthly  for  changes.  Its  etiology 
has  not  been  discovered. 

We  can  see  in  figure  6 a condition  of  the  tongue 
which  has  been  present,  according  to  the  patient’s 
statement,  for  forty  years.  It  has  caused  no  symp- 
toms. The  visable  whitish,  lace-like  arrangement  is 
just  slightly  palpable.  The  so-called  “geographic 
tongue”  is  similar  to  this,  but  its  pattern  is  said  to 
change  from  time  to  time.  Another  photograph 
would  have  to  be  taken  for  comparison  to  determine 
that  such  an  alteration  is  characteristic  of  this 
tongue. 

The  “black  tongue”  has  been  described  in  con- 
tradistinction to  the  “white”,  or  leukoplakic,  one. 
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It  may  have  a hairy  appearance,  black  in  color.  If 
the  color  is  not  due  to  some  medicine,  it  may  arise 
from  a fungus  possessing  the  ability  to  form  black 
pigment.  Figure  7 is  a photograph  of  the  Petri  dish 
culture  of  a fungus,  obtained  from  a black  tongue. 

Occasionally,  in  the  infant  or  child  there  are  seen 
abnormalities  of  the  tongue.  The  scope  of  this  paper 
is  not  intended  to  include  all  of  the  recorded  changes 
noted  in  that  organ.  One  often  sees  in  the  child 
and  the  adult  angiomata  with  either  blood  or  lymph 
spaces,  large  or  small.  Most  of  these  are  easily  cor- 
rected by  cautery  puncture  with  coagulation  or  by 
removal  with  cautery  or  knife.  It  must  be  kept  in 
mind  that  the  larger  angiomata  of  the  tongue  may, 
at  operation,  produce  troublesome  hemorrhage,  for 
which  preliminary  provision  should  be  made. 

There  is  an  entity  of  midline  hypertrophy  which 
is  seen  in  the  newborn,  the  child  and  the  adult.  It 
rarely  proves  to  be  neoplastic,  but  should  be  investi- 


Fig.  9.  Age  64.  Patient  gave  history  of  having  had  a 
sore  tongue  for  two  months.  Dark  field  examination  was 
negative.  Wassermann,  Komer  and  Kahn,  taken  March 
14,  1934,  were  four  plus.  Syphilitic  treatment  was  advised 
for  three  weeks  only,  then  observation  and  biopsy.  Pa- 
tient did  not  return. 

Fig.  10.  Age  61.  Seen  January  21,  1937.  Ulcer  on 

tip  of  tongue,  directly  in  midline.  Diagnosis : Tuberculosis. 
Died  Feb.  9,  1933.  Pulmonary  tuberculosis. 

gated,  especially  in  the  adult.  It  is  usually  found  to 
be  mere  hypertrophy  of  normal  tongue  tissue  with- 
out ulceration.  There  is  seen  in  figure  8,  such  a 
lesion  in  a boy  four  years  old.  No  such  finding 
should  be  passed  by  without  warning  to  the  parents. 
The  child  should  be  seen  at  intervals. 

Ulcerations  on  the  tongue  may  be  due  to  syphilis. 
Its  occurrence  in  this  syphilitic  man  in  figure  9 is, 
however,  no  assurance  of  the  cause.  The  lesion 
on  the  tip  of  his  tongue  could  be  due  to  the  very 
sharp  teeth  which  are  present.  Such  a condition  on 
the  tongue  should  be  biopsied,  if  there  is  the  slight- 
est doubt  as  to  its  etiology,  and  then  rebiopsied,  if 
response  is  not  made  after  the  supposed  etiologic 
factor  has  been  removed. 


The  tuberculous  tongue  is  nearly  always  found 
in  individuals  who  have  pulmonary  tuberculosis. 
Figure  10  is  apparently  an  early  tuberculous  lesion 
of  the  tongue,  in  that  there  was  very  slight  ulcera- 
tion with  ragged  margins.  Again,  in  case  of  doubt, 
carcinoma  must  be  eliminated,  even  though  pulmo- 
nary tuberculosis  has  been  diagnosed. 

Figure  11  is  similar  in  etiology,  with  a different 
appearing  lesion,  the  edges  of  which  are  indurated. 
I have  recently  seen  one  patient  with  a proven 
biopsy  of  tuberculosis  of  the  tongue,  in  which  no 
pulmonary  tuberculosis  could  be  found,  but  the 
lymph  nodes  on  the  opposite  side  of  the  neck  were 
definitely  invaded  with  acid-fast  bacilli. 

Carcinoma  of  the  tongue  is,  of  course,  the  most 
important  lesion  of  that  organ.  It  should  be  the 
first  thought  of  the  physician  examining  a tongue. 
Any  ulceration  on,  or  lump  in  the  tongue  should 
be  considered  cancerous  until  proven  otherwise. 


Fig.  11.  Age  39.  Clinical  diagnosis:  Tuberculosis  of  the 
tongue.  This  patient  has  been  treated  for  pulmonary  tuber- 
culosis for  two  years.  In  March,  1933,  his  tongue  became 
sore  and  he  noticed  red  spots  on  the  anterior  portion. 
These  spots  became  ulcerated.  Around  the  lesion  the  nor- 
mal papillary  covering  of  the  tongue  was  gone,  leaving 
a smooth,  glistening  surface.  A clinical  diagnosis  of  tuber- 
culosis of  the  tongue  was  made  and  confirmed  at  the 
necropsy  examination.  The  patient  died  of  tuberculosis 
May  31,  1933. 

Soreness  is  often  the  symptom  experienced  by  the 
patient.  This  is  frequently  preliminary  to  the  de- 
velopment of  cancer.  I know  of  no  other  portion 
of  the  body  in  which  cancer  produces  discomfort  in 
the  early  stages.  These  patients  will  consult  a den- 
tist first,  because  they  believe  their  sore  tongue  is 
due  to  a rough  tooth,  bridge  or  plate.  Not  infre- 
quently such  a mechanical  irritation  has  been  the 
cause  of  cancer.  It  is  important  that  such  an  area 
be  thoroughly  investigated  and  biopsied,  if  there  is 
any  evidence  of  tissue  change. 

Every  practitioner  has  been  consulted  by  patients 
who  claim  to  have  a sore  tongue  or  a burning  or 
itching  one.  Thorough  examination  of  the  area  re- 
veals nothing,  at  most  a difference  in  the  texture 
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of  the  papillae.  If  anemia,  diabetes  and  other  gen- 
eral diseases  as  etiologic  factors  are  eliminated,  and 
the  symptoms  persist,  causing  the  patient  annoy- 
ance as  well  as  anxiety,  one  can  suspect  that  a 
cancerphobia  may  exist.  If,  after  assurance  that 
cancer  is  not  present,  the  situation  remains,  a biop- 
sy or  complete  removal  of  the  area  is  often  helpful. 
Such  a patient  is  to  be  pitied.  He  usually  travels 
from  doctor  to  doctor,  requesting  help.  Fortunately, 
they  are  few.  One  should  obtain  their  confidence  if 
possible,  but  the  physician  must  be  sure  of  his 


for  three  weeks  only  should  follow.  In  that  period 
of  time  a lesion  due  to  the  spirochete  pallida  should 
be  reduced.  As  a matter  of  fact,  if  it  were  a primary 
lesion,  that  amount  of  change  would  be  expected. 
A biopsy  is  then  indicated,  syphilis  as  an  etiologic 
factor  having  been  eliminated.  A gumma  of  the 
tongue  simulates  cancer  so  closely  that  one  is 
tempted,  in  the  presence  of  a positive  Wassermann, 
to  continue  luetic  treatment.  Such  an  attitude  is 
disastrous.  If  the  lesion  is  luetic,  it  will  recede  under 
proper  treatment  within  three  weeks;  if  it  is  cancer, 


Fig.  14.  Age.  50.  The  physician 
who  saw  this  patient  first  obtained 
a history  that  there  had  been  a 
lesion  on  the  top  of  his  tongue  for 
five  years.  A positive  Wassermann 
was  obtained,  but  there  was  no  re- 
sponse to  luetic  treatment  after 
three  or  four  weeks.  Treatment  of 
either  radium  or  surgery  was  ad- 
vised, but  the  patient  refused.  He 
treated  himself,  and  was  treated 
with  paste  by  a charlatan.  We  saw 
him  first  in  April,  1933,  as  photo- 
graphed. Roentgen  therapy  was  ad- 
vised first,  with  the  thought  that,  if 
the  lesion  should  recede,  radium  or 
surgery  could  be  introduced  later. 
Roentgen  therapy  did  cause  marked 
reduction  in  size.  Patient  refused 
radium  or  surgery,  and  died  in  Jan- 
uary, 1934.  It  was  surprising  that 
there  were  no  palpable  lymph  nodes 
in  his  neck  during  the  period  of  ob- 
servation. 


Fig.  12.  Age  68.  Last  seen  in  August,  1937.  General 
condition  satisfactory.  No  evidence  of  recurrence.  Died 
some  time  within  the  next  six  months.  Cause  unknown. 

Fig.  13.  Age  54.  Patient  came  to  the  Clinic  first  in 
July,  1932.  He  had  had  a lesion  burned  off  his  tongue 
two  years  before.  He  had  a recurrence  at  the  time  he  came 
to  the  Clinic.  The  floor  of  the  mouth  was  involved.  The 
jaw  was  not  complicated.  Nine  radon  seeds  of  1.4  milli- 
cures-  each  were  inserted  in  the  lesion  on  August  6.  Pa- 
tient improved  until  June,  1934,  when  he  complained  of 
pain  at  the  posterior  edge  of  the  old  treated  sear.  Three 
radon  seeds  were  removed  from  this  area.  There  was  no 
evidence  of  cancer  in  1935  and  no  evidence  of  recurrence 
in  August,  1937.  Unable  to  locate. 

ground,  as  these  people  are  prone  to  cause  trouble. 

Syphilis  may  have  its  primary  lesion  on  the 
tongue.  This  simulates  cancer  and  vice  versa.  When 
the  duration  is  brief,  the  lesion  possessing  an  in- 
durated ring  around  it,  with  or  without  palpable 
nodes  in  the  neck,  a dark  field  examination  is  in- 
dicated. Should  this  be  positive,  luetic  treatment 


Fig.  15.  Age  71.  Sore  on  tongue  for  twelve  years  before 
coming  to  clinic  in  May,  1932.  Radium  June  1,  1932. 
Patient  complained  of  considerable  pain  in  August.  Dental 
nerve  injection  advised.  Committed  suicide  August  31. 

Fig.  16.  Age  57.  Patient  noticed  trouble  with  tongue 
eight  years  before  coming  to  clinic  in  September,  1938. 
Injury  to  tongue  because  he  was  a trombone  player  and 
had  a missing  tooth.  Ligation  external  carotid  arteries, 
bilateral  Nov.  8,  1938.  Partial  glossectomy  (two-thirds) 
Nov.  10.  Diagnosis:  Squamous  cell  carcinoma  of  tongue, 
grade  II  or  III.  No  evidence  of  recurrence  when  last  seen 
April  6,  1939. 

it  will  not.  Continued  luetic  treatment  will  only 
jeopardize  the  patient’s  opportunity  for  a cure. 

Figure  12  is  that  of  a papillomatous  type  of  car- 
cinoma, the  previous  history  of  which  was  soreness 
due  to  a plate.  He  was  known  to  be  without  recur- 
rence four  and  one-half  years  following  treatment. 
Figure  13  is  a recurrent  cancer  of  the  tongue  with 
the  same  preliminary  history,  also  treated  by  gold 
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seed,  known  to  be  without  recurrence  eight  years 
later.  The  patient,  whose  picture  is  figure  14,  was 
seen  elsewhere  with  a small  lesion  on  the  tip  of  the 
tongue,  but  refused  treatment.  We  saw  him  about  a 
year  later,  when  this  photograph  was  taken.  It  is 
surprising  that,  despite  the  extent  of  the  disease, 
there  were  no  palpable  lymph  nodes. 

The  choice  between  radiation  therapy  (radium 
element,  radon,  roentgen- ray)  and  surgery  for  can- 
cer of  the  tongue  is  a difficult  selection  in  most  in- 
stances. Each  one  of  these  agents  or  a combination 
of  them  must  be  the  method  of  choice,  depending 
upon  the  size  and  location  of  the  disease  along  with 
the  age  and  condition  of  the  paitent.  Figure  IS  is 
that  of  an  extensive  lesion  of  the  tongue,  involving 
the  anterior  half  and  the  floor  of  the  mouth.  The 
amount  of  radium  necessary  to  destroy  thoroughly 
this  condition  is  apt  to  be  too  great  for  the  patient 
to  withstand.  On  the  other  hand,  he  is  elderly,  and 
the  surgical  procedure  which  would  necessarily  be 
instituted  is  extensive  and  mutilating.  The  selec- 
tion of  treatment  is  always  influenced  by  a variety 
of  factors.  As  each  case  offers  different  problems, 
each  must  be  considered  as  a separate  entity,  keep- 
ing in  mind  the  fundamental  thought  that  any  treat- 
ment instituted  or  selected  must  be  either  definitely 
on  the  basis  of  a cure  (regardless  of  how  radical), 
or  must  be  merely  palliative  for  relief. 

Figure  16  demonstrates  two  cancerous  lesions, 
one  on  the  tip  of  the  tongue,  and  a larger  one 
farther  back  on  the  same  side.  The  entire  right  half 
of  the  tongue,  including  its  base,  and  a portion  of 
the  left  half,  were  removed  with  the  cautery.  Both 
external  carotid  arteries  had  been  previously  tied  at 
one  sitting.  Sufficient  time  has  not  elapsed  to  war- 
ran  enthusiasm  over  results  in  this  patient. 

Time  does  not  permit  discussion  of  the  evercon- 
troversial  subject  of  treatment  for  lymph  nodes  in 
the  neck  associated  with  carcinoma  of  the  tongue. 
But  briefly,  permit  me  to  state  that,  if  the  primary 
lesion  is  under  control  and  there  are  no  palpable 
lymph  nodes  in  the  neck,  neck  dissection  is,  I be- 
lieve, not  indicated  in  the  patient  who  can  be  fol- 
lowed. However,  if  he  be  one  who  will  be  unable  by 
reason  of  his  location  to  have  proper  check-up  ex- 
aminations, then  the  neck  resection  should  be  of- 
fered. If,  however,  lymph  nodes  are  palpable  and 
the  primary  lesion  is  under  control,  then  neck  disec- 
tion is  a necessary  procedure. 

SUMMARY 

1.  Thorough  inspection  and  palpation  of  the 
tongue  is  simple,  not  time-consuming.  Its  employ- 
ment more  frequently  is  strongly  recommended. 


2.  Leukoplakia  of  the  tongue  is  a symptomless, 
but  an  important  finding  because  of  its  cancer 
significance. 

3.  Any  change  in  or  on  the  tongue  must  be  con- 
sidered serious  until  known  to  be  otherwise. 

4.  The  choice  of  a therapeutic  agent  for  cancer 
of  the  tongue  (radium,  roentgen-ray  or  surgery) 
depends  upon  many  factors.  No  one  method  of 
treatment  is  always  applicable. 

5.  A definite  decision  should  be  made,  prefer- 
ably with  consultation,  that  either  the  patient  is 
entitled  to  radical  treatment  based  on  a hope  for 
cure,  or  that  he  is  to  be  given  palliative  treatment 
only. 

MODERN  CONCEPTS  IN  MEASLES 
CONTROL* 

Adolph  Weinzirl,  M.D. 

PORTLAND,  ORE. 

Forecasting  the  occurrence  of  outbreaks  is  ordi- 
narily fraught  with  numerous  uncertainties.  The  re- 
cent behavior  of  measles,  however,  has  been  of  such 
a nature  as  to  suggest  the  advisability  of  antici- 
pating a local  increase  in  prevalence  during  the 
coming  winter  or  early  spring  months.  Measles  has 
been  unusually  prevalent  throughout  the  nation 
since  early  this  year,  over  750,000  cases  having 
been  reported  since  January  1,  1938.  This  is  the 
greatest  accumulation  of  cases  ever  reported  in  a 
similar  period  of  time  in  this  country.  Portland  and 
in  general  the  state  of  Oregon,  however,  failed  to 
participate  in  this  outbreak  until  relatively  late  in 
the  spring,  and,  in  accordance  with  expectations, 
the  advent  of  summer  weather  and  perhaps  other 
factors  appeared  to  cut  short  a threatening  out- 
break before  it  was  well  under  way.  This  would 
seem  to  indicate  the  possibility  that  an  outbreak 
of  measles  has  been  deferred  until  the  coming  win- 
ter, and  suggests  that  physicians  and  public  health 
workers  should  be  prepared  to  meet  such  a con- 
tingency. 

EPIDEMIOLOGY  OF  MEASLES 

In  order  to  appreciate  just  what  seems  reason- 
ably possible  of  accomplishment  on  a community 
basis  in  dealing  with  an  outbreak  of  measles,  it 
is  necessary  to  consider  the  epidemiology:  first, 
measles  is  one  of  the  most  readily  communicable 
of  all  infections;  second,  it  is  most  highly  com- 
municable during  the  period  of  invasion  and  before 
the  appearance  of  an  eruption  makes  the  diagnosis 
assured;  third,  susceptibility  to  measles  is  almost 

* Read  before  the  Sixty-fourth  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  Mount  Hood  Timberline  Lodge, 
Ore.,  Aug.  24-27,  1939. 
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universal  among  persons  over  six  months  of  age 
and  unprotected  by  a previous  attack;  fourth,  no 
method  has  been  devised  for  stimulating  an  active 
immunity  which  can  be  applied  in  a practical  way 
on  a community-wide  scale;  fifth,  although  measles 
is  a disease  which  may  be  contracted  by  susceptible 
persons  of  any  age,  it  is  an  infection  which,  when 
it  kills,  tends  to  select  for  the  most  part  children 
less  than  three  years  old. 

The  inference  to  be  drawn  from  these  points  is 
clear,  and  has  been  amply  borne  out  by  experience. 
Outbreaks  of  measles  cannot  be  cut  short  by  any 
means  now  available.  Isolation  of  cases  is  our  chief 
weapon  and  it  is  useless  for  this  purpose  when  em- 
ployed against  a disease  which  is  most  communi- 
cable before  recognition  is  possible.  “Stamping-out” 
of  a measles  outbreak  is  neither  possible  nor  desir- 
able. If  it  were  practical  to  keep  measles  out  of  any 
large  community  for  a period  of  a generation  or 
two,  the  results  would  be  most  disastrous,  when  the 
disease  was  finally  introduced  into  a population 
which  included  a majority  of  susceptibles. 

PREVENTION  OF  MEASLES  DEATHS 

In  dealing  with  a measles  outbreak,  medical  and 
public  health  efforts  should  be  devoted  primarily 
toward  attempting  to  prevent  deaths.  Approximate- 
ly 75  per  cent  of  the  measles  deaths  occur  in  the 
relatively  small  proportion  of  children  so  unfortu- 
nate as  to  contract  the  disease  before  they  are 
three  years  old.  Attempts  to  prevent  these  measles 
deaths  should  include  anticipation  of  an  outbreak 
and  a general  warning  to  parents  that  children 
under  three  should  be  safeguarded  in  every  pos- 
sible way  against  exposure  during  the  period  of 
danger.  These  little  tots  should  be  kept  at  home 
and  away  from  older  children  during  the  period  of 
increased  measles  prevalence.  If  the  baby  is  an 
only  child,  this  precaution  is  easily  accomplished, 
but,  if  there  are  in  the  family  older  children  of 
school  age  who  have  not  yet  had  measles,  there 
may  be  special  difficulties  to  overcome. 

During  a measles  outbreak  the  paramount  im- 
portance of  good  medical  and  home  nursing  care 
for  children  who  contract  measles  should  be  stressed 
in  every  possible  way.  Such  care  is  particularly 
important  for  those  children  under  three  who  un- 
fortunately develop  the  disease.  Health  officers,  in 
particular,  should  teach  that  good  care  for  the 
measles  patient  includes  calling  the  family  doctor 
and  following  his  advice,  together  with  strict  isola- 
tion of  the  sick  child.  The  patient  should  be  kept 
in  bed  until  the  doctor  says  it  is  safe  to  get  up, 


and  as  far  as  possible  only  one  attendant  should 
be  allowed  to  minister  to  the  child’s  needs.  Such 
isolation  is  not  advocated  as  a means  of  prevent- 
ing the  spread  of  the  disease,  for  it  is  known  that 
isolation  is  not  effective  in  serving  that  purpose. 
Rather,  it  is  urged  as  a means  of  guarding  the  sick 
child  against  bronchopneumonia  which  is  the  most 
frequent  immediate  cause  of  death  in  measles  cases. 
Friends  and  relatives,  particularly  if  suffering  from 
coughs  or  colds,  should  be  kept  away  from  the 
measles  patient  for  fear  they  may  bring  him  pneu- 
monia. To  prevent  pneumonia  may  save  the  life 
of  the  patient. 

The  use  of  convalescent  measles  serum  or  of 
immune  globulin  in  connection  with  attempts  to 
prevent  death  warrants  consideration.  It  seems 
clear  that  either  of  these  agents  is  effective  as  a 
means  of  preventing  or  modifying  an  expected  at- 
tack. Convalescent  serum  gives  no  troublesome  re- 
actions, but  is  difficult  to  secure  in  sufficient  quan- 
tities. Immune  globulin  is  readily  available,  but  in 
the  past  there  has  been  some  difficulty  with  reac- 
tions resulting  from  the  hemoglobin  content.  Im- 
proved methods  of  preparation  seem  to  be  over- 
coming this  disadvantage.  Attempts  to  modify 
measles  through  use  of  these  agents  seems  indicated 
in  “poor  measles  risks”  that  are  known  to  have 
been  exposed,  that  is,  in  children  under  three  years 
old  and  children  of  any  age  suffering  nutritional 
or  other  health  handicaps.  A modified  attack  of 
measles  generally  has  an  advantage  over  complete 
prevention  in  that  an  active  immunity  of  a more 
lasting  nature  is  established.  The  passive  immun- 
ity produced  by  convalescent  serum  or  immune 
globulin  cannot  be  expected  to  last  throughout  the 
time  of  danger  which  corresponds  to  the  period  of 
the  outbreak. 

Institutions  caring  for  children  under  three  years 
of  age  require  special  consideration  during  measles 
outbreaks,  for  institutional  measles  may  be  accom- 
panied by  high  case  fatality  rates.  Prevention  of 
institutional  outbreaks  can  be  accomplished  by 
adopting  a policy  of  excluding  all  visitors  and  of 
permitting  no  new  admissions  during  the  danger 
period.  Whenever  possible,  these  precautions  should 
be  adopted.  Prevention  of  an  institutional  outbreak 
not  only  tends  to  save  lives  but  prevents  increased 
effort  and  expense  which  such  occurrences  entail. 

Modernization  of  the  measles  control  program 
means  not  only  devoting  all  possible  effort  toward 
preventing  deaths,  but  also  abandonment  of  certain 
types  of  activity  which,  if  they  have  any  effect  at 
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all,  tend  to  interfere  with  this  aim.  For  example, 
the  exclusion  from  school  of  well  children  who  are 
contacts  to  measles  cases  affords  no  protection,  does 
not  help  check  the  progress  of  an  outbreak,  inter- 
feres with  school  work,  and  tends  to  discourage 
reporting.  In  this  connection  it  may  be  observed 
that  the  safest  time  to  have  measles  is  during 
school  age.  Requirements  that  a store  or  shop  be 
closed  unless  the  father  of  a measles  patient  ar- 
ranges to  live  outside  the  home  tend  to  work  a 
hardship  which  also  interferes  with  reporting,  while 
serving  no  useful  purpose.  Insistence  that  no  milk 
bottles,  laundry,  garbage  or  other  things  leave  a 
home  in  which  there  is  measles  has  a high  nuisance 
value  and  is  consequently  damaging  to  the  chances 
of  achieving  the  important  objective,  which  is  to 
teach  that  deaths  may  be  prevented. 

Finally,  the  attitude  should  be  abandoned  that 
public  health  and  visiting  nurses  should  not  go  into 
homes  where  there  is  measles.  For  many  families 
the  advent  of  measles  is  an  emergency  and  help  is 
urgently  needed.  This  is  apt  to  be  especially  true 
in  homes  where  there  may  be  misery  and  squalor, 
due  to  ignorance  and  poverty  and  privation;  where 
there  are  several  susceptible  children  and  the  sick 
and  the  well  are  perhaps  huddled  together  in  the 
one  warm  room  where  there  is  a small  stove;  where 
the  mother  is  worn  out  by  the  struggle  to  give  care 
both  night  and  day  to  feverish,  coughing  young- 
sters. The  assistance  of  nurses  in  such  instances 
is  desperately  needed  during  measles  outbreaks, 
and  their  services  should  be  mobilized  for  the  emer- 
gency rather  than  prohibited.  Their  exclusion  from 
this  work  is  a precaution  which  has  no  helpful 
effect  on  the  course  of  a measles  outbreak. 

SUMMARY 

Modern  concepts  regarding  measles  control  con- 
template primarily  an  attempt  to  prevent  deaths 
through  teaching  that  children  under  three  years 
old  should  be  guarded  against  exposure  as  far  as 
possible  during  outbreaks;  that  medical  attention 
and  good  home  nursing  care  should  be  provided  for 
the  patient;  and  that  isolation  should  be  main- 
tained as  an  important  precaution  against  pneu- 
monia which  is  the  most  frequent  immediate  cause 
of  measles  deaths.  In  order  to  carry  out  such  a 
program  it  is  necessary  to  anticipate  the  approxi- 
mate season  when  an  outbreak  may  be  expected 
and  to  be  ready  for  it  when  it  comes. 


CHEYNE-STOKES  RESPIRATION 

THEOPHYLLINE-ETHYLENEDI AMINE  IN  TREATMENT 

Donald  E.  Forster,  M.D. 

PORTLAND,  ORE. 

Although  the  periodic  type  of  breathing,  termed 
Cheyne-Stokes  respiration,  had  been  mentioned  by 
Hipprocrates,  it  remained  for  John  Cheyne  and 
William  Stokes  to  give  adequate  descriptions  of  this 
symptom.  At  the  present  time,  this  abnormality  of 
respiration  is  well  known,  as  is  its  association  with 
certain  types  of  disease;  namely,  cardiac  failure,  in- 
tracranial lesions,  uremia  and  drug  poisoning.  The 
exact  mechanism  of  its  production  is,  however,  far 
from  universally  agreed  upon,  although  depression 
of  the  respiratory  center,  either  with  or  without 
changes  in  the  blood  supply  to  this  region  of  the 
cerebrum,  may  be  responsible  for  the  abnormality. 

At  the  present  time  it  is  not  well  enough  known 
in  this  country  that  the  use  of  theophylline  ethylene- 
diamine  is  an  effective,  simple  method  for  abolishing 
Cheyne-Stokes  respiration  and  restoring  normal 
breathing.  This  is  especially  true  in  those  instances 
which  are  associated  with  cardiac  failure,  as  has 
been  proven  by  extensive  clinical  trial.  Vogl1  first 
described  its  effectiveness  in  the  treatment  of 
Cheyne-Stokes  respiration  and  later  emphasized  its 
efficacy.  Green  and  Heeren2  report  a return  to  nor- 
mal breathing  in  forty-five  out  of  forty-nine  in- 
stances in  patients  with  cardiovascular  disease. 
White  and  Glendy3  mention  its  beneficial  effect  in 
this  condition.  The  author  has  used  it  with  dramatic 
results  in  several  instances  after  caffeine  benzoate, 
50  per  cent  glucose  and  coramine  had  failed  to  pro- 
duce a change. 

The  duration  of  the  restored  respirations  varies 
considerably  in  the  individual  case.  Instances  are 
reported  with  its  maintenance  up  to  twenty-two 
hours,  but  on  other  occasions  there  is  a return  to 
the  Cheyne-Stokes  type  within  a few  minutes.  In 
the  majority  ot  cases,  however,  the  restored  normal 
respirations  are  retained  for  a period  of  several 
hours,  at  which  time  there  may  be  a gradual  rever- 
sion to  the  Cheyne-Stokes  abnormality. 

The  means  of  action  of  the  drug  in  Cheyne-Stokes 
respiration  is  under  active  investigation.  Marais 

1.  Vogl,  A.:  Erfahrungen  uber  Euphyllin  bei  Cheyne- 

Stokes  und  anderen  Formen  zetraler  Atemstorungen.  Med. 
Klin.  28:1533-1534,  Oct.  28,  1932. 

2.  Greene,  J.  A.  and  Heeren,  R.  H. : Observations  on 

Cheyne-Stokes  Respiration  : Effect  of  Drugs  and  Mechan- 
ical Measures  Which  Produce  Vasodilatations  and  Vaso- 
constrictions.  M.  Papers.  Christian  Birthday  Vol.  pp. 
5-59,  1936. 

3.  White,  P.  D.  and  Glendy,  R.  E. : Recent  Advances  in 

Treatment  of  Heart  Disease.  M.  Clin.  North  America. 
19:1321  -1324.  March,  1936. 
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and  McMichael4  demonstrated  that  the  effect  of 
theophylline  ethylenediamine  lies  chiefly  in  the 
the  ethylenediamine  portion  of  the  molecule.  These 
workers  cite  evidence  which  indicates  that  the  phyl- 
line  ethylenediamine  acts  by  direct  stimulation  of 
the  respiratory  center  without  demonstrable  changes 
in  the  circulation,  whereas  Paul,  Greene  and  Feller5 * 
believe  the  drug  is  effective  through  improvement  in 
the  cerebral  circulation. 

This  drug  is  a double  salt  of  theophylline  and 
ethylenediamine.  It  is  soluble  in  water  up  to  one 
part  in  five,  and  is  supplied  in  ampules  for  intra- 
venous and  intramuscular  injection,  tablets  for 
oral  use  and  suppositories  for  rectal  administration. 
Aminophyllin,  metaphyllin  and  euphyllin  are  some 
of  the  names  under  which  the  drug  is  marketed. 

In  the  treatment  of  cardiovascular  disease,  many 
patients  are  seen  who  have  periodic  breathing  of  a 
variable  degree.  With  the  onset  of  sleep,  or  the  ad- 
ministration of  hypnotics,  the  periodic  breathing 
often  becomes  more  marked  with  increased  period 
of  apnea  and  hyperpnea.  The  increased  hyperpnea 
may  be  very  distressing  to  the  patient  and  may  keep 
him  awake.  It  is  not  uncommon  to  see  a patient  re- 
peatedly doze  off  during  the  periods  of  apnea,  only 
to  be  awakened  during  the  marked  muscular  activ- 
ity of  the  hyperpneic  phases.  This  interferes  con- 
siderably with  the  patient’s  rest  as  well  as  with 
his  morale.  An  effective  means  of  correcting  the 
Cheyne-Stokes  respiration  aids  in  attaining  a good 
night's  rest,  which  is  one  of  the  chief  aims  in  the 
therapy  of  cardiac  failure.  Aside  from  this  con- 
sideration, there  is  evidence  to  indicate  that  the 
exchange  of  gases  from  the  blood  is  more  efficiently 
carried  out  in  these  patients  after  changing  the 
periodic  respirations  to  normal. 

The  most  effective  manner  in  which  to  adminis- 
ter the  drug  is  by  the  intravenous  route,  and  the 
dosage  commonly  employed  is  0.24  to  0.48  gm. 
The  injection  should  be  given  slowly  over  several 
respiratory  cycles.  After  the  needle  is  securely  in 
the  vein,  about  one-fourth  of  the  total  dose  is  given 
as  the  hyperpneic  phase  recedes.  The  same  amount 
is  repeated  following  each  succeeding  hyperpneic 
phase  until  the  total  dosage  is  given.  The  injection 
is  given  in  the  above  manner  in  order  to  avoid  add- 
ing the  stimulating  effect  of  the  drug  to  the  marked 
activity  of  the  hyperpneic  phase.  Not  infrequently, 

4.  Marais,  O.  A.  S.  and  McMichael,  J. : Theophylline- 

ethylenediamine  in  Cheyne-Stokes  Respiration,  Lancet  2 : 
437-440,  Aug.  21,  1937. 

5.  Paul,  W.  D.,  Greene,  J.  A.  and  Feller,  A.  E. : Some 

Observations  on  the  Mechanism  of  Cheyne-Stokes  Respira- 
tion. Am.  J.  Physiol.  119:383,  June,  1937. 


the  breathing  will  become  regular  while  the  needle 
is  still  in  the  vein. 

The  intramuscular,  oral  or  rectal  use  of  the  drug 
is  less  effective  than  the  intravenous,  but  these  other 
means  of  administration  may  suffice  in  mild  cases  or 
serve  as  an  adjunct  to  the  intravenous  medication  in 
severe  cases.  Thus,  it  may  be  possible  to  maintain  a 
normal  respiration  with  relatively  few  intravenous 
injections. 

SUMMARY 

Theophylline  ethylenediamine  is  an  effective  drug 
in  changing  Cheyne-Stokes  respiration  to  normal. 
Its  use  is  indicated  particularly  when  this  abnormal- 
ity of  respiration  interferes  with  the  rest  of  the  car- 
diac patient. 

THROMBOTIC  EMBOLISM 

PATHOLOGIC,  CLINICAL  AND  MEDICOLEGAL 
CONSIDERATION* 

Warren  C.  Hunter,  M.D. 

PORTLAND,  ORE. 

Long  ago,  Welch1  clearly  and  tersely  defined  em- 
bolism as  “the  impaction  in  some  part  of  the  vascu- 
lar system  of  any  undissolved  material  brought 
there  by  the  blood  current.  The  transported  ma- 
terial is  an  embolus.  Embolism  may  likewise  occur 
in  lymphatic  vessels.”  Emboli  may  be  solid,  liquid 
or  gaseous. 

An  understanding  of  thrombotic  embolism  in- 
volves our  remembering  certain  simple  facts  con- 
cerning the  anatomy  of  the  vascular  tree,  namely, 
that,  except  for  rarely  occurring  crossed  or  para- 
doxical embolism,  made  possible  only  by  defects  in 
the  cardiac  septa  or  by  arteriovenous  aneurysm, 
emboli  originating  in  other  than  the  portal  bed  are 
carried  to  the  first  great  filter  in  the  pathway  of 
the  vena  cava  system  and  right  heart,  the  lungs, 
and  there  find  almost  certain  lodgement.  Emboli 
coming  from  the  left  side  of  the  heart  may  be  car- 
ried to  any  part  of  the  body  by  the  arteries;  those 
breaking  off  thrombi  in  a given  artery  simply  con- 
tinue onward  with  the  current  in  the  vessel  or  its 
branches  until  the  calibers  of  the  emboli  equal  or 
exceed  that  of  the  artery  lumen  and  there  stop. 

It  is  realized  that  the  above  recitation  sounds 
elementary,  and  it  is,  but  even  today  who  among 
us  has  not  heard  some  self-constituted  and  gen- 
erally fee-seeking  medical  “expert’’  witness  in  a 

♦ From  Department  of  Pathology,  University  of  Oregon 
Medical  School.  Given  as  part  of  a symposium  on  Throm- 
bosis and  Embolism  by  Charles  H.  Manlove  (Thrombosis). 
Herbert  H.  Foskett  (Fat  and  Tumor  Cell  Embolism)  and 
the  writer,  at  a meeting  of  Multnomah  County  Medical 
Society,  Portland,  Ore.,  March  15,  1939. 

1.  Welch,  W.  H. : Embolism.  Albutt's  System  of  Medi- 
cine, 7:228-285,  London,  1899. 
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damage  suit  blithely  trace  an  embolus  from  the 
venous  side  of  the  circulation  to  a coronary  or  a 
cerebral  artery!  More  often  than  not,  by  virtue  of 
having  been  many  years  in  practice,  or  by  the  im- 
pressiveness of  a noble  brow  or  a shock  of  silvery 
hair,  such  a witness  carries  more  weight  with  a 
jury  than  the  truth-telling  witness  in  spite  of  his 
gross  misstatements  of  fact.  I happen  to  know  of 
one  such  instance,  now  regularly  cited  by  our 
legal  brethren  as  a precedent  in  the  courts  of  Ore- 
gon, wherein  a supposed  embolus,  not  disclosed 
by  necropsy,  was  asserted  to  have  passed  through 
the  pulmonary  capillaries,  in  the  absence  of  a car- 
diac septal  defect,  and  miraculously  to  have  picked 
out  the  left  coronary  artery  as  a nidus.  It  cost  the 
Workman’s  Compensation  Fund  the  sum  of  $7,500 
to  learn  this  bit  of  misinformation. 

Here,  let  me  pause  to  emphasize  that  for  all  prac- 
tical purposes  we  can  well  afford  to  forget  the  exist- 
ence of  coronary  artery  embolism  and  think  only 
of  thrombosis,  insofar  as  these  particular  vessels 
are  concerned.  Save  for  fragments  of  mitral  and 
aortic  valve  vegetations  and,  less  commonly  still, 
portions  of  broken-off  atheromatous  plaques  orig- 
inating in  the  vessels  themselves,  embolic  occlusion 
of  the  coronary  arteries  is  almost  nonexistent.  But 
to  return  to  the  subject.  From  Dr.  Manlove  you 
have  heard  something  of  the  life  history  of  a 
thrombus,  how  it  forms,  undergoes  proteolytic  di- 
gestion, organizes  and  finally  canalizes  in  much 
the  same  manner  as  a wound  heals  by  secondary 
intention.  It  is  during  the  stage  of  softening  and 
early  organization,  around  seven  to  fourteen  days, 
that  a portion  or  even  all  of  a thrombus  is  most 
likely  to  become  dislodged,  spontaneously  or  as  a 
result  of  muscular  action,  trauma  or  infection,  and 
to  become  an  embolus.  The  period  may  be  shorter 
in  the  event  that  the  thrombus  forms  because  of 
vessel  wall  infection  or  becomes  infected  secondar- 
ily. It  is  then  a “septic  thrombus,”  from  which 
emboli  readily  arise. 

The  dangers  from  bland  emboli  are  dependent 
solely  upon  the  effects  of  mechanical  blockage  of 
vital  vessels  or  others  with  insufficient  anastomoses. 
Thus  the  effect  may  be  sudden  death  or  infarction. 
Septic  emboli,  on  the  other  hand,  constitute  a 
double  menace  since  these  act  not  only  as  occlusive 
agents  but  also  serve  as  foci,  from  which  a mycotic 
aneurysm  or  bacteria-bearing  secondary  emboli 
may  arise  and  finally  spread  infection  to  the  whole 
body.  Septic  emboli  may  originate  from  any  in- 
fected area.  Important  examples  are  pylephlebitis 
with  spread  of  bacteria  from  the  appendix  to  the 


liver,  which,  incidentally,  is  the  only  common  or 
important  form  of  embolism  occurring  in  the  portal 
system;  lateral  sinus  or  jugular  vein  thrombophlebi- 
tis, complicating  mastoiditis  and  cavernous  sinus  in- 
volvement following  infections  about  the  nose. 

Aside  from  secondary  extension  of  bacteria  from 
infected  emboli,  thrombotic  venous  embolism  is 
largely  a matter  of  pulmonary  embolism.  An  em- 
bolus or  emboli  lodging  in  the  parent  pulmonary 
artery  or  either  of  its  main  branches  will  cause 
certain  death,  instantaneously  or  within  a few  hours 
at  most,  with  symptoms  of  collapse,  dyspnea  and 
substernal  oppression.  In  the  presence  of  an  already 
impaired  circulation,  which  in  itself  is  known  to 
predispose  to  venotfs  thrombosis,  the  foundation 
stone  of  embolism,  a small  clot  or  clots  may  cause 
death  or  infarction.  Not  infrequently  showers  of 
emboli  take  place  under  such  circumstances  and 
often  are  not  clinically  evident. 

Histologically  one  can  usually  state  whether  a 
given  embolus  has  originated  from  a thrombosed 
vessel  or  from  the  heart  chambers,  particularly  the 
atrial  appendages;  the  former  is  apt  to  be  some- 
what homogenous  in  structure,  while  the  latter 
commonly  displays  wavy  platelet  bands  overlaid 
by  leukocytes. 

According  to  Belt2  pulmonary  embolism  is  found 
in  about  10  per  cent  of  autopsies  on  adults  and  is 
much  commoner  in  medical,  forty  of  his  cases,  than 
in  surgical  patients,  sixteen.  More  than  half  of 
these  showed  pulmonary  infarcts  and  nearly  all  had 
repeated  embolisms  over  a period  of  hours,  days 
or  weeks.  The  leg  and  pelvic  veins  were  the  chief 
sources  of  dangerous  emboli  (60  per  cent).  Such 
thromboses  commonly  developed  without  clinical 
manifestations  or  signs  of  thrombophlebitis,  most 
frequently  in  persons  with  cardiac  insufficiency  or 
in  cachectic  or  debilitated  individuals  suffering  with 
incurable  diseases.  In  Belt’s  experience  there  is  less 
danger  of  embolism  in  nonseptic  thrombophlebitis 
than  from  simple  thrombosis  because  the  thrombus 
is  more  apt  to  be  firmly  anchored  in  the  inflamed 
vein.  His  third  group  comprised  instances  of  sudden 
death  from  massive  pulmonary  emboli  in  convales- 
cent persons  who  otherwise  had  a normal  life  ex- 
pectancy. 

Only  a few  extensive  reviews  of  pulmonary  em- 
bolism following  trauma  are  to  be  found  in  the  lit- 
erature. Apparently  the  latest  is  that  of  McCartney3 
who  analyzed  1,499  instances  of  death  from  me- 

2.  Belt,  T.  H. : Thrombosis  and  Pulmonary  Emboli.,  Am. 
J.  Path.,  10:129-144,  Jan.,  1934. 

3.  McCartney,  J.  S. : Pulmonary  Embolism  Following 
Trauma.  Surg.  Gynec.  & Obst.,  61:369-379,  Sept.,  1935. 
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chanical  injury.  The  incidence  of  pulmonary  em- 
bolism among  these  was  4 per  cent.  Although  males 
were  injured  three  times  as  frequently  as  females, 
embolism  occurred  in  8.6  per  cent  of  the  women 
and  only  2.6  per  cent  of  the  men.  In  about  80  per 
cent  of  posttraumatic  pulmonary  embolisms  there 
was  injury  of  a lower  extremity,  usually  a simple 
fracture.  Embolism  was  rare  after  fractures  of  bones 
other  than  those  of  the  lower  extremity.  The  sex 
difference  could  not  be  explained  on  the  basis  of 
age,  heart  disease  or  the  time  of  death  after  injury. 
McCartney  suggests  that  the  higher  percentage  of 
varicose  veins  in  women  may  be  the  key  to  the 
situation. 

In  his  series  posttraumatic  embolism  was  more 
likely  to  take  place  later  (2-4  weeks)  than  either 
postoperative  or  postpartum  embolism  (10-14 
days).  The  source  of  the  embolus  was  generally  the 
site  of  thrombosis.  Trauma  to  vessels  in  the  vicinity 
of  fractured  bones  gave  ideal  conditions  for  throm- 
bus formation  as  did  also  stasis  associated  with 
prolonged  immobilization. 

Vance4  of  the  New  York  Medical  Examiner’s 
Office  emphasizes  that  deaths  from  pulmonary  em- 
bolism raise  many  medicolegal  tangles,  especially 
in  accident  cases.  Recognizing  that  thrombotic  em- 
boli may  follow  either  trivial  or  serious  trauma,  he 
feels  that  the  soundest  view  to  take  regarding  the 
role  of  trauma  is  to  consider  it  the  factor  which 
precipitates  the  process,  the  basic  cause  being  a 
diseased  or  weakened  vein  of  the  lower  extremity, 
prone  to  develop  thrombosis  readily  under  slight 
provocation. 

Fortunately  the  tragic  and  generally  unpredict- 
able complication  of  postoperative  and  postpartum 
embolism  is  uncommon.  At  autopsy  one  first  seeks 
for  the  source  of  the  embolus  in  a thrombus  at  the 
site  of  operation  or  in  the  pelvic  veins.  Not  at  all 
infrequently  we  are  disappointed  and  must  search 
elsewhere.  While  the  large  veins  of  the  thigh  are 
sometimes  found  to  be  occluded  it  is  in  another 
location  that  we  have  come  really  to  expect  to  locate 
the  source  of  the  trouble.  Incidentally,  this  is 
equally  true  in  patients  with  congestive  heart  failure 
and  terminal  pulmonary  embolism.  We  in  Portland 
first  learned  of  this  source  about  ten  years  ago  when 
Dr.  E.  E.  Osgood,  returning  from  Vienna,  brought 
word  that  Erdheim  was  forever  stressing  the  com- 
mon occurrence  of  thrombosis  of  the  veins  in  and 
around  the  gastrocnemius  and  soleus  muscles  of 
the  calf  and  the  great  frequency  with  which  these 

4.  Vance,  B.  M. : Thrombosis  of  Veins  of  Lower  Extrem- 
ity and  Pulmonary  Embolism  as  Complication  of  Trauma. 
Am.  J.  Surg.,  26:19-26,  Oct.,  1934. 


were  the  origin  of  pulmonary  emboli.  Osgood  states 
that  so  far  as  he  knows  Erdheim  never  printed  his 
observations. 

The  only  specific  mention  I have  seen  in  the 
American  literature  was  by  Homans5  who  described 
the  finding  of  thrombosed  veins  in  the  calf  muscles 
in  two  cases  of  fatal  pulmonary  embolism  and 
stressed  the  danger  attendant  upon  the  fact  that 
these  thrombi  extend  into  the  larger  veins,  where 
they  fail  to  become  attached  to  the  vessel  wall  and 
are  apt  to  break  off  with  the  slightest  provocation. 
He  makes  no  mention  of  measures  directed  toward 
prevention  of  thrombosis  and  offers  nothing  more 
than  ligation  of  the  femoral  vein  in  instances  of 
suspected  thrombosis  in  the  hope  of  averting  pul- 
monary embolism. 

The  great  frequency  of  thrombus  formation  in 
the  deep  veins  of  the  leg  is  well  shown  by  the 
necropsy  observations  of  Rossle6  who  reports  88 
cases  (27.1  per  cent)  in  a consecutive  series  of  324 
persons  over  twenty  years  of  age.  In  38  of  these 
the  femoral  veins  were  occluded  while  only  seven 
had  femoral  or  hypogastric  involvement.  The  in- 
cidence of  pulmonary  embolism  is  not  given.  We 
pathologists  are  always  on  the  lookout  for  throm- 
bosis of  the  lower  leg  veins  and  find  it  with  great 
frequency.  You  will  be  surprised  at  how  numerous 
and  how  large  are  the  veins  in  this  location  and  at 
the  great  frequency  of  thrombus  formation  in  them. 
While,  as  a rule,  the  patient  has  no  subjective  symp- 
toms referable  to  the  legs,  thrombosis  here  can 
often  be  diagnosed  clinically  by  the  simple  pro- 
cedure of  measuring  the  circumference  of  the  calf. 
Not  infrequently  the  affected  side  will  be  as  much 
as  2 cm.  larger  than  the  other.  The  importance 
of  this  finding  is,  of  course,  nullified  if  the  veins 
of  both  legs  are  involved. 

This  brings  up  a matter  of  possible  practical  im- 
portance. Should  the  physician  anticipate  the  form- 
ation of  thrombi  and  of  embolism  in  bedfast  adult 
patients?  Is  there  anything  he  can  do  to  prevent 
these  things?  Should  the  knees  be  propped  up  on 
pillows  or  the  middle  of  the  bed  raised  for  the 
comfort  of  the  patient?  Since  venous  flow  in  the 
extremities  is  known  to  depend  so  largely  upon 
the  pumping  action  of  the  muscles,  it  is  fair  to 
assume  that  even  though  bed-ridden,  one  should 
see  to  it  that  whenever  possible  the  patient  is  given 
foot  and  leg  exercises  regularly  and  these  should  be 

5.  Homans,  J. : Thrombosis  of  Deep  Veins  of  Dower  Leg', 
Causing  Pulmonary  Embolism.  New  England  J.  Med.  211- 
993-997,  Nov.  29,  1934. 

6.  Rossle,  R. : Uber  die  Bedeutung  und  die  Entstehung 
der  Wadenvenenthrombosen.  Virchow’s  Arch.  f.  path. 
Anat.,  300:180,  1937. 
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started  early  and  continued  throughout  the  period 
of  confinement  with  the  hope  of  preventing  stasis, 
thrombosis  and  possible  embolism.  While  I have 
no  statistics  to  quote,  I cannot  help  feeling  that  it 
is  better  to  attempt  to  do  something  in  the  way 
of  prevention  rather  than  to  stand  idly  by,  letting 
nature  take  its  course  and  hoping  for  the  best. 

Just  a word  concerning  emboli  on  the  arterial 
side  of  the  circulation.  The  only  common  sources, 
as  has  been  mentioned  above,  are  from  vegetations 
on  the  mitral  and  aortic  valves,  thrombi  in  the 
atrial  appendages,  and  less  often  from  mural 
thrombi  in  association  with  myocardial  infarction 
or  in  a chronically  dilated  left  ventricle.  While  it 
is  possible  for  such  emboli  to  lodge  anywhere,  the 
order  of  frequency  of  those  clinically  important  is 
as  listed  many  years  ago  by  Welch,  namely,  renal, 
splenic,  cerebral,  iliac  and  lower  extremities,  axil- 
lary and  upper  extremities,  celiac  axis  and  its 
branches,  central  artery  of  the  retina,  superior  me- 
senteric, inferior  mesenteric,  abdominal  aorta  and, 
last  of  all,  the  coronary  arteries  of  the  heart. 

DISCUSSION 

Eugene  W.  Rockey:  I feel  that  Dr.  Hunter’s  discussion 
of  venous  embolism  is  not  only  a distinct  pathologic  con- 
tribution but  it  is  also  of  great  clinical  importance.  In  our 
experience  we  have  carried  on  postoperative  prophylaxis 
against  venous  thrombosis  and  embolism  for  the  past  eight 
years.  While  we  have  not  made  an  accurate  statistical  analy- 
sis recently,  we  did  in  the  earlier  years  and  in  the  first 
1000  cases  after  the  institution  of  prophylaxis  the  incidence 
of  phlebitis  and  embolism  decreased  by  seventy-five  per 
cent. 

Our  preventive  measures  have  been  simple,  merely  seeing 
that  each  patient  who  is  to  be  confined  to  bed  and  made 
inactive,  whether  operated  on  under  general  or  spinal  anes- 
thesia, is  required  to  carry  out  foot  and  leg  exercises  and 
deep  breathing  exercises  immediately  upon  the  return  of 
consciousness,  and  this  has  been  supervised  during  his 
period  in  bed.  Except  for  the  very  sick,  all  continue  to  carry 
out  these  exercises  with  very  little  help  after  the  first  two 
or  three  days.  When  patients  are  very  ill  it  requires  personal 
supervision  for  longer  than  this.  The  orders  in  these  cases 
are  not  left  in  a routine  manner  but  are  written  out  indi- 
vidually on  each  chart  following  every  operation,  and  a 
very  careful  check-up  is  kept  through  questioning  the 
patient  as  to  whether  the  nurses  are  insisting  on  their  carry- 
ing out  of  the  exercises.  Dr.  Hunter’s  findings  of  thrombosis 
in  the  veins  of  the  calf  muscles  explains  the  benefit  derived 
from  foot  and  leg  movements. 

Not  only  has  this  been  done  on  our  personal  service  at 
the  Good  Samaritan  hospital  but  at  the  United  States  Vet- 
erans hospital  as  well  over  the  same  period  of  time  and 
with  as  great  a reduction  in  vascular  complications  as  we 
have  experienced.  Dr.  George  Pfeiffer,  chief  surgeon,  in 
conversation  with  me  today  fully  substantiated  these  state- 
ments. 

John  C.  Adams:  The  points  and  questions  raised  as  to 
the  clinical  application  of  the  facts  regarding  thrombosis 
and  embolism  deserve  amplification  and  the  citation  of 
additional  evidence.  The  large  majority  of  deaths  from 
pulmonary  embolism  occur  in  individuals  past  fifty  years 


of  age  and  most  often  after  operations  or  illness  in  which 
dehydration  is  a prominent  factor  in  the  development  of 
the  original  thrombus,  usually  situated  in  the  calf  muscles 
of  the  left  leg.  It  has  been  the  observation  of  Thomas  D. 
Robertson  of  St.  Vincent’s  hospital  that  the  thrombus 
builds  up  in  the  leg  veins  until  it  extends  into  the  flowing 
stream  of  blood  within  the  deep  femoral  vein,  where  mus- 
cular activity  dislodges  it  into  the  stream  moving  toward 
the  pulmonary  circuit.  In  my  opinion  careful  attention  to 
fluid  balance  is  a very  important  factor  in  preventing 
thrombosis. 

Activity,  begun  immediately  after  recovery  from  anes- 
thesia or  in  any  bedridden  patient,  will  prevent  stasis  in  the 
gastrocnemius  muscle  and  is  therefore  indicated.  I advise 
patients  to  slide  down  to  the  foot  of  the  bed  after  each 
meal  and  to  flex  and  extend  the  feet  forcefully  twenty 
times  against  the  foot  of  the  bed.  Frequent  turning  is  like- 
wise of  value.  H.  H.  Schmid  of  the  Reichenberg  Clinic  in 
Bohemia  reports  that  by  the  simple  expedient  of  raising  the 
foot  of  the  bed  on  blocks  25  cm.  high,  he  has  had  no  case 
of  recognizable  thrombosis  nor  any  instances  of  pulmonary 
embolism  among  his  last  700  surgical  cases.  Prior  to  this 
he  recorded  about  3 per  cent  of  thrombosis  and  1 per  cent 
of  fatal  pulmonary  embolism  in  a similar  series  of  surgical 
cases.  He  prevents  venous  stasis  in  this  area  by  simple 
gravity  effect  and  apparently  very  successfully.  Barnes  hos- 
pital in  St.  Louis  has  materially  reduced  the  incidence  of 
vascular  accidents  by  the  institution  of  routine  bicycling 
type  of  exercises  for  postoperative  patients. 

Dr.  Hunter  stated  that  many  times  thrombosis  of  the 
calf  muscles  is  clinically  silent  but  can  be  discovered  by 
measuring  the  circumference  of  the  calves  of  the  legs  and 
noting  an  increase  in  the  size  of  the  affected  extremity.  In 
reviewing  the  histories  of  deaths  from  pulmonary  embolism 
it  will  be  found  that  in  the  majority  of  cases  the  patient 
has  complained  of  soreness  or  aching  in  this  region. 

Let  me  illustrate  by  the  history  of  a recent  case  at  St. 
Vincent’s  hospital.  A man  who  had  had  an  appendectomy 
was  ready  to  leave  the  hospital  on  the  twelfth  postoperative 
day.  His  wife  was  visiting  him  when,  according  to  her 
story,  he  complained  of  aching  in  the  left  calf.  This  she 
sought  to  relieve  by  massage.  Almost  immediately  the  hus- 
band complained  of  severe  pain  in  the  chest,  diffculty  in 
breathing  and  within  a few  minutes  he  died.  Autopsy  dis- 
closed a massive  pulmonary  embolism  which  had  arisen 
from  venous  thrombosis  in  the  left  gastrocnemius  muscle. 

Once  the  diagnosis  of  thrombosis  has  been  established, 
absolute  rest  of  the  leg  is  indicated  until  organization  has 
occurred.  Edwards  of  Boston  is  routinely  ligating  the  deep 
femoral  vein  in  such  cases,  particularly  those  in  which  small 
and  nonfatal  pulmonary  emboli  direct  his  attention  to  the 
seat  of  the  offending  thrombus. 

The  most  recent  effort  in  the  direction  of  preventing 
thrombosis  has  been  carried  out  by  Murray  and  Best7  in 
Toronto.  They  have  succeeded  in  purifying  heparin  to  the 
point  where  it  may  be  given  intravenously  by  the  continu- 
ous drip  method  without  toxic  manifestations  and  are  able 
to  regulate  the  dosage  so  as  to  prevent  intravascular  clot- 
ting. They  have  used  the  method  in  335  consecutive  cases 
without  the  development  of  recognizable  thrombosis  or  em- 
bolism. They  believe  it  is  of  considerable  value  in  throm- 
bophlebitis also  and  have  used  heparin  in  seven  instances 
of  pulmonary  embolism  with  rapid  clinical  improvement 
within  24  hours.  The  series  is  still  too  small  from  which  to 
draw  any  conclusions.  Heparin  will  not  dissolve  thrombi 
but  will  discourage  thrombus  formation.  It  is  being  used 
successfully  in  place  of  citrate  in  blood  transfusions  in  this 
clinic. 

7.  Murray,  D.  W.  G.  and  Best,  C.  H. : Use  of  Heparin  in 
Thrombosis.  Ann.  Surg.,  108:163-177,  Aug.,  1938. 
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Mild  depressions  are  one  of  the  commonest  and 
yet  least  recognized  of  all  neuropsychiatric  disorders 
seen  by  the  general  practitioner.  A depression  is 
primarily  a mood  disturbance,  characterized  by 
the  general  symptoms  of  retardation  or  agitation. 
There  are  usually  few  objective  physical  findings 
and  the  diagnosis  has  to  be  made  by  a careful 
evaluation  of  the  subjective  complaints.  These  may 
have  to  be  elicited  by  judicious  questioning  as  the 
patient  often  withholds  some  of  his  feelings  as  being 
irrelevant  to  his  present  illness.  The  symptoms  of 
a depression  may  roughly  be  divided  into  physical 
and  mental. 

MENTAL  SYMPTOMS 

Every  depressed  patient  shows  at  least  one  or 
more  of  the  following  mental  symptoms: 

1.  Depressed  spirits. 

2.  Feelings  of  inadequacy. 

3.  Inability  to  concentrate. 

4.  Loss  of  interest. 

5.  Anxiety. 

6.  Aversion. 

Table  1.  Mental  Symptoms. 

1.  Depressed  spirits.  There  is  a gloomy,  hopeless 
outlook  on  life,  including  the  present  illness.  The 
patient  feels  sad,  has  uncontrollable  crying  spells, 
and  may  even  contemplate  suicide. 

2.  Feelings  of  inadequacy.  This  is  commonly 
termed  an  inferiority  complex.  The  patient  is  sure 
that  he  is  a failure.  He  blames  himself  and  may 
have  feelings  of  guilt  and  unw'orthiness  to  associate 
with  others.  He  may  develop  the  obsession  that  he 
has  contracted  some  incurable  disease,  or  that  he 
has  committed  an  irreparable  mistake  in  business. 

3.  Inability  to  concentrate  or  remember.  The 
patient  finds  it  difficult  to  read  or  carry  out  any 
consecutive  line  of  thought  or  conversation.  He  may 
have  to  quit  work  for  this  reason  and  is  sure  that 
he  is  going  to  lose  his  mind.  He  complains  of  his 
mind  being  blank. 

4.  Loss  of  interest.  The  world  about  him  seems 
to  change.  There  is  no  longer  any  enjoyment  in 
music,  movies  or  recreation.  Flowers  and  the  coun- 
tryside seem  drab  and  colorless.  There  may  be  feel- 
ings of  unreality.  There  is  no  enthusiasm  for  social 
contacts  or  work.  Household  and  business  duties  are 
performed  automatically  or  under  constant  pressure 
of  the  will.  The  patient  often  neglects  the  care  of 

•Read  before  the  Forty-ninth  Annual  Meeting-  of  Wash- 
ington State  Medical  Association,  Bellingham,  Washing- 
ton,, Aug.  29-31,  1938. 


the  home  or  his  own  personal  appearance  and  looks 
shabby  and  run  down. 

5.  Anxiety.  This  is  usually  diffuse  and  the  patient 
worries  over  nothing.  There  are  innumerable  fears 
and  often  a vague  apprehension  that  something  ter- 
rible is  going  to  happen.  The  future  seems  uncertain 
and  there  are  unwarranted  worries  over  financial 
insecurity. 

6.  Aversion.  The  patient  may  avoid  his  respon- 
sibilities. A mother  will  want  to  be  rid  of  her  chil- 
dren, or  a man  may  develop  a dislike  for  his  work. 
There  is  often  an  aversion  towards  the  doctor  or 
any  treatment  that  is  proposed. 

The  underlying  mood  disturbance  of  depression 
does  not  always  have  to  be  obvious  to  make  a 
diagnosis.  Any  one  or  two  of  these  mental  symp- 
toms may  so  dominate  the  picture  as  to  obscure  the 
depressive  element  of  the  illness. 

Case  1.  For  example:  A thirty-one  year  old  automobile 
dealer  developed  the  obsession  that  he  must  have  cancer. 
Some  physician  had  mentioned  this  as  a possible  cause  of 
his  weight  loss,  poor  appetite,  and  general  lack  of  pep  and 
energy.  Repeated  examinations  by  many  doctors  failed  to 
disclose  the  underlying  depression  until  a suicidal  attempt 
led  to  a psychiatric  consultation. 

Case  2.  Another  patient,  a fifty-two  year  old  housewife, 
complained  of  having  been  given  the  wrong  treatment  by 
her  family  doctor.  He  had  administered  theelin  at  the 
beginning  of  the  illness  and  the  patient  was  sure  that  these 
“shots”  had  produced  the  subsequent  loss  of  ability  to  con- 
centrate and  the  blank  feeling  in  her  mind.  She  developed 
a marked  aversion  towards  all  doctors  and  treatment  had 
to  be  carried  out  through  the  relatives. 

Case  3.  Another  woman  wanted  to  place  her  children  in  a 
home  and  get  a divorce  because  of  a false  feeling  of  failure 
as  a home  maker.  Fortunately,  the  condition  was  recog- 
nized as  a depressive  illness  and  a marital  tragedy  averted. 

PHYSICAL  SYMPTOMS 

The  physical  symptoms  of  a depression  are  some- 
times even  more  prominent  than  the  mental  symp- 
toms. They  include  the  following: 

1.  Insomnia. 

2.  Gastro-intestinal  disturbances. 

3.  Weight  loss. 

4.  Fatigue. 

5.  Diminution  of  libido  and  menstruation. 

6.  Nervous  tension. 

Table  2.  Physical  Symptoms. 

1.  Insomnia.  This  is  often  severe  and  intractable. 

2.  Gastrointestinal  disturbances.  A depressed 
patient  usually  has  a poor  appetite,  with  a coated 
tongue,  and  often  a bad  breath  and  bad  taste  in 
the  mouth.  Food  lies  heavy  in  the  stomach  and, 
although  there  may  be  hunger  pains,  eating  creates 
nausea.  Flatulence  and  constipation  are  often  dis- 
tressing. 

3.  Weight  loss.  These  patients  often  lose  twenty 
or  thirty  pounds  during  the  course  of  their  illness. 
Their  clothes  hang  loosely.  There  is  a general  de- 
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crease  in  the  tone  of  the  tissues.  Muscles  become 
flabby,  the  hair  lifeless  and  the  skin  inelastic. 

4.  Fatigue.  A depressed  patient  usually  com- 
plains of  marked  exhaustion  which  characteristically 
is  more  noticeable  in  the  morning  than  in  the  eve- 
ning. Associated  with  the  feeling  of  weakness  there 
may  be  dizziness,  paresthesias  and  vasomotor  symp- 
toms of  hot  and  cold  sensations. 

5.  Diminution  of  libido  and  menstruation.  Many 
depressed  women  temporarily  cease  to  menstruate 
during  their  illness  and  men  lose  their  sexual  desire 
and  potency. 

6.  Nervous  tension.  This  is  seen  especially  in 
agitated  depressions.  The  muscles  of  the  neck  and 
throat  feel  tight  and  there  may  be  an  “outward” 
or  “inward”  tremor.  There  are  bizarre  types  of 
headache  with  bandlike,  bursting  or  pressure  sen- 
sations in  the  head.  The  eyes,  ears,  jaws  and  teeth 
ache  and  feel  tired  and  sore.  There  may  be  palpita- 
tion and  a sensation  of  suffocation  due  to  anxiety 
panics. 

It  will  be  seen  from  this  that  there  are  a multi- 
tude of  physical  symptoms,  any  combination  of 
which  may  be  found  in  mild  depressions. 

Case  4.  A twenty-six  year  old  school  teacher  had  several 
sinus  operations,  all  her  teeth  pulled,  and  a mastoidectomy 
before  it  was  recognized  that  the  pain  in  face  and  jaws 
was  really  due  to  a mild  depressive  illness. 

Case  S.  I personally  know  of  a physician’s  daughter  who 
very  nearly  had  a brain  tumor  operation  when  an  internist 
and  neurosurgeon  diagnosed  a pituitary  tumor  on  the  basis 
of  a bursting  type  of  headache  with  nausea  and  vomiting 
plus  cessation  of  menstruation.  Her  father  insisted  on  further 
examination  and  another  neurosurgeon  recognized  the  case 
as  one  of  depression. 

Case.  6.  A thirty-two  year  old  truck  driver  was  treated 
for  ten  months  by  an  urologist  for  quivering,  burning  sen- 
sations in  the  urethra  and  impotency  before  the  other  symp- 
toms of  a depression  became  manifest  enough  for  a diag- 
nosis to  be  made.  Many  of  these  cases  are  treated  as  some 
obscure  glandular  dyscrasia,  hypotension,  secondary  anemia, 
hypothyroidism,  vitamin  deficiency,  or  a vague  gastroin- 
testinal disorder. 

Case  7.  A thirty-four  year  old  clerk  was  treated  for  five 
months  with  iron,  liver,  vitamins,  thyroid,  antuitrin  and 
digitalis  for  the  symptoms  of  dizziness,  paresthesias,  loss  of 
weight  and  insomnia,  before  it  was  discovered  that  he  was 
ill  with  a depression.  He  had  told  his  family  doctor  that 
he  was  depressed  and  had  uncontrollable  crying  spells  with 
ideas  of  suicide,  but  the  doctor  had  disregarded  these  symp- 
toms as  being  secondary  and,  therefore,  unimportant. 

TREATMENT 

Once  the  diagnosis  of  a mild  depression  has  been 
established,  the  treatment  divides  itself  into  three 
general  lines  of  attack:  medical,  psychologic  and 
symptomatic.  The  medical  part  of  the  treatment  is, 
unfortunately,  in  a rather  rudimentary  stage.  We 
do  not  know  the  exact  cause  of  these  depressions. 
Some  of  them  can  be  attributed  directly  to  psychic 
shock  and  trauma  but  others  seem  to  arise  spon- 


taneously. The  most  reasonable  theory  as  to  causa- 
tion seems  to  be  that  which  explains  the  disorder 
as  a temporary  dysfunction  of  the  diencephalic  cen- 
ters controlling  mood,  sleep,  weight,  metabolism  and 
the  level  of  consciousness.  Many  different  treat- 
ments, such  as  photodyne  and  benzedrine,  have 
been  devised  in  the  attempt  to  strike  at  the  path- 
ologic core  of  the  illness,  but  none  of  them  have 
withstood  the  test  of  time.  Prolonged  sleep  treat- 
ment or  metrazol  convulsions,  sometimes  used  in 
the  more  severe  depressions,  are  not  justified  in  the 
milder  cases. 

Psychotherapy  should  be  carried  out  along  the 
following  lines: 

1.  Discussion  of  psychogenic  factors. 

2.  Constant  reassurance  as  to  recovery. 

3.  Philosophy  of  passive  acceptance  of  the  disability  as 
being  due  to  an  actual  illness. 

Table  3.  Treatment ; Psychotherapy. 

1.  Discussion  of  psychogenic  factors.  Inquiry 
should  be  made  as  to  possible  causes  of  the  depres- 
sion. In  women  especially,  the  mental  and  domestic 
situation  should  be  reviewed,  or  any  disappoint- 
ments or  frustrations  in  love  brought  out.  In  men, 
business  or  social  failures  are  more  apt  to  be  the 
basis  of  a depression. 

2.  Constant  reassurance  as  to  recovery.  This  is 
probably  the  most  important  single  factor  in  treat- 
ment. A true  depression  invariably  gets  well  and 
this  can  not  be  too  frequently  reiterated  to  the  pa- 
tient. One  must  day  after  day  pound  away  at  the 
patient  with  the  idea  that  he  will  get  over  his  illness. 
It  is  astonishing  how  much  reassurance  a depressed 
patient  can  absorb  and  how  short  a time  it  lasts. 
The  natural  ups  and  downs  of  the  illness  must  be 
utilized  to  the  fullest.  Good  days  are  used  to  demon- 
strate to  the  patient  that  he  still  has  the  capacity 
for  recovery. 

3.  Philosophy  of  passive  acceptance  of  the  dis- 
ability as  being  due  to  an  actual  illness.  There  is 
nothing  a patient  can  do  for  himself  so  much  as  to 
reconcile  himself  to  the  fact  that  he  is  actually  ill. 
Too  many  patients  fight  their  illness  as  being  a 
weakness  of  character  or  will  power.  This  only 
serves  to  strengthen  an  already  strong  feeling  of 
inadequacy  and  creates  exhaustion  and  tension. 
Half  the  battle  is  won,  if  the  doctor  can  persuade 
the  patient  that  his  trouble  is  just  as  truly  an  illness 
as  a broken  leg  or  pneumonia.  A depressed  patient 
must  be  taught  to  baby  himself  and  conserve  his 
energy,  for  the  course  of  the  illness  usually  lasts 
from  a few  months  to  one  or  two  years.  An  attitude 
of  passive  acceptance  will  enable  a patient  to  ride 
out  his  illness  with  a minimum  of  discomfort.  When 
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the  time  comes  for  recovery,  there  will  first  be  an 
improvement  in  the  biologic  functions  of  weight, 
appetite  and  sleep,  followed  inevitably  by  a clearing 
up  of  the  mental  and  emotional  symptoms. 

Inasmuch  as  mild  depressions  are  self  limiting,  it 
is  especially  important  to  carry  out  the  following 
symptomatic  treatment: 

1.  Reduction  of  responsibility  and  activity. 

2.  Curtailment  of  social  engagements. 

3.  Suicidal  precautions. 

4.  High  caloric  diet  with  frequent  feedings. 

5.  Medication  for  sedation,  insomnia  and  constipation. 

Table  4.  Treatment ; Symptomatic. 

1.  Reduction  of  responsibility  and  activity.  It  is 
just  about  three  or  four  times  as  hard  for  a de- 
pressed patient  to  carry  on  his  daily  activity  as 
compared  to  normal.  Consequently,  household  du- 
ties or  business  obligations  should  be  reduced  to  a 
minimum.  A housewife  should  have  someone,  pre- 
ferably an  emotionally  stable  relative,  in  the  house 
to  take  over  the  task  of  running  the  home.  A busi- 
ness man  should  delegate  as  much  of  his  work  as 
possible  to  his  secretary  or  assistants  and  only  work 
part  time.  It  is  usually  best  not  to  quit  work  en- 
tirely unless  absolutely  necessary.  A certain  amount 
of  physical  or  routine  activity  helps  to  pass  the 
time.  Trips  are  often  advised  but  usually  only  add 
to  the  problems  of  adjustment,  unless  the  patient 
definitely  desires  to  go  away. 

2.  Curtailment  of  social  engagements.  Social  con- 
tacts should  be  limited  as  nearly  as  possible  to  a few 
close  relatives  and  friends  and  not  too  much  back 
slapping  and  cheering  up  engaged  in.  Attempts  to 
drive  the  patient  into  activity  only  serve  to  accen- 
tuate the  feeling  of  inadequacy.  A simple  routine  of 
living  with  regular  hours,  mild  indulgence  in  sports 
and  physical  work,  or  sewing  and  knitting,  help  to 
keep  a patient’s  mind  off  his  troubles. 

3.  Suicidal  precautions.  This  is  not  as  important 
in  mild  as  in  severe  depressions  but  it  should  be 
constantly  kept  in  mind  and  mentioned  to  relatives. 
After  all,  the  protection  of  a patient’s  life  is  the 
most  important  duty  of  a physician,  especially  in  an 
illness  from  which  the  patient  is  bound  to  recover. 

4.  High  caloric  diet  with  frequent  feedings.  Food 
should  be  attractively  prepared  and  there  should  be 
frequent  high  caloric  feedings  between  meals  to 
allay  the  gnawing  sensation  in  the  stomach.  Ten  or 
fifteen  units  of  insulin  one-half  hour  before  meals 
often  stimulate  the  appetite  and  help  to  combat 
weight  loss. 

5.  Medication  for  sedation , insomnia  and  con- 
stipation. Barbiturates  in  large  doses  for  insomnia 
seems  to  be  justified.  Bromides  help  relieve  the 


symptoms  due  to  nervous  tension.  I usually  pre- 
scribe one  or  two,  three  grain,  sodium  amytal  cap- 
sules a night,  plus  thirty  or  forty-five  grains  of  bro- 
mides during  the  day.  Constipation  is  often  intract- 
able. but  should  be  treated  by  the  usual  measures. 
Glandular  therapy  should  theoretically  be  especially 
indicated  but  in  practice  is  rather  disappointing.  In 
my  experience,  theelin  in  mild  involutional  cases 
only  aggravates  the  nervous  tension.  Small  doses  of 
thyroid  in  cases  of  simple  retarded  depressions 
without  agitation  is  sometimes  helpful.  Physical 
therapy  and  hydrotherapy  may  be  of  great  value  in 
overcoming  tension  and  inducing  sleep. 

It  should  be  remembered  that  all  mild  depres- 
sions recover  and  some  strange  curative  power  must 
not  be  attributed  solely  to  the  treatment  being 
given  at  the  time  the  recovery  takes  place.  Many 
doctors  get  the  credit  for  having  effected  a cure 
when  the  credit  is  really  due  to  time,  nature  and 
the  self-limiting  course  of  illness.  Nevertheless  it  is 
nice,  from  the  standpoint  of  one’s  medical  reputa- 
tion, to  get  in  on  the  case  as  near  the  end  of  the 
illness  as  possible.  Recovery  sometimes  takes  place 
almost  overnight,  and  the  relatives  and  patient  may 
get  the  idea  that  a miracle  has  been  performed. 

SUMMARY  AND  CONCLUSIONS 

In  summary,  a mild  depression  is  a mood  dis- 
turbance characterized  by  the  mental  symptoms  of 
depressed  spirits,  feelings  of  inadequacy,  inability 
to  concentrate  or  remember,  loss  of  interest,  anxiety 
and  aversion.  The  physical  symptoms  are  insomnia, 
gastrointestinal  disturbances,  weight  loss,  fatigue, 
diminution  of  libido  and  menstruation,  and  nervous 
tension. 

A mild  depression  is  just  as  truly  a disease  en- 
tity as  pneumonia  or  a broken  leg  and  should  be 
recognized  and  treated  as  such.  The  diagnosis  is 
made  by  carefully  ruling  out  any  definite  physical 
illness,  plus  the  elicitation,  by  direct  questioning, 
of  the  enumerated  physical  and  mental  symptoms. 

The  treatment  of  a mild  depression  consists  of 
physical  therapy  along  the  lines  of  discussion  of 
psychogenic  factors,  constant  reassurance  as  to  re- 
covery, and  the  development  in  the  patient  of  a 
philosophy  of  passive  acceptance  of  his  disability 
as  being  due  to  an  actual  illness.  Inasmuch  as  the 
illness  is  self-limited  within  a period  of  a few 
months  to  one  or  two  years,  symptomatic  treatment 
is  especially  important.  This  consists  of  reduction 
of  responsibility  and  activity,  curtailment  of  social 
engagements,  suicidal  precautions,  high  caloric  diet 
with  frequent  feedings,  medication  for  constipation, 
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insomnia  and  sedation,  and  physical  therapy  and 
hydrotherapy. 

ADDENDUM 

Since  this  paper  was  written,  metrazol  shock 
treatment  has  been  used  with  very  satisfactory  re- 
sults in  the  type  of  case  described  in  this  article. 
About  75  per  cent  of  the  patients  treated  with 
metrazol  have  shown  immediate  recovery  or  marked 
improvement  which  makes  the  slight  risk  involved 
worth  taking,  w7hen  one  considers  the  long  duration 
of  the  illness  and  the  intense  suffering  that  these 
patients  and  their  families  have  to  endure. 


TREATMENT  OF  SKIN  CANCER  BY 
ELECTROTHERMY  AND  ROENTGEN  RAY 
Joseph  C.  Hathaway,  M.D. 

AND 

Robert  L.  Howard,  M.D. 

SPOKANE,  WASH. 

In  the  treatment  of  malignancies  of  the  skin  and 
orificial  mucosa  it  has  been  our  custom,  as  it  has 
been  that  of  most  dermatologists,  to  vary  the  clini- 
cal management  in  accordance  with  the  require- 
ments demanded  by:  (1)  location,  size,  depth, 
duration  and  rate  of  growth;  (2)  type  and  grade 
of  malignancy;  (3)  evidence  of  lymphatic  invasion 
or  regional  metastasis;  (4)  age  of  the  patient;  (5) 
complications  such  as  the  presence  of  scar  tissue  or 
an  accelerated  metaplasia  due  to  previous  inade- 
quate therapy.  It  is  axiomatic  that  any  method  is 
satisfactory  which  destroys  the  cancer,  prevents 
subsequent  metastatic  dissemination  and  affords 
reasonably  good  cosmetic  results.  The  employment 
of  radium,  roentgen  ray,  scalpel  surgery,  electro- 
thermic  surgery,  electrothermic  coagulation  fol- 
lowed by  curettage  or  combinations  of  these  pro- 
cedures must  in  each  case  be  governed  by  the  ex- 
perience and  judgment  of  the  physician  supervising 
the  treatment.  In  the  final  analysis  it  is  probably 
the  thoroughness  of  the  operation  and  the  skill  of 
the  operator  in  his  own  technic,  and  not  the  modal- 
ity employed  which  determines  the  number  of  his 
clinical  cures1. 

For  the  past  eight  years  we  have  been  especially 
interested  in,  and  have  used  extensively,  a com- 
bined technic  which  is  applicable  to  a great  ma- 
jority of  the  lesions  where  there  are  no  demon- 
strable metastases.  The  procedure  has  been  essen- 
tially the  same  in  all  cases.  Procaine,  containing  a 

1.  Liljencrantz,  E.  and  Kulchar,  G.  V.:  Clinical  Man- 
agement of  Skin  Cancer,  California  and  West.  Med.  49:30- 

36,  July,  1938. 


small  amount  of  epinephrine,  is  carefully  injected 
around  and  at  a safe  distance  from  the  tumor,  a 
small  section  of  tissue  is  removed  for  histologic 
study  and  the  entire  area  destroyed  by  means  of 
electrocoagulation  (in  a few  instances  the  electro- 
thermic  cutting  current).  All  epitheliomatous  tissue 
is  then  removed  by  curettage.  Roentgen  therapy 
(140  Kv;  5 Ma;  10  inch  distance;  1 to  3 mm.  Al. 
filter)  is  administered  immediately,  and  again  at 
one  to  two  week  intervals,  if  a large  amount  is  re- 
quired. The  roentgen  dosage  is  varied  considerably 
to  meet  the  demands  of  the  individual  lesion.  As 
little  as  1500  r has  proved  adequate  for  small  basal 
cell  cancers,  while  as  much  as  6000  r has  been 
deemed  necessary  for  large  basal  cell  tumors,  adeno- 
carcinomata  or  squamous  cell  epitheliomata  show- 
ing histopathologic  ratings  of  grade  III  or  IV. 

This  method  of  treating  malignancies  of  the  skin 
is  neither  new  nor  original  with  us.  The  first  to 
recommend  thorough  destruction  and  curettage 
prior  to  radiation  was  Fordyce2.  This  technic  has 
subsequently  found  favor  with  many  dermatologists 
and  cancerologists  as  an  essential  part  of  the  ther- 
apy of  all  cases,  unless  specifically  contraindicated, 
or  as  a preliminary  measure  in  selected  cases3. 

It  should  be  pointed  out,  of  course,  that  there  are 
certain  types  of  malignancies  where  the  above  meth- 
od is  not  only  useless  but  is  actually  contraindicat- 
ed as,  for  example,  where  the  lesion  is  a malignant 
melanoma.  It  is  also  unsuitable  in  cases  where  a 
highly  malignant  squamous  cell  tumor  has  already 
invaded  the  lymphatics  and  where  radical  surgery 
combined  with  high  voltage  radiation  would  ap- 
pear to  offer  the  best  chance  to  avoid,  if  possible, 
a generalized  carcinomatosis. 

In  all  cases  where  the  above  mentioned  combined 
regime  is  applicable  we  prefer  it  to  other  methods 
for  the  following  reasons: 

1.  It  enables  the  operator  to  determine  the  ex- 
tent of  tissue  invasion. 

2.  Vascular  channels  are  obliterated,  thus  de- 
creasing the  opportunity  for  metastases. 

3.  The  need  of  that  portion  of  the  roentgen  dos- 
age utilized  for  its  cauterizing  effect  is  obviated. 

4.  The  presence  of  any  scar  tissue  from  previous 
inadequate  therapy  is  disclosed.  This  advantage  is 
particularly  important  because  it  is  a frequent  ob- 
servation that  epitheliomatous  recurrences  in  dense 
fibrous  tissue  are  more  refractory  to  radiation  than 

2.  Fordyce,  J.  A. : Use  of  Curette  Before  X-rays,  Jour. 
Cutan.  Dis.,  24:105,  March,  1906. 

3.  Belot,  J. : Le  traitement  radio-chirurgical  de  l'£pith§- 
lioma  cutan£.  M£decine,  1:540,  June,  1920. 
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the  primary  lesion  surrounded  by  comparatively 
normal  tissue. 

5.  The  experienced  operator  is  enabled  to  obtain 
a higher  percentage  of  cures  with  a minimum 
amount  of  radiation.  Available  data  indicate  that 
the  percentage  of  cures  ultimately  obtained  com- 
pares favorably  with  the  figures  reported  by  those 
who  employ  exclusively  scalpel  surgery,  radio- 
therapy or  radium.  This  is  notably  true  of  large, 
deeply  indurated  basal  cell  and  localized  squamous 
cell  lesions4’ 5 6. 

6.  Even  in  unselected  cases  it  affords  a surprising- 
ly large  number  of  clinical  cures.  Missildine  and  Van 
Cleve1'  report  100  per  cent  cures  in  83  cases.  The 
statistics  of  Stevens7  show  100  per  cent  cures  in 
101  cases  of  small  basal  cell,  90  per  cent  cures  in 
44  cases  of  large  basal  cell,  100  per  cent  cures  in 
22  cases  of  localized  squamous  cell  and  82  per  cent 
cures  in  6 cases  of  “border  line”  or  questionably 
localized  squamous  cell  cancers.  Stevens8  and  Pfah- 
ler9  also  show  exceptionally  good  results  in  the 
treatment  of  epitheliomata  of  the  lip. 

7.  The  cosmetic  results  are  at  least  equal  to  any 
other  surgical  procedure.  The  treated  areas  cause 
little  discomfort,  healing  is  rapid  and  the  resultant 
scar  thin  and  elastic.  Especially  in  those  cases 
where  a malignant  growth  exists  near  or  involves 
cartilage,  as  on  the  ear  or  nose,  electrothermic 
coagulation  or  excision  promotes  better  results  be- 
cause the  large  radiation  dose  otherwise  required 
causes  necrosis  of  cartilage. 

It  is,  of  course,  needless  to  state  that  there  are 
frequently  noticeable  sequelae  from  any  type  of 
adequate  treatment  of  large,  highly  malignant,  neg- 
lected or  recurrent  epitheliomata.  Nevertheless,  we 
feel  that,  while  this  method  often  leaves  definitely 
visible  scars,  it  is  seldom  responsible  for  subsequent 
telangiectasia  and  radiation  atrophy. 

The  following  table  shows  the  results  of  treat- 
ment in  183  cases  which  we  have  been  able  to  check 
up  by  personal  observation  or  questionnaire: 

4.  MacKee,  G.  M. : X-rays  and  Radium  in  the  Treatment 
of  Diseases  of  the  Skin,  Lea  & Febiger,  Philadelphia,  Ed. 
3,  1938. 

5.  Eller,  J.  J.  and  Fox,  E.  C. : Treatment  of  Skin  Cancer, 
New  York  State  J.  Med.  30:1344-1352,  Nov.  15,  1930. 

6.  Missildine,  J.  G.  and  Van  Cleve,  J.  V. : Malignancies 
of  Skin  ; Report  of  122  Cases.  J.  Kansas  M.  Soc.,  35:90-94, 
March,  1934. 

7.  Stevens,  J.  T. : Statistics  and  Technique  in  Treatment 
of  Superficial  Malignancy  with  Radium.  Roentgen  Rays 
and  Electrothermic  Coagulation,  Am.  J.  Roentgenol. 
11:241-246,  March,  1924. 

8.  Stevens,  J.  T. : Electrothermic  Surgery  in  Manage- 
ment of  Carcinomata  of  Lip.  Am.  J.  Surg.  7:831-835,  Dec. 
1929. 

9.  Pfahler,  G.  E.  and  Vastine,  J.  H. : Treatment  of  Can- 
cer of  Lip  by  Electrocoagulation  and  Irradiation,  J.A.M.A. 
98:32-36,  Jan.  2,  1932. 


Location  of  lesion: 

Face  140 

Lip  28 

Hand  and  arm 11 

Other  areas  4 

Cases  previously  treated  by  other  methods 17 

Cases  with  multiple  lesions  at  the  time  of  observation....  12 
Cases  that  developed  in  other  areas,  lesions  similar  to  but 

having  no  relation  to  the  original 7 

Cases  that  developed  a recurrence  at  the  site  of  the 

original  lesion  5 

Deaths  from  carcinomatosis  3 

Deaths  from  other  causes 9 

Clinical  cures  to  date,  from  first  treatment 175 

Clinical  cures  to  date,  including  the  successful  treatment 
of  five  recurrences  in  situ 180 


An  analysis  of  the  above  table  shows,  if  we  may 
assume  that  the  nine  patients  who  died  of  other 
causes  would  not  have  suffered  a relapse,  175 
(95.6  per  cent)  clinical  cures.  The  five  cases  that 
returned  with  recurrence  in  situ  were  all  retreated 
and  have  to  date  shown  no  sign  of  recrudescence. 
Of  the  three  patients  whose  deaths  were  due  to 
cancer,  one  had  refused  obviously  indicated  radical 
therapy,  another  had  failed  to  return  for  a period  of 
two  years,  and  all  three  had  long  neglected  highly 
malignant  lesions.  None  of  the  three  had  exhibited 
demonstrable  metastases  at  the  time  but  in  spite  of 
this  fact  a gloomy  prognosis  was  evident. 

In  conclusion,  we  wish  to  state  emphatically  that 
a careful  follow-up  program  is  exceedingly  import- 
ant. While  not  always  successful,  due  to  lack  of 
cooperation  on  the  part  of  the  patient,  we  believe 
that  observation  at  three  month  intervals  has  fre- 
quently been  the  means  of  preventing  ultimate 
disaster. 

SUMMARY 

1.  Therapy  of  skin  cancer  should  not  be  routin- 
ized  but  individualized  in  accordance  with  the  indi- 
cations determined  by  the  consideration  of  several 
factors. 

2.  A combined  technic  of  electrothermic  destruc- 
tion followed  by  radiotherapy  is  valuable  in  the 
treatment  of  the  majority  of  nonmetastasizing 
malignancies.  It  has  many  distinct  advantages, 
produces  a high  percentage  of  clinical  cures  and  af- 
fords good  cosmetic  results. 

3.  The  combined  method  herein  described  has 
been  employed  in  183  cases  with  95.6  per  cent 
clinical  cures  of  one  to  eight  years  duration. 
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OREGON 

ANNUAL  MEETING  OREGON  STATE  MEDICAL  SOCIETY,  GEARHART,  SEPTEMBER  6-9 


MEDICAL  NOTES 


State  Tuberculosis  Association  Meets.  Annual  meet- 
ing of  Oregon  State  Tuberculosis  Association  was  held  at 
Eugene  April  S and  6.  C.  L.  Newcombe  of  New  York  was 
guest  speaker  and  also  participating  at  the  meeting  were 
Ralph  C.  Matson,  Lewis  Mills,  Charles  P.  Wilson  of  Port- 
land; G.  C.  Bellinger,  Salem;  Marion  G.  Hays,  Eugene;  J. 
M.  Odell,  The  Dalles;  and  Peter  H.  Rozendal,  Klamath 
Falls. 

Wild  Life  Adviser.  J.  C.  Vandervert  of  Bend  has  been 
named  wild  life  adviser  for  district  No.  S of  Oregon.  This 
position  has  to  do  with  range  allotments  and  consultation 
with  stockmen  relative  to  overgrazing  by  wild  life.  Dr. 
Vandevert  was  formerly  a member  of  the  state  game  com- 
mission. 

Health  Officers  Change.  J.  Edward  Dehne,  formerly  of 
Kellogg,  Idaho,  assumed  duty  as  director  of  Clatsop  Coun- 
ty health  office  early  in  April.  He  replaces  L.  S.  Goerke, 
who  goes  to  McMinnville,  where  he  will  be  chief  health  of- 
ficer for  Yamhill  County. 

Dillehunt  Honored.  R.  B.  Dillehunt  was  elected  presi- 
dent of  the  Pacific  Coast  Surgical  Society  at  its  recent 
meeting  at  Del  Monte,  California.  Thomas  Joyce  also  of 
Portland  was  named  councilor.  Meeting  of  the  Association 
will  be  held  in  Portland  in  1940. 

Study  of  Barbitals.  A grant  of  $1200  has  been  awarded 
to  Drs.  Norman  A.  David  and  Ben  Vidgoff  of  the  Depart- 
ment of  Pharmacology  of  University  of  Oregon  Medical 
School,  by  Eli  Lilly  and  Company.  This  grant  is  to  aid 
in  the  investigation  of  the  chronic  effects  of  barbitals  and 
to  study  the  water  soluble  hormone  of  the  testes. 

Coquille  Hospital  Enlarged.  Improvements  now  under 
way  at  the  Coquille  Hospital  include  the  addition  of  a five- 
bed  ward,  private  room,  delivery  room  and  nursery. 

Funds  Granted  for  Portland  Hospital.  Appropriation 
bill  recently  signed  by  Governor  Sprague  provides  funds  for 
eighty  beds  at  the  new  State  Tuberculosis  Hospital  at  Port- 
land. 

Hospital  Plans.  Architectural  work  is  now  being  done 
on  the  hospital  at  Redmonds.  It  is  expected  that  bids  will 
be  called  some  time  in  May. 

Hospital  Wing  Opened.  A new  wing  at  Josephine  Gen- 
eral Hospital  was  opened  in  April. 

Work  Starts  at  Grangeville.  Construction  was  started 
early  in  April  on  the  new  General  Hospital  at  Grangeville. 

County  Officer  Named.  Dean  P.  Crowell  was  reappoint- 
ed city  health  officer  for  North  Bend. 

Location.  T.  J.  Matthews  left  Coquille  early  in  April; 
moving  to  Oregon  City. 


OBITUARIES 


Dr.  Roy  Dean  Byrd  of  Salem,  Oregon,  died  April  6,  fol- 
lowing an  emergency  appendectomy.  He  was  58  years  of 
age.  He  was  born  March  13,  1881,  at  Fairfield,  Oregon,  his 
parents  having  come  across  the  plains  in  a covered  wagon. 
He  received  his  medical  education  at  Willamette  University 
Medical  Department,  Salem,  graduating  in  1906.  Immediate- 
ly following  graduation  from  medical  school,  he  started 
private  practice  in  Salem.  During  the  World  War  he  entered 
the  army  medical  corps  and  served  as  first  lieutenant  in  the 
347th  Machine  Gun  Battalion.  During  the  closing  months 
of  the  War,  he  was  transferred  to  the  316th  Sanitary  Train 
and  during  this  service  was  also  promoted  to  captaincy.  Fol- 
lowing the  War,  he  practiced  in  Salem  until  1930,  at  which 
time  he  was  named  superintendent  of  Fairview  Home.  He 
held  this  position  until  the  time  of  his  death. 

Dr.  Robert  Wilson  Stearns  of  Medford,  Oregon,  died, 
after  a prolonged  heart  illness,  March  23,  aged  55.  He  was 
born  in  Webster  City,  Iowa,  and  received  his  medical  educa- 
tion at  Northwestern  University  Medical  School,  Chicago, 
graduating  in  1909.  Following  graduation  he  came  to  Med- 
ford, immediately  entering  private  practice.  At  the  time  of 
the  World  War,  he  enlisted  with  the  army  medical  corps, 
emerging  as  a captain.  He  returned  to  Medford  after  the 
War  and  practiced  continuously  until  1938,  at  which  time 
he  retired  because  of  illness. 

Dr.  John  W.  Gearhart  of  Portland,  Oregon,  died  March 
31,  aged  73.  He  received  his  medical  education  from  the 
Ohio  Medical  University,  Columbus,  Ohio,  graduating  in 
1897.  He  practiced  at  White  Salmon,  Idaho,  until  the  time 
of  the  World  War,  when  he  joined  the  army  medical  corps. 
Following  discharge  from  the  army,  he  moved  to  Portland, 
where  he  practiced  until  retirement  a few  years  ago. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  J.  C.  Booth;  Secty.,  L.  M.  Bain 
A meeting  of  Central  Willamette  Medical  Society  was 
held  jointly  with  Lane  County  Medical  Society  at  Eugene, 
Thursday  evening,  April  6,  with  dinner  at  the  Osburn 
Hotel.  Following  this  the  speaker  of  the  evening  was 
D.  C.  Burkes  of  Portland  who  presented  an  extensive  mov- 
ing picture  of  nine  reels  on  “Diagnostic  Methods  in  Neurol- 
ogy,” by  the  late  A.  J.  McLean  of  Portland.  The  films 
were  unusual  and  of  great  interest. 

POLK-YAMHILL-MARION  MEDICAL  SOCIETY 
Pres.,  P.  A.  Loar;  Secty.,  J.  L.  Sears 
Polk-Yamhill-Marion  Medical  Society  held  a meeting  at 
Salem,  Tuesday  evening,  April  11.  A dinner  at  the  Golden 
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Pheasant  at  6:45  p.m.  was  followed  by  a meeting  of  the 
society  held  at  the  Chamber  of  Commerce  rooms.  Joseph 
Levitin,  University  of  California  Medical  School,  San  Fran- 
cisco, presented  a paper  on  “Ileus,  Intussusception  and  In- 
testinal Obstruction,”  which  was  illustrated  with  pictures. 


POSTGRADUATE  LECTURES  IN 
OBSTETRICS  AND  PEDIATRICS 


Portland,  Ore.,  April  25,  1939. 

In  accordance  with  the  policy  of  the  society  to  make 
available  postgraduate  education  to  its  membership,  the 
Committee  on  Maternal  Welfare,  in  cooperation  with  Ore- 
gon State  Board  of  Health,  has  arranged  a series  of  post- 
graduate lectures  in  obstetrics  and  pediatrics  to  be  given 
during  the  month  of  May.  It  is  anticipated  that  refresher 
courses  in  other  subjects  may  be  undertaken  in  the  future. 

Speakers  for  this  series  of  lectures  have  been  selected  not 
only  because  of  their  professional  reputation,  but  primarily 
because  of  their  teaching  ability.  The  speakers  will  be: 

Daniel  G.  Morton,  Assistant  Professor  of  Obstetrics  and 
Gynecology,  University  of  California  Medical  School. 

John  Mott  Rector,  Visiting  Pediatrician,  Children’s  Hos- 
pital and  St.  Mary’s  Hospital,  San  Francisco. 

The  lectures  will  be  conducted  in  cooperation  with  the 
component  societies,  with  an  invitation  extended  to  physi- 
cians in  neighboring  communities.  Each  component  society 
will  select  from  the  following  lists  of  topics  the  subjects 
believed  to  be  of  most  interest  and  value  to  its  member- 

OBSTETRICS 


1.  “Cesarean  Section  Pro  and  Con;  Newer  Concepts  Rela- 
tive to  Indications,  Contraindications,  and  the  Type  of 
Operation.” 

2.  “Postpartum  Hemorrhage,  Immediate  and  Remote; 
Importance  of  Prenatal  Blood  Counts ; Importance  of 
Transfusions;  Importance  of  Effective  Packing;  Practical 


Clinical  Considerations.” 

3.  “Preeclampsia  and  Eclampsia;  Prophylaxis;  Generally 
Accepted  Measures  of  Management  of  (a)  Preeclampsia, 
(b)  Eclampsia;  the  Role  of  Accouchment  Force  or  Cesarean 
Section  in  Eclampsia.” 

4.  “Management  of  Abortion.” 

5.  “Placenta  Previa  and  Premature  Separation;  Diag- 
nosis; Details  of  Management;  the  Role  of  Cesarean  Sec- 
tion.” 

6.  “New  Thoughts  in  Prenatal  Medical  Care;  Special 
Reference  to  Endocrine  Deficiencies  and  Vitamin  and  Min- 
eral Requirements;  the  Immediate  Preparation  for  Labor.” 

7.  “Pituitrin  in  Obstetrics;  Its  Uses  and  Abuses;  When 

and  How.  pediatrics 


1.  “The  Physician’s  Office  as  a Health  Supervision  Clinic.” 

2.  “Present  Status  in  Communicable  Diseases  of  Immuniz- 
ing and  Therapeutic  Procedures.” 

3.  “Clinical  Use  in  Children  of  Sulfanilamide  and  Its 
Derivatives.” 

4.  “The  Child;  Acutely  111;  With  a Temperature  of  104°.” 

5.  “Therapy  of  the  More  Common  Skin  Ailments  in  In- 
fancy and  Childhood.” 

The  lectures  will  be  presented  in  nine  Oregon  cities  in 
accordance  with  the  following  schedule; 

Cooperating 

Date  Town  Place  of  Meeting  Component  Society 
May  8 — Astoria,  Chamber  of  Commerce — Clatsop  County. 
May  9 — Albany,  Albany  Hotel — Linn  and  Benton  Counties. 
May  10  and  17 — Eugene,  Osborn  Hotel — Lane  County. 

May  11  and  18 — Salem,  The  Quelle  Restaurant — Polk-Yam- 
hill-Marion. 

May  12 — The  Dalles,  The  Dalles  Hotel — Mid-Columbia. 
May  13 — Bend,  Pine  Tavern — Central  Oregon. 


May  15 — Medford,  Medford  Hotel — Jackson  County. 

May  16 — Marshfield,  Chandler  Hotel — Coos-Curry  Counties. 
May  19 — Hood  River,  Columbia  Gorge  Hotel — Mid-Co- 
lumbia. 


STATE  SOCIETY  ACTIVITIES 


PLANS  FOR  ANNUAL  SESSION 

The  Committee  on  Scientific  Work  is  now  arranging  the 
program  for  the  65th  Annual  Session  to  be  held  at  the 
Hotel  Gearhart  on  September  6-9. 

The  committee  has  obtained  the  following  guest  speakers 
of  national  reputation: 

A.  F.  Hartmann,  Professor  of  Pediatrics,  Washington  Uni- 
versity School  of  Medicine. 

Otto  H.  Schwarz,  Professor  of  Obstetrics  and  Gynecology, 
Washington  University  School  of  Medicine. 

Nathan  A.  Womack,  Assistant  Professor  of  Clinical  Sur- 
gery, Washington  University  School  of  Medicine. 

Clifford  J.  Barborka,  Associate  in  Medicine,  Northwest- 
ern University  Medical  School. 

Each  guest  speaker  will  present  two  or  three  papers  and 
will  lead  a round-table  discussion  on  topics  in  their  re- 
spective fields  of  current  interest  and  value  to  the  general 
physician. 

The  annual  call  to  the  membership  for  scientific  papers, 
exhibits  and  case  reports  has  gone  out.  The  committee  hopes 
to  obtain  interesting  material  to  supplement  the  addresses 
of  the  guest  speakers. 

It  is  anticipated  that  the  attractiveness  of  the  program 
and  the  recreational  advantages  at  Gearhart  will  result 
in  an  attendance  exceeding  the  record  breaking  registration 
of  301  established  at  the  Timberline  Lodge  meeting  last 
year. 

SPECIAL  NEWSPAPER  SUPPLEMENT 

In  accordance  with  policies  of  press  cooperation  adopted 
by  the  Council  of  Oregon  State  Medical  Society  last  No- 
vember, a special  supplement  on  health  and  medicine  will 
be  published  by  the  Portland  Oregonian  this  month.  The 
supplement  will  be  a part  of  the  edition  of  Sunday,  May  21. 

Supplements  of  this  nature  have  been  published  frequently 
in  various  parts  of  the  country  within  the  past  few  years. 
Usually  a great  quantity  of  space  has  been  devoted  to  sub- 
jects of  particular  interest  to  the  medical  profession  with 
small  attention  to  the  interests  of  the  reading  public.  There 
have  been,  of  course,  notable  exceptions  to  this  general 
rule. 

In  the  special  section  to  be  published  by  the  Oregonian, 
the  first  consideration  will  be  reader  interest,  on  the  as- 
sumption that  the  story  of  organized  medicine  can  best  be 
told  to  an  audience  already  interested  in  the  subject  matter. 
Accordingly,  little  emphasis  will  be  placed  upon  such  sub- 
ject matter  as  medical  organization,  personalities  and  the 
like.  Instead,  the  supplement  will  give  the  readers  informa- 
tion on  “How  to  Select  a Doctor,”  “How  to  Get  the  Great- 
est Health  Benefits  from  a Vacation,”  “How  to  Recognize 
Symptoms  of  Certain  Common  Diseases,”  etc. 

The  supplement  is  to  be  published  with  the  full  coopera- 
tion and  support  of  the  Society  on  the  conditions  that  it 
involve  no  cost  to  the  Society,  directly  or  indirectly,  and 
that  all  advertising  and  editorial  matter  shall  be  approved 
by  the  Society  prior  to  publication. 

HEARING  ON  WAGNER  BILL 

To  present  organized  medicine’s  point  of  view  on  the 
National  Health  Bill,  known  as  the  Wagner  Bill,  the  Com- 
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mittee  on  Legislative  Activities  of  the  American  Medical 
Association  will  appear  before  a subcommittee  of  the  Com- 
mittee on  Education  and  Labor  of  the  U.  S.  Senate  in 
Washington,  on  May  8.  The  Association’s  Committee  on 
Legislative  Activities  has  been  expanded  to  include  repre- 
sentatives from  each  section  of  the  United  States.  Appointed 
to  represent  the  Pacific  Coast  is  Robert  L.  Benson  of  Port- 
land. 

When  Dr.  Benson  appears  at  the  hearing,  he  will  discuss 
the  medical  care  of  the  indigent.  His  selection  to  present 
this  phase  of  the  bill  is  based  on  his  many  years  of  service 
as  a member  of  Oregon  State  Public  Welfare  Commission 
and  Oregon  State  Board  of  Health.  Other  phases  of  the  bill 
will  be  discussed  by  other  members  of  the  Association’s 
committee.  The  Wagner  bill  proposes  a marked  expansion 
of  the  activities  of  the  federal  government  in  public  health 
and  medical  care. 


WOMAN’S  AUXILIARY 


NEWS  ITEMS 

Portland,  Ore. 

April  23,  1939 

The  Woman’s  Auxiliary  to  Oregon  State  Medical  Society 
held  its  last  board  meeting  of  the  year  on  April  19,  in  the 
auditorium  of  the  Medical-Dental  Bldg.,  Portland.  The 
Auxiliary  had  assumed  responsibility  for  furnishing  the  li- 
brary at  McLoughlin  House,  Oregon  City.  As  they  have 
now  opened  Barclay  House,  next  door  to  McLoughlin 
house  as  a tearoom,  the  hospitality  committee  decided  to 
arrange  our  luncheon  at  Barclay  House  so  out  of  town 
members  could  view  the  completed  library.  After  a delicious 
luncheon,  members  inspected  the  antiques  in  Barclay 
House,  and  then  went  to  McLoughlin  House,  where  they 
viewed  many  things  belonging  to  that  period  in  which  Dr. 
McLoughlin  and  his  contemporaries  lived. 

Benton  County  Auxiliary  gained  in  membership  this  year, 
now  having  thirteen  members.  One  of  their  several  projects 
is  gathering  relics  of  early  medical  practice  in  their  county 
and  incorporating  them  in  an  exhibit  for  Oregon  State  Col- 
lege Museum  at  Corvallis. 

The  March  meeting  of  the  Coos  and  Curry  Auxiliary 
was  held  at  Coos  Bay  Hotel  in  North  Bend  on  March  1, 
following  a joint  dinner  with  the  doctors.  Mrs.  Donohue  of 
Eugene  was  a guest  for  the  evening,  having  accompanied 
her  husband  who  gave  a lecture  to  the  doctors.  Mrs.  H.  H. 
Thomas  of  Myrtle  Point  was  named  program  chairman  for 
the  year.  Mrs.  Vern  Hamilton  of  Coquille  gave  an  interest- 
ing paper,  entitled  “Social  Work.”  Fifteen  members  at- 
tended. 

Coos  and  Curry  Counties  Auxiliary  held  a meeting  April 
5 at  the  home  of  Mrs.  A.  B.  Peacock  in  Marshfield,  follow- 
ing dinner  with  the  doctors  and  nurses  at  the  Chandler 
Hotel.  A short  business  meeting  was  held  to  discuss  activi- 
ties of  the  auxiliary,  the  county  farm  being  their  chief 
project.  The  auxiliary  was  instrumental  in  obtaining  a piano 
for  the  farm,  being  donated  by  an  interested  citizen  of 
North  Bend,  Miss  Elsie  Meredith. 

Lane  County  Auxiliary  met  in  regular  session  on  March 
24  for  6:30  dinner  at  the  home  of  Mrs.  J.  R.  Wetherbee  on 
Sunset  Terrace.  Assistant  hostesses  were  Mrs.  A.  F.  Barnett 
and  Mrs.  Willis  B.  Shepard.  Twenty  members  were  present. 


They  voted  to  resurvey  the  county  schools  as  to  their  inter- 
est in  Hygeia,  and  to  spend  up  to  $25  to  place  the  magazine 
in  schools  where  it  is  most  needed.  Mrs.  C.  E.  Hunt  was 
appointed  Hygeia  chairman. 

The  April  meeting  of  the  Polk-Yamhill-Marion  County 
Auxiliary  was  held  at  the  home  of  Dr.  H.  J.  Clements.  His 
neice,  Mrs.  Charles  Campbell,  acted  as  hostess  and  present- 
ed lovely  corsages  picked  from  the  gardens,  which  were  a 
profusion  of  lovely  spring  flowers  and  shrubs. 

The  program  consisted  of  pictures  taken  in  India  by  Dr. 
Wells  Baum,  who  spent  some  five  months  studying  eye 
surgery.  His  description  of  hospitals,  the  vast  amount  of 
eye  surgery,  management  of  the  hospitals,  etc.  gave  a very 
interesting  evening.  Twenty-six  members  were  present,  with 
six  guests,  one  from  Nevada,  one  from  Washington,  D.  C. 
The  Hygeia  chairman  reported  thirty  subscriptions  had 
been  placed  in  one  and  two-room  schools  in  Marion  and 
Polk  counties. 

Multnomah  County  Auxiliary  met  in  the  auditorium  of 
the  Medical-Dental  Bldg,  on  March  27.  Speaker  of  the 
afternoon  was  Mr.  Dean  Collins  of  the  Oregon  Journal.  His 
subject  was  “International  Propaganda.”  Tea  and  a social 
hour  followed.  The  Multnomah  County  Study  Group  met 
at  the  home  of  Mrs.  W.  F.  Patrick.  A paper  on  “The  His- 
tory of  Nursing”  was  presented  by  Mrs.  Geo.  C.  Pfeiffer. 

Mrs.  Laurence  R.  Serruriar, 

State  Publicity  Chairman 


CARE  NEEDED  IN  ARSENICAL  TREATMENT  OF 
SYPHILIS  DURING  PREGNANCY 

In  spite  of  the  apparent  need  for  haste,  the  same  careful 
preparation  for  arsenical  treatment  of  syphilis  is  required 
for  pregnant  women  as  for  nonpregnant  cases,  Norman  R. 
Ingraham  Jr.,  M.D.,  Philadelphia,  states  in  The  Journal 
of  the  American  Medical  Association  for  April  22. 

Without  in  any  sense  denying  that  the  treatment  of  the 
pregnant  syphilitic  woman  to  prevent  her  infant  from  be- 
coming infected  before  birth  is  one  of  the  most  effective 
forms  of  preventive  medicine  known  today,  Dr.  Ingraham 
says  it  should  be  used  with  caution  if  the  hazard  to  the 
mother  is  to  be  kept  at  a minimum. 

He  points  out  that  the  added  impetus  of  the  public 
health  movement  for  control  of  venereal  disease,  and  espe- 
cially the  attention  directed  toward  syphilis  in  pregnancy 
by  numerous  state  laws  requiring  premarital  and  prede- 
livery syphilis  tests,  will  tend  of  necessity  to  direct  the 
treatment  of  many  syphilitic  pregnant  women  away  from 
specialists  in  this  field. 

The  author’s  paper  discusses  various  aspects  of  forty-two 
deaths  of  pregnant  syphilitic  women  from  complications 
during  antisyphilitic  treatment  with  arsenical  preparations. 
He  advances  evidence  from  his  personal  experience  and 
from  the  literature,  which  he  feels  indicats  that  at  best  the 
pregnant  syphilitic  woman  is  only  a moderately  good  risk 
for  arsenical  treatment. 

Warning  against  the  starting  of  arsenical  treatment  in 
full  dosage  without  adequate  preparation  by  previous  use 
of  mercury  or  bismuth  compounds  in  a case  of  late  or 
latent  syphilis  of  unknown  duration,  the  author  says  that 
certainly  the  principles  of  treatment  which  would  be  con- 
sidered invalid  for  nonpregnant  women  should  not  be  em- 
ployed in  the  management  of  a syphilitic  pregnant  woman 
in  the  general  haste  and  eagerness  to  protect  the  unborn 
child. 

When  and  if  reactions  due  to  arsenical  treatment  occur, 
emergency  treatment  is  to  be  instituted  immediately.  These 
severe  treatment  reactions  are  to  be  considered  extremely 
serious  but  never  hopeless  if  handled  with  dispatch. 

The  author  states  that  “this  presentation  is  not  intended 
in  any  way  to  depreciate  the  value  of  before-deliverv  anti- 
syphilitic treatment  in  protecting  the  unborn  child  in  utero. 
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GOLDEN  JUBILEE  MEETING  WASHINGTON  STATE  MEDICAL  ASSOCIATION,  SPOKANE, 

AUGUST  28-30 


MEDICAL  NOTES 


Spokane  Surgical  Society  held  its  fifth  annual  meeting 
at  the  Davenport  Hotel,  Spokane,  April  8.  One  hundred 
thirteen  were  registered.  Featured  on  the  program  were 
three  addresses  presented  by  Alton  Ochsner  of  New  Orleans 
and  his  discussion  of  clinical  cases  presented  by  members 
of  the  Society.  Dr.  Ochsner  spoke  on  “Peripheral  Vascular 
Disease,”  “Thrombophlebitis,”  and  “The  Surgical  Signifi- 
cance of  Amebiasis.” 

Walla  Walla  Public  Health  Service.  Resulting  from 
activity  of  the  Health  Council  of  Walla  Walla  Valley 
Medical  Society,  the  Chamber  of  Commerce  and  County 
Commissioners,  a survey  was  completed  last  month  of  city 
and  county  health  and  sanitary  conditions.  Walter  S.  Man- 
gold, Sanitarian  of  University  of  California,  reported  sani- 
tary conditions  fairly  satisfactory.  He  recommended  install- 
ation of  a larger  reservoir,  improvement  of  sewerage  system 
and  establishment  of  a modern  garbage  collection  and  a 
better  system  of  food  inspection.  He  urged  establishment 
of  a public  health  laboratory.  He  advised  the  county  and 
city  to  secure  the  services  of  a qualified  and  trained  sani- 
tarian. 

Appointed  Head  of  Hospital.  T.  J.  Fatherree  of  Birm- 
ingham, Alabama,  has  been  appointed  head  of  the  new  Mc- 
Kay Memorial  Research  Hospital  at  Soap  Lake  for  treat- 
ment of  Buerger’s  disease.  After  obtaining  his  medical  degree 
from  Tulane  Medical  School  of  New  Orleans,  in  1932,  Dr. 
Fatherree  spent  several  years  in  study  at  the  University  of 
Minnesota.  During  the  past  five  years  he  has  been  connected 
with  the  Department  of  Medicine  at  Mayo  Clinic,  serving 
part  of  that  time  as  first  assistant  consultant  in  medicine. 

County  Hospital  Seeks  Funds.  Board  of  Trustees  at 
King  County  Hospital,  Seattle,  has  asked  the  county  com- 
missioners for  $140,000  to  be  spent  on  a building  program. 
A new  out-patient  wing  is  desired.  As  a part  of  the  plans 
it  is  expected  that  the  ninth  floor,  heretofore  unoccupied, 
will  be  equipped  at  the  cost  of  about  $40,000. 

Hospital  Completes  Improvements.  Recent  improve- 
ment and  remodeling  at  St.  Elizabeth  Hospital,  Yakima, 
has  provided  four  new  surgeries  with  modern  lighting  and 
equipment.  Program  of  reconstruction  which  followed  a 
damaging  fire  last  fall  has  cost  approximately  $50,000. 

County  Health  Officer  Named.  A.  L.  Ringle  of  Kelso 
was  selected  by  county  commissioners  of  Cowlitz  County 
as  acting  county  physician.  A.  L.  Perry  formerly  of  Chi- 
cago has  been  appointed  as  interne  at  the  county  hospital 
and  it  is  expected  that  he  will  become  county  health  of- 
ficer as  soon  as  he  receives  a license  to  practice. 

Auxiliary  Hears  Cancer  Discussion.  D.  H.  Nickson  of 
Seattle  discussed  cancer  control  for  members  of  the 
Woman’s  Auxiliary  to  Yakima  County  Medical  Society 
March  24. 


Medical  Forum.  Alumni  Forum  at  the  College  of  Puget 
Sound,  Tacoma,  listened  to  a discussion  March  23  by  H.  J. 
Whitaker  of  Tacoma  and  Clifford  Halverson  of  Western 
State  Hospital  on  methods  of  medical  care. 

Legal  and  Medical  Professions  Meet.  About  three  hun- 
dred fifty  were  in  attendance  at  the  banquet  of  King  Coun- 
ty Medical  Society  and  King  County  Bar  Association  held 
at  New  Washington  Hotel,  Seattle,  April  20. 

W.  A.  Taylor  of  Ellensburg  was  named  vice-president  of 
the  Pacific  Coast  Surgical  Society  at  its  recent  meeting  in 
Del  Monte,  California. 

H.  E.  Wheeler  of  Spokane  has  been  named  chief  surgeon 
for  the  Spokane  division  of  the  Great  Northern  Railroad. 


OBITUARY 


Dr.  John  G.  Cunningham  of  Spokane,  Washington,  died 
at  Los  Angeles,  California,  following  a sudden  heart  attack, 
aged  67.  He  received  his  medical  degree  from  Rush  Medical 
College,  University  of  Chicago,  in  1897.  Following  gradua- 
tion from  medical  school,  he  practiced  in  Chicago  for  one 
year  and  then  came  to  Spokane,  where  he  has  resided  since. 
He  was  assistant  chief  surgeon  for  the  Great  Northern  Rail- 
road and  also  became  interested  in  a number  of  mining  ven- 
tures both  in  Washington  and  Alaska. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  met  at  a dinner  meeting, 
Hotel  Monticello,  Longview,  Wednesday  evening,  April  19. 
Several  guests  were  present:  J.  L.  Wooden,  Clatskanie,  Ore- 
gon; V.  S.  Gearey,  Westport,  Oregon;  and  Kenneth  Soder- 
strom  of  the  State  Health  Department,  T.  B.  control,  Se- 
attle. 

The  guest  speaker  was  Warren  C.  Hunter,  Associate  Pro- 
fessor of  Pathology  of  the  University  of  Oregon.  He  gave  a 
most  interesting  illustrated  talk  on  “Thrombosis  and  Pul- 
monary Emboli,”  dealing  principally  with  etiology,  common 
locations  and  treatment.  He  stressed  the  importance  of  pre- 
vention more  than  the  active  treatment  of  the  trouble.  It 
has  been  proven  that  exercises  following  operations  prevent 
stasis,  which  is  claimed  to  be  the  most  common  cause  of 
thrombi.  He  suggested  that  all  postoperative  cases  be  started 
with  arm  and  leg  exercises  as  soon  as  possible. 

The  women’s  auxiliary  to  Cowlitz  County  Medical  So- 
ciety held  a dinner  meeting  the  same  evening  at  the  Hotel 
Monticello.  Mrs.  P.  H.  Henderson  reviewed  the  book,  “Con- 
sultation Room,”  by  Frederick  Loomis.  Mrs.  R.  J.  LaRue 
and  Mrs.  C.  J.  Sells  were  hostesses.  The  auxiliary  recently 
arranged  a health  exhibit  in  the  Kessler  Boulevard  School 
compiled  by  Mrs.  A.  T.  Rook  of  Walla  Walla. 
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KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  E.  Coe;  Secty.,  David  Metheny 

King  County  Medical  Society  held  a meeting  April  3 in 
the  auditorium  of  Medical  and  Mental  Building,  Seattle, 
8:15  p.  m.,  President  H.  E.  Coe  presiding. 

The  following  were  elected  to  membership:  S.  T.  Cantril, 
H.  J.  MacKay,  M.  L.  Schoolnik,  E.  S.  Weisfield.  The  fol- 
lowing applications  for  membership  were  received:  James 
Blackman,  W.  A.  McMahon,  R.  S.  Thompson,  W.  W. 
Vandivert. 

A.  W.  Hackfield  read  a paper  entitled,  “The  Physician’s 
Responsibility  in  Induced  Symptom  Neurosis  and  Its  Medic- 
al Legal  Implications  in  Compensation  Work.”  Induced 
neurosis  was  defined  and  clinical  symptoms  enumerated.  Its 
relations  to  trauma  were  emphasized.  There  was  a discussion 
of  chief  complaint,  induction  and  fixation  factor,  final  diag- 
nosis, differential  diagnostic  criteria.  Emphasis  was  laid  on 
the  fact  that  the  first  contact  physician  and  original  con- 
sultant are  most  important  regarding  diagnosis  treatment. 
The  paper  was  discussed  by  H.  L.  Leavitt  and  H.  D. 
Dudley. 

O.  M.  Rott,  president  of  Spokane  County  Medical  So- 
ciety, read  a paper,  “Health  Education  as  a Solution  to  Our 
Medical  Dilemma.”  The  oft-repeated  statement  that  one- 
third  of  the  population  of  the  United  States  is  receiving 
inadequate  medical  care  is  quetsionable  as  to  its  veracity' 
No  one  has  yet  attempted  to  define  what  is  adequate 
medical  care.  Emphasis  was  placed  on  the  necessity  of  the 
public  being  educated  as  to  the  means  of  securing  proper 
care  from  established  health  agencies.  State  health  authori- 
ties can  best  disseminate  such  information.  Personal  rela- 
tionship between  physician  and  patient  must  be  stressed. 
The  subject  was  discussed  at  length. 

Wilbur  Watson,  medical  resident  of  King  County  Hospi- 
tal, discussed  “Botulism  and  the  Present  Seattle  Epidemic.” 
Bacteriology  of  botulism  was  discussed.  The  mechanism  by 
which  botulism  toxin  produces  characteristic  symptoms  was 
explained.  Symptomatology  was  discussed.  The  United 
States  mortality  rate  ranges  from  61.7  to  65.7  per  cent, 
compared  to  16.1  to  44.9  per  cent  in  Europe,  the  difference 
being  due  to  different  strain  and  potency  of  the  toxin.  The 
recent  outbreak  in  Seattle  was  discussed  in  detail. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Hillis;  Secty.,  T.  H.  Duerfeldt 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  Medical  Arts  Building,  Tacoma,  April  11, 
with  A.  E.  Hillis  in  the  chair.  Minutes  of  the  previous  meet- 
ing were  read  and  approved. 

Mr.  E.  A.  White  presented  the  work  of  the  Tacoma 
Chamber  of  Commerce  and  their  special  need  at  this  time 
for  increased  membership  and  participation  in  the  Chamber. 

The  first  paper  on  “The  Normal  and  Pathological  Phys- 
iology of  the  Biliary  Tract”  was  presented  by  F.  R.  Maddi- 
son,  in  which  he  discussed  in  detail  numerous  causes  of  gall- 
bladder trouble.  It  was  discussed  by  B.  D.  Harrington, 
Christen  Quevli  and  H.  J.  Whitacre. 

R.  A.  Button,  city  veterinarian,  presented  a motion  pic- 
ture film  on  rabies  and  gave  interesting  data  on  the  epidemic 
which  has  continued  since  1934  and  has  caused  two  human 
deaths,  stating  that  the  tie-up  measures  adopted  in  Decem- 
ber have  been  quite  successful,  although  the  last  two 
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rabid  dogs  had  broken  loose  for  a few  hours  after  becoming 
diseased. 

Carroll  C.  Carlson  presented  a comprehensive  outline  of 
“Objectives  and  Methods  of  Psychotherapy  in  Patients 
Without  Psychosis,”  showing  how  the  psychiatrist  strives  to 
effect  emotional  harmony  in  the  patient,  and  hinting  as  to 
how  the  conscientious  doctor  could  use  suggestion  and  re- 
assurance, even  though  unable  to  give  the  deep  interpreta- 
tive treatment.  The  paper  was  discussed  by  Christen  Quevli, 
J.  P.  Kane  and  C.  F.  Engels. 

Nominating  Committees  were  elected  as  follows:  Com- 
mittee No.  1,  D.  M.  Dayton,  chairman;  Jess  Read  and 
F.  R.  Maddison;  Committee  No.  2,  Carroll  C.  Carlson, 
chairman;  C.  F.  Engels  and  W.  H.  Goering. 

L.  A.  Hopkins  made  brief  reference  to  the  newly-formed 
Public  Relations  Committee  of  the  State  Association. 

G.  H.  Smith  reported  the  results  of  the  survey  of  im- 
munization, which  revealed  in  all  the  school  districts  46  per 
cent  diphtheria  immunization  and  57  per  cent  smallpox  in 
children  nine  years  or  younger.  He  stated  that  an  immuniza- 
tion below  20  per  cent  existed  in  the  school  districts  of 
Edison,  Arlington,  Sheridan  and  Central.  He  asked  the 
society  to  approve  immunization  clinics  in  these  four  dis- 
tricts. The  question  was  discussed  by  D.  M.  Dayton,  H.  J. 
Whitacre,  W.  B.  Penney,  C.  H.  Denzler,  Ralph  Gregg,  A.  H. 
Buis,  T.  B.  Murphy  and  T.  K.  Bowles.  Motion  to  give  this 
approval  but  amended  to  include  all  school  districts  failed 
to  carry. 

WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  C.  J.  Johannesson;  Secty.,  R.  W.  Stevens 

Walla  Walla  Valley  Medical  Society  held  a meeting 
April  13  following  a dinner  at  Marcus  Whitman  hotel,  Walla 
Walla.  The  program  consisted  of  a symposium  on  low  back 
pains.  Lawrence  Selling,  chief  of  the  department  of  medi- 
cine, University  of  Oregon  medical  school,  and  A.  Gurney 
Kimberley,  orthopedic  surgeon  of  Portland,  addressed  the 
Society. 

Dr.  Selling  discussed  the  recent  discovery  of  herniation 
of  the  nucleus  pulposus  and  hyperthrophy  of  the  ligamen- 
tum  flavum  as  a cause  of  low  back  pain,  stating  that  oper- 
ative treatment  thus  far  has  proved  very  successful  in  re- 
lieving symptoms. 

Dr.  Kimberley  outlined  the  other  causes  of  back  pain 
with  their  treatment.  The  weak  structure  of  the  joint  be- 
tween the  spine  and  the  sacrum  was  pointed  out  by  the  fact 
that  a six-foot  man,  lifting  a 150-pound  weight  from  the 
floor,  puts  a strain  of  1,000  pounds  on  this  joint  due  to  the 
leverage  and,  of  course,  often  with  resulting  injury. 

The  meeting  was  attended  by  doctors  from  Lewiston  and 
La  Grande  as  well  as  from  surrounding  communities. 


YAKIMA  COUNTY  SOCIETY 
Pres.,  G.  W.  Cornett;  Secty.,  H.  C.  Lynch 
Yakima  County  Society  met  at  the  Commercial  Hotel, 
Yakima,  April  10.  Ralph  H.  Loe  and  H.  B.  Kellogg  of  Se- 
attle were  guest  speakers  of  the  evening.  At  the  business 
session,  K.  England  and  P.  J.  Lewis  were  named  to  the 
Board  of  Trustees  of  Yakima  County  Medical  Service  Bu- 
reau. Authorization  was  given  to  appoint  a committee  to 
work  with  the  state  committee  on  maternal  and  child  wel- 
fare. 
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BOARD  OF  TRUSTEES  MEETING 


REPORTS  OF  COMMITTEES 

Seattle,  Wash.,  April  16,  1939. 
The  Board  of  Trustees  of  the  Washington  State  Medical 
Association  met  at  10:00  a.m.,  April  16,  at  the  Olympic 
Hotel,  Seattle,  all  members  being  present.  Visitors  included 
Donald  G.  Evans,  Seattle,  Director,  State  Department  of 
Health;  H.  L.  Hartley,  Seattle,  Assistant  to  the  Editor, 
Northwest  Medicine;  Clark  C.  Goss,  Chairman,  Public 
Relations  Committee;  Edwin  A.  Nixon,  Chairman,  Radio 
Committee;  J.  T.  Googe,  Assistant  Medical  Director,  and 
Mr.  Claude  G.  Walker,  State  Cooperation  Specialist,  of  the 
Farm  Security  Administration;  and  Mr.  Charles  Riddell, 
Attorney.  report  of  dues  received 

Dr.  Spickard,  Secretary-Treasurer,  gave  the  following  re- 
port on  dues  received  for  the  period,  Jan.  1-April  IS: 


No. 

For  1939,  to  April  IS 691 

Total  for  1938  collected  to  date 1,293 

Total  for  1937  collected  to  date 1,292 

Record  collections  of  dues  for  1936 1,318 

Record  collections  of  dues  for  1935 1,301 

Record  collections  of  dues  for  1932 1,273 

Defense  Fund  dues  Jan.  1-April  15 263 


MEDICAL  CARE  PROGRAM  FOR  FARM  SECURITY 
ADMINISTRATION  CLIENTS 

J.  T.  Googe,  Assistant  Medical  Director  of  the  Farm 
Security  Administration,  reported  on  a proposed  medical 
care  plan  for  F.  S.  A.  clients  in  Washington.  A copy  of  the 
plan  had  previously  been  sent  to  each  member  of  the  Board 
of  Trustees.  He  explained  that  there  were  approximately 
four  thousand  families  in  Washington  eligible  for  F.  S.  A. 
loans  at  the  present  time,  the  eligibility  being  determined 
by  local  rehabilitation  committees.  General  discussion  fol- 
lowed. 

Dr.  Read,  Chairman  of  the  Resettlement  Committee,  an- 
alyzed the  provisions  of  the  F.  S.  A.  plan  in  a report  of  his 
Committee.  The  report  criticized  the  average  amount  of  loan 
being  proposed  to  provide  such  medical  care,  as  experience 
under  medical  service  bureaus  would  indicate  that  the  cost  of 
preferred  claims,  such  as  hospitalization,  nursing  care,  drugs, 
etc.,  would  be  as  great  as  the  total  amount  being  provided. 
The  plan  was  analyzed  as  an  endeavor  to  have  the  partici- 
pating physicians  underwrite  the  medical  care  of  the  clients, 
thus  forcing  them  into  the  inusrance  business  at  rates  below 
cost  experience. 

Many  members  took  part  in  the  discussion  and  the  fol- 
lowing motion  was  carried:  That  the  executive  secretary  be 
authorized  to  inform  the  component  county  medical  societies 
that  the  Board  of  Trustees  approve  their  entering  into  con- 
tracts to  supply  medical  care  for  F.  S.  A.  clients,  embodying 
principles  and  safeguards  as  recommended  by  the  Resettle- 
ment Committee,  and  that  any  such  agreement  between  a 
society  and  the  F.  S.  A.  be  subject  to  the  approval  of  the 
Board  of  Trustees  of  the  State  Medical  Association. 

COMMITTEE  REPORTS 

In  an  effort  to  stimulate  committee  activity,  the  President 
had  requested  each  committee  to  report  progress  to  the 
meeting  and  also  to  outline  proposed  activities  for  the  bal- 
ance of  the  association  year.  Reports  were  received  from  the 
following  committees:  Executive  Secretary,  Legislative,  Fi- 
nance, Board  of  Governors  of  the  Defense  Fund,  Public 
Relations,  Radio,  Group  Hospitalization,  Industrial  Health, 
Industrial  Insurance,  Library,  Maternal  and  Child  Welfare, 


Narcotic,  Postgraduate  Medical  Instruction,  Public  Health, 
Scientific  Exhibits,  Social  Hygiene  and  Syphilis  Control, 
State  Planning  Council  and  Tuberculosis,  Sections  of  those 
reports  of  immediate,  current  interest  are  summarized  below. 

Executive  Secretary  Committee.  In  addition  to  reporting 
on  the  nature  of  the  work  being  done  by  the  central  office, 
the  committee  stated  that  there  was  a need  being  evidenced 
for  revision  of  certain  articles  of  the  by-laws  to  make  them 
more  workable. 

The  Board  authorized  a committee  to  be  appointed  to 
consider  a revision  of  the  by-laws  and  to  submit  their  rec- 
ommendations to  the  1939  meeting  of  the  House  of  Dele- 
gates. Dr.  Rhodehamel  appointed  the  following  committee: 
Drs.  Sharpies,  Chairman,  Bowles,  Dudley,  Spickard,  Zech. 

Legislative  Committee.  A report  of  activity  at  the  legis- 
lative session  was  given  by  Dr.  Henderson  who  stated  that 
no  bills  detrimental  to  the  interests  of  medicine  had  become 
laws.  Dr.  Zech  elaborated  upon  the  report  and  suggested 
that  an  effort  be  made  to  encourage  more  physicians  to  run 
for  the  legislature,  especially  doctors  from  the  rural  areas. 
The  Committee  appointed  to  revise  the  by-laws  was  also 
instructed  to  work  out  a program  of  action  for  the  Legis- 
lative Committee,  and  to  coordinate  this  activity  with  that 
of  the  Public  Relations  Committee. 

Public  Relations  Committee.  Clark  C.  Goss,  Chairman, 
submitted  a statement  of  “Policy  and  Regulations  Pertain- 
ing to  the  Public  Appearances  of  Members  of  the  Washing- 
ton State  Medical  Association.”  The  statement  as  revised 
and  approved  by  the  Board  is  reprinted  in  this  issue  of 
Northwest  Medicine. 

Radio  Committee.  During  the  1938-1939  season,  conclud- 
ing on  May  3,  the  Association  will  have  sponsored  thirty 
radio  broadcasts  on  general  health  subjects.  Edwin  A. 
Nixon,  Chairman  of  the  Radio  Committee,  reported  twen- 
ty-six of  these  were  dramatized  by  the  students  of  the  Cor- 
nish School.  He  stated  that  he  would  request  an  increased 
appropriation  for  such  broadcasts  for  next  year. 

Group  Hospitalization  Committee.  Dr.  Bowles  outlined 
the  activities  of  the  Committee,  culminating  in  the  adoption 
of  the  recommendation  by  the  Board  “that  they  approve 
the  group  hospitalization  plan  and  recommend  to  each 
county  society  that  it  assume  the  duty  of  promoting  such 
a plan  in  its  own  community.”  After  extended  discussion 
as  to  what  a group  hospitalization  plan  should  contain, 
and  a review  by  various  members  of  the  plans  in  operation 
in  other  communities,  the  following  motion  was  adopted: 

“That  the  Board  of  Trustees  of  the  Washington  State  Med- 
ical Association  approves  the  principles  of  group  hospitaliza- 
tion as  presented  by  the  Group  Hospitalization  Committee  in 
their  report  on  January  8,  1939 ; 

The  Board  recommends  that  a state-wide  corporation  or 
local  corporations  be  formed  for  the  purpose  of  providing 
the  benefits  of  group  hospitalization  to  its  subscribers;  that 
contracts  be  made  between  the  incorporated  body  and  the 
hospitals  for  furnishing  hospital  services  to  group  hospital- 
ization plan  subscribers ; 

The  Board  does  not  approve  of  a group  hospitalization 
plan  corporation  contracting  to  furnish  medical  services; 

The  Board  recommends  that  the  incorporated  body  consist 
of  hospital  representatives,  representatives  of  the  medical 
profession,  and  other  citizens  interested  in  the  welfare  of 
their  community; 

The  Board  pledges  to  the  citizens  of  this  state  its  coopera- 
tion and  assistance  in  the  organization  of  such  group  hospi- 
talization plans.” 

Maternal  and  Child  Welfare  Committee.  H.  H.  Skinner, 
Chairman,  reported  that  the  Committee  is  compiling  a ros- 
ter of  men  available  to  speak  on  maternal  and  child  welfare 
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subjects  before  medical  societies  and  lay  groups.  The  pro- 
gram of  the  Committee  also  includes  enlisting  the  aid  of  the 
Woman’s  Auxiliary  to  secure  speaking  engagements  for  the 
men,  broadcasting  of  maternal  and  child  welfare  subjects, 
and  a survey  of  prematurely  born  infants  in  this  state,  look- 
ing towards  a reduction  of  infant  mortality. 

Postgraduate  Medical  Instruction  Committee.  A plan  of 
the  Committee  on  Postgraduate  Medical  Education  was  out- 
lined by  Dr.  Dudley,  Chairman.  All  postgraduate  activity 
will  be  coordinated  through  the  Committee.  An  extensive 
postgraduate  course  of  from  three  to  five  days  duration  de- 
signed for  the  general  practitioner  is  contemplated,  and  it 
is  believed  that  this  may  take  the  place  of  the  University 
of  Washington  Extension  Course. 

Public  Health  Committee.  The  objectives  of  the  Com- 
mittee were  reported  by  Dr.  Donald  G.  Evans,  Chairman, 
as  follows: 

1.  To  serve  as  a contact  agency  between  the  State  Depart- 
ment of  Health  and  the  State  Medical  Association. 

2.  To  study  the  problems  relative  to  public  health  in  the 
state,  and  to  develop  a program  to  be  submitted  to  the  Asso- 
ciation for  the  purpose  of  increasing  the  interest  of  the  pri- 
vate physician  in  public  health  procedures. 

3.  To  submit  to  the  State  Medical  Association  recom- 
mendations of  a comprehensive  program,  together  with  rec- 
ommendations concerning  a specific  and  immediate  program 
for  such  action  as  the  State  Medical  Association  cares  to 
undertake. 

An  extensive  report  was  submitted,  and  it  was  suggested 
by  the  Board  that  the  Committee  present  specific  recom- 
mendations for  carrying  out  this  program  at  the  1939  meet- 
ing of  the  House  of  Delegates. 

Scientific  Exhibits  Committee.  George  Marshall,  Chair- 
man, reported  that  the  Committee  would  be  able  to  accom- 
modate between  twenty-five  and  thirty  scientific  exhibitors, 
and  an  effort  will  be  made  to  secure  such  exhibits  from 
men  in  as  many  localities  as  possible. 

The  Committee  was  consulted  often  by  the  central  office 
in  regard  to  arrangements  for  the  technical  exhibit.  Thirty- 
four  spaces  were  provided  and  sold  in  this  exhibit  for  a 
total  of  $1665.  This  is  double  the  amount  received  from 
such  exhibits  last  year. 

Tuberculosis  Committee.  John  E.  Nelson,  Chairman,  re- 
ported that  many  lantern  slide  talks  on  tuberculosis  have 
been  given  by  the  members  of  the  Committee  before  lay 
groups.  A program  devoted  entirely  to  this  subject  is  being 
presented  at  the  meetings  of  most  of  the  county  medical 
societies  in  the  state.  The  August  issue  of  Northwest 
Medicine  will  probably  contain  papers  on  tuberculosis  by 
doctors  of  Washington,  Oregon  and  Idaho.  The  Committee 
interprets  numerous  films  from  groups  in  schools  and  col- 
leges. Instructions  are  being  given  to  district  nurses  organi- 
zations, and  a plan  is  being  worked  out  with  the  various 
hospitals  and  sanatoria  to  provide  more  adequate  training 
for  nurses  in  tuberculosis  care.  The  Committee  is  also  co- 
operating with  the  State  Department  of  Health  in  a study 
of  the  various  phases  of  the  tuberculosis  problem,  particu- 
larly with  regard  to  standards  of  sanatorium  care  and  beds 
available  and  needed  for  the  care  of  tuberculosis  patients. 

Temporary  Charter  to  the  Snohomish  County  Medical  So- 
ciety. The  Snohomish  County  Medical  Society  was  disband- 
ed March  9,  1939,  and  the  Snohomish  County  Medical  So- 
ciety, Inc.,  was  organized  in  its  place  with  the  same  mem- 
bership. The  new  society  petitioned  for  a charter.  A 
temporary  charter  was  issued,  and  the  Board  will  recom- 
mend to  the  1939  House  of  Delegates  that  a permanent 
charter  be  granted. 


Objections  to  Wagner  National  Health  Bill.  The  Wagner 
National  Health  Bill,  now  before  Congress,  was  discussed. 
Objections  to  this  bill  have  been  registered  by  many  medical 
groups  throughout  the  country.  The  Board  went  on  record 
as  objecting  to  the  Wagner  National  Health  Bill  as  being 
inimical  to  the  best  interests  of  public  health.  Copies  of  this 
action  are  to  be  transmitted  to  the  secretary  of  the  Ameri- 
can Medical  Association  and  to  the  congressmen  elected 
from  this  state. 

After  consideration  of  various  other  miscellaneous  mat- 
ters, the  meeting  was  adjourned  at  3:50  p.  m. 


STATE  ASSOCIATION  ITEMS 


POLICY  AND  REGULATIONS  PERTAINING  TO  PUB- 
LIC APPEARANCES  OF  MEMBERS  OF  WASH- 
INGTON STATE  MEDICAL  ASSSOCIATION* 

The  members  of  Washington  State  Medical  Association 
must  embark  immediately  upon  a vigorous  speaking  pro- 
gram. Not  only  must  they  be  prepared  to  make  public 
speeches  whenever  and  wherever  possible,  but  they  must  be 
able  to  give  clear  and  concise  answers  to  their  patients 
and  friends  regarding  questions  of  medico-political  and  eco- 
nomic significance. 

GENERAL  POLICY 

All  publicity  in  the  future  should  be  directed  toward 
building  public  confidence  and  respect  for  scientific  medi- 
cine and  the  medical  profession.  This  can  be  accomplished 
best  by  using  every  opportunity  to  present  to  the  public 
that  which  the  profession  has  done  and  is  doing  for  it. 

For  the  sake  of  information,  the  public  is  interested  nor- 
mally in  hearing  or  reading  discussions  of  specific  diseases. 
Medical  publicity  should  always  use  this  interest  as  a basis, 
but,  intermixed  with  such  discussions,  the  members  of  the 
Association  should  lose  no  chance  to  point  out  what  medi- 
cal science  has  done  for  the  public  in  studying,  treating  and 
preventing  disease.  The  public  knows  what  it  wants  to  hear. 
The  profession  should  make  it  a point  to  have  it  hear,  as 
well,  that  which  the  profession  wants  it  to  hear. 

Members  of  Washington  State  Medical  Association  should 
volunteer  to  speak  on  medical  subjects  before  lay  groups. 
All  channels  of  contact  through  which  the  public  can  be 
reached  in  this  regard  should  be  kept  open.  Members  should 
make  it  a point  to  speak  before  lay  organizations  to  which 
they  belong  or,  if  they  prefer,  suggest  to  the  program  com- 
mittee that  other  physicians  be  asked  to  speak.  The 
Woman’s  Auxiliary  should  be  empowered  and  encouraged 
to  aid  in  seeking  speaking  engagements  for  the  various 
physicians. 

Each  member  should  also  prepare  himself  immediately 
to  speak  publicly  on  the  subject  of  socialized  medicine. 
Such  speeches  must  not  be  based  on  emotional  reactions, 
but  rather  on  facts  and  convictions  that  can  be  well  illus- 
trated. Even  if  there  is  no  opportunity  for  a public  pres-  N 
entation,  the  preparation  of  the  speech  will  give  the  mem-  " 
ber  mental  access  to  material  from  which  he  may  draw  in 
private  discussions. 

REGULATIONS 

1.  Any  member  of  the  Association  who  is  speaking  pub- 
licly  should  be  introduced  as  a representative  of  Washing-  | 
ton  State  Medical  Association  or  of  his  local  medical  so- 
ciety. His  name  may  be  used  in  the  introduction  or  an-  M 
nouncement,  but  to  avoid  criticism  and  to  conform  to 

* Compiled  by  the  Committee  on  Public  Relations,  and 
approved  bv  the  Board  of  Trustees  of  the  Association, 
April  IS,  1939. 
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ethical  principles,  credit  for  his  appearance  and  for  that 
which  he  presents  should  be  given  to  the  state  association 
or  the  local  society. 

2.  In  making  comments  publicly,  the  member  should  be 
particularly  careful  to  mention  only  those  principles  of 
medical  science  that  are  generally  accepted  by  the  profes- 
sion, rather  than  give  any  personal  opinions  or  impres- 
sions. This  is  to  forestall  the  oft  mentioned  public  protest 
that  physicians  are  always  in  disagreement,  and  also  to 
avoid  the  criticism  that  the  speaker  is  advertising  himself. 

3.  Any  member  filling  a speaking  engagement  should 
show  the  courtesy  of  being  punctual,  and  have  his  material 
so  organized  that  his  talk  can  be  given  within  the  time 
allotted. 

4.  Any  publicity  given  or  material  presented  shall  con- 
form to,  or  not  be  in  conflict  with,  the  ethics  of  the  Amer- 
ican Medical  Association. 

5.  Interesting  or  unusual  medical  or  surgical  cases  should 
be  reported  to  the  Committee  for  release  to  the  newspapers. 
In  writing  up  these  cases,  the  name  of  the  attending  physi- 
cian will  not  be  mentioned ; instead,  he  will  be  referred 
to  only  as  a member  of  the  local  medical  society.  In  report- 
ing of  current  medical  events  of  news  value,  however,  it  is 
permissible  to  use  the  physician’s  name  when  necessary. 

6.  Th  Committee  on  Public  Relations  is  empowered  to 
edit  the  papers  of  all  members  speaking  publicly  in  the 
name  of  organized  medicine  in  this  state.  As  it  is  felt  that 
every  effort  must  be  made  to  encourage,  not  discourage, 
the  public  appearances  of  physicians,  such  editing  will  be 
limited  to  the  papers  of  those  members  failing  to  conform 
to  the  principles  and  regulations  outlined  above. 


WOMAN’S  AUXILIARY 


COUNTY  AUXILIARY  ACTIVITIES 

As  the  auxiliary  year  draws  to  a close,  members  through- 
out the  state  are  putting  forth  final  efforts  to  accomplish 
the  goals  set  in  September  with  no  diminution  of  enthu- 
siasm. My  report  this  month  will  consist  of  highlights  from 
the  activities  of  the  various  counties,  all  of  which  have  had 
most  interesting  and  worthwhile  programs  during  the  year. 

In  January  King  County  members  heard  a most  interest- 
ing report  of  proposed  legislation,  given  by  Dr.  R.  L.  Zech. 
Mrs.  R.  E.  Ahlquist  of  Spokane,  state  president,  gave  a 
talk  about  her  work.  In  February,  Dr.  Martha  Dressier,  as- 
sociate professor  of  home  economics  at  the  University, 
spoke  on  “Science  in  the  Kitchen.”  In  March,  at  the  home 
of  Mrs.  Stephen  Parker,  auxiliary  members  entertained  rep- 
resentatives of  organizations  having  health  programs  at  a 
tea,  thus  expressing  their  interest  in  the  cancer-control  move- 
ment. Dr.  D.  H.  Nickson  spoke  on  the  subject  of  cancer. 

The  February  meeting  of  Yakima  Auxiliary  was  devoted 
to  legislation,  under  the  direction  of  Mrs.  C.  R.  Duncan. 
Dr.  D.  F.  Bice  spoke  on  medical  legislation.  Hygeia  com- 
mittee reported  thirty-nine  subscriptions.  In  addition  to  the 
regular  March  meeting,  this  auxiliary  sponsored  a Public 
Relations  meeting,  open  to  the  public,  March  10,  at  St. 
Elizabeth’s  Hospital.  Dr.  Lynch  spoke  on  “Fallacies  of  So- 
cialized Medicine.”  This  well  attended  open  meeting  was 
under  the  direction  of  Mrs.  G.  E.  Marcy,  Public  Relations 
Chairman. 

Grays  Harbor  Auxiliary  meet  each  month  at  different 
members’  homes,  following  dinner  with  business  meetings. 
In  January  a paper  was  given  by  Mrs.  Arthur  Skarperud, 
and  in  February  at  a joint  meeting  with  the  doctors,  they 


were  addressed  by  Dr.  O.  M.  Nisbet  of  Portland,  and  Dr. 
Gurney,  recently  of  the  Mayo  Clinic.  Cancer  control  and 
socialized  medicine  were  the  topics  under  discussion  at  the 
April  meeting. 

Whatcom  County  welcomed  Mrs.  Ahlquist  of  Spokane  at 
the  January  luncheon,  at  which  Skagit  County  members 
were  guests.  The  February  meeting  followed  luncheon  at  the 
home  of  Mrs.  A.  Macrae  Smith,  in  Bellingham,  with  com- 
mittee chairmen  reporting  on  their  work. 

Mrs.  Ahlquist  visited  Clark  and  Cowlitz  County  Auxili- 
aries at  a joint  meeting  in  Longview  on  January  10.  Later 
in  January,  members  of  Cowlitz  County  Auxiliary  met  to 
hear  Mrs.  J.  D.  McCann  speak  on  the  Women’s  Field  Army 
for  the  Control  of  Cancer.  She  organized  the  Women’s  Field 
Army  for  the  State  of  Washington.  Clark  County  Auxiliary 
has  been  hearing  interesting  papers  at  their  meetings  this 
winter  on  the  subject  of  infant  mortality,  its  causes  and 
statistics  regarding  it. 

Cowlitz  County  heard  a review  of  “Rebecca”  by  Daphne 
DuMaurier,  given  by  Mrs.  Margery  Carlson,  at  their  Feb- 
ruary meeting,  and  in  March,  following  dinner  at  the  home 
of  Mrs.  P.  H.  Henderson,  members  joined  their  husbands 
for  a program  on  tuberculosis. 

Kitsap  County  Auxiliary  heard  their  county  nurse,  Miss 
Frazier,  at  their  February  meeting,  and  on  March  14  Mrs. 
Baldwin,  president,  reported  on  the  mid-year  state  board 
meeting  held  in  Seattle  on  March  3.  Socialized  medicine  was 
the  topic  for  discussion  at  the  April  meeting. 

In  January  Spokane  County  Auxiliary  took  up  the  sub- 
ject of  legislation  affecting  medicine,  under  the  capable  di- 
rection of  Mrs.  R.  E.  Rhodehamel,  State  Legislative  Chair- 
man. Mrs.  Harris’  basic  science  exhibit,  which  won  for 
Washington  much  favorable  comment  at  the  national  meet- 
ing in  San  Francisco  last  year,  was  again  displayed. 

Walla  Walla  County,  always  most  active,  heard  a review 
by  Mrs.  H.  A.  Mount  of  Waitsburg  of  Hertzler’s  “The 
Horse  and  Buggy  Doctor”  at  their  January  meeting.  Mrs. 
L.  E.  Kennedy  spoke  on  “European  Gardens,”  illustrating 
her  talk  with  lantern  slides.  In  March,  Mrs.  V.  G.  Backman 
of  Pasco,  president,  reported  on  the  midyear  board  meeting 
in  Seattle.  The  April  meeting  was  devoted  to  the  annual 
reports  of  chairmen  of  committees,  and  the  incoming  presi- 
dent, Mrs.  E.  L.  Whitney,  announced  her  chairmen  for  the 
coming  year. 

Pierce  County  Auxiliary  had  their  visit  from  Mrs.  Ahl- 
quist, state  president,  in  January,  when  a luncheon  was 
given  in  her  honor  at  the  Walker  Hotel  in  Tacoma.  In 
February,  Mrs.  Sidney  MacLean,  legislative  chairman,  had 
charge  of  the  program  and  reported  on  her  visit  to  the  state 
legislature.  In  March,  Pierce  County  entertained  members 
of  the  medical  society  at  a dinner,  which  was  followed  by  a 
most  entertaining  program,  under  the  direction  of  Mrs.  Jess 
W.  Read,  general  chairman  for  the  evening.  New  officers 
for  the  coming  year  were  announced  at  the  April  meeting, 
with  Mrs.  D.  M.  Dayton  elected  to  serve  as  president  of 
Pierce  County  Auxiliary.  Cancer  control  was  the  topic  for 
discussion  at  this  meeting,  with  Dr.  Benjamin  Terry,  Patho- 
logist of  Tacoma  General  Hospital,  giving  the  principal  ad- 
dress. 

Auxiliary  members  throughout  the  state  are  looking  for- 
ward to  the  state  meeting  next  summer,  when  they  will  have 
opportunity  to  present  more  detailed  reports  of  their  work, 
confer  with  members  from  other  counties,  and  renew  the 
friendships  which  our  organization  as  a group  has  made 

possible.  Mrs.  g0UREN  jj  Tashian,  Publicity  Chairman 
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ANNUAL  MEETING  IDAHO  STATE  MEDICAL  ASSOCIATION,  BOISE,  AUGUST  23-26 


MEDICAL  NOTES 


Hospital  Incorporation.  Moscow  Hospital  Association 
was  incorporated  in  March  and  plans  have  been  prepared 
for  a forty-five  bed  hospital  to  cost  approximately  $100,000. 
Financing  methods  have  not  yet  been  determined  but  the 
group  intends  energetic  carrying  forward  of  plans. 

Hospital  Builds  Annex.  Construction  is  under  way  for 
the  annex  to  Our  Lady  of  Consolation  Hospital  at  Cotton- 
wood. The  annex  will  double  present  capacity  of  the  hospital 
and  the  entire  building  will  be  remodeled. 

Portable  Roentgen  Apparatus.  Bannock  County  Health 
Unit  has  obtained  a new  portable  roentgen  apparatus  for 
use  as  diagnostic  aid  in  tuberculosis.  Those  reacting  to  tub- 
erculin will  be  examined  on  the  new  equipment. 

Medical  Board  Appointment.  Evan  Kackley  of  Soda 
Springs  was  recently  appointed  to  the  State  Board  of  Med- 
ical Examiners. 

W.  A.  Waldrop,  formerly  of  Parma,  has  returned  to  that 
city  to  establish  residence  after  living  many  years  in  Boise. 

Location.  Ralph  Alley  in  charge  of  the  Lapwai  Sana- 
tarium  has  been  transferred  to  Pine  Ridge,  South  Dakota, 
where  he  will  be  senior  physician  at  the  reservation  hospital. 

Wedding.  John  S.  Hatch  of  Idaho  Falls  and  Miss  Ruth 
Dodd  of  Columbus,  Ohio,  were  married  at  Columbus 
March  18. 


SOCIETY  MEETINGS 


gon  Medical  School,  and  Ralph  Richards,  F.  A.  C.  S.,  of 
Salt  Lake  City. 

A medical  and  surgical  clinic  was  conducted  by  Howard 
P.  Lewis  and  Ralph  Richards  at  St.  Luke’s  Hospital  at 
4 p.m.  A dinner  meeting  was  held  at  the  Owyhee  Hotel. 
Ralph  Richards  presented  a paper  on  “Oxygen  Therapy.” 
Howard  P.  Lewis  presented  a paper  on  “Bone  Changes  in 
Endocrine  Disturbances.” 

Officers  were  elected  for  the  ensuing  year.  President, 
Manly  B.  Shaw,  Boise;  vice-president,  L.  E.  Jewell,  Meri- 
dian; Secretary-Treasurer,  W.  B.  Handford,  Caldwell; 
Delegates  to  the  State  Medical  Meeting,  William  H.  Han- 
dler, Weiser;  J.  L.  Reynolds,  Emmett;  George  E.  Davis, 
New  Plymouth;  Warren  B.  Ross,  Nampa.  Alternates, 
Manly  B.  Shaw,  Boise;  S.  M.  Poindexter,  Boise;  O.  F. 
Swindell,  Boise. 


PREPAID  HOSPITALIZATION  PLAN 


SOUTHWESTERN  DISTRICT  SOCIETY 
Pres.,  J.  B.  Jeppesen;  Secty.,  W.  B.  Hannaford 

A meeting  of  Southwestern  Idaho  District  Society  was 
held  at  Boise  April  21.  Guest  speakers  were  Howard  P. 
Lewis,  Associate  Professor  of  Medicine,  University  of  Ore- 


A  meeting  of  Boise  Physicians’  Club  was  held  April  18, 
at  St.  Luke’s  Hospital.  Twenty-eight  members  were  present, 
including  some  out  of  town  members.  The  meeting  was 
called  for  the  purpose  of  discussing  medical  economics. 

L.  E.  Patrick  discussed  the  experience  of  King  County 
Medical  Society,  Seattle,  with  contract  clinics  and  outlined 
the  organization  and  activity  of  King  County  Medical  Serv- 
ice Bureau.  Harold  Dedman  discussed  the  Medical  Service 
Bureau  of  Portland.  Harmon  Tremaine  discussed  the  recent 
developments  in  medical  economics  in  California.  Robert 
Smith  presented  information  on  group  hospitalization  plans. 
H.  M.  Chaloupka  discussed  recent  developments  in  medical 
economics  as  related  to  Boise  and  vicinity. 

A motion  was  passed  by  the  club  favoring  a prepaid 
plan  for  hospitalization  and  recommended  the  appointment 
of  a committee  to  inform  the  trustees  of  St.  Luke’s  Hos- 
pital and  the  superintendent  of  St.  Alphonsus  Hospital  of 
this  action.  The  committee  was  J.  L.  Stewart,  G.  H. 
Wahle,  and  Harold  Stone. 


BOOK  REVIEWS 


Clinical  Laboratory  Methods  and  Diagnosis.  A Text- 
book on  Laboratory  Procedures  with  their  Interpretation. 
By  R.  B.  H.  Gradwohl,  M.D.,  Director  of  the  Gradwohl 
Laboratories  and  Gradwohl  School  of  Laboratory  Tech- 
nique, etc.  With  492  Illustrations  in  the  Text  and  44  Color 
Plates.  Second  Edition,  1607  pp.,  $12.50.  The  C.  V.  Mosby 
Co.,  St.  Louis,  1938. 

To  write  a book  on  all  the  laboratory  procedures  and 
their  interpretations  is  an  enormous  task.  This  book  has 
tried  to  accomplish  this  by  giving  the  accepted  tests  and 
procedures  in  general  use  today.  It  has  eliminated  the  old 
theories  and  tests  which  are  obsolete,  with  the  result  of  a 
comprehensive  modern  book,  containing  very  practical  lab- 
oratory procedure  used  by  laboratories,  doctors  and  stu- 
dents. 

During  the  past  three  years  much  work  has  been  pub- 
lished in  hematology;  therefore,  this  book  has  increased  its 


chapter  on  hematology  by  over  a hundred  pages.  Of  espe- 
cial value  to  the  laboratory  technicians  are  the  many  col- 
ored illustrations  of  normal  and  abnormal  blood  cells,  with 
charts  showing  typical  cells  found  in  the  different  types  of 
anemia  and  leukemia. 

Parasitology  is  a difficult  subject  for  the  average  labora- 
tory technician:  therefore,  this  book,  with  its  many  illus- 
trations, should  be  a distinct  aid  to  him  and  students  of 
parasitology.  The  book  includes  postmortem  examinations 
and  technique,  together  with  preparation  of  tissues  for  stain- 
ing and  microscopic  examination.  In  addition  there  is  a 
chapter  on  toxicology  and  detection  of  crime  by  laboratory 
methods.  It  appears  to  be  one  of  the  most  complete  books 
on  clinical  laboratory  methods  in  one  volume  and  can  be 
highly  recommended.  A.  L.  Balle. 
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THE  MOST  IMPORTANT  YEAR! 

The  vital  year  for  the  healthy  development  of 
bone  and  tissue  structure! 

S.M.A.  is  nutritionally  correct.  Not  only  is  it  essen- 
tially similar  to  human  milk  in  percentages  of  protein, 
fat,  carbohydrate  and  ash,  but  equally  important  from  a 
nutritional  standpoint,  it  is  also  similar  in  biological 
factors,  especially  in  chemical  constants  of  the  fat  and 
in  physical  properties.* 

The  vitamin  content  of  S.M.A.  remains  con- 
stant throughout  the  year.  With  the  exception  of 
orange  juice  no  additional  vitamin  supplement 
need  be  given.  ^ 

A trial  will  show  convincing  proof. 


*S.  M.  A.  is  a food  for  infants  — derived  from 
tuberculin  tested  cows’  milk,  the  fat  of  which  is 
replaced  by  animal  and  vegetable  fats  including 
biologically  tested  cod  liver  oil;  with  the  ad- 
dition of  milk  sugar  and  potassium  chloride; 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD 
CHICAGO.  ILLINOIS 


altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially 
similar  to  human  milk  in  percentages  of  pro- 
tein, fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  in  physical  properties. 


S.M.A.  CORPORATION 
8100  McCormick  Boulevard 
Chicago,  Illinois 

Please  send  samples  of  S.M.A.  and  a Minute- 
Mix  Set  to : 

Dr. 

Street 

City. State. 
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Gross  Anatomy.  A Brief  Systematic  Presentation  of  the 
Macroscopic  Structure  of  the  Human  Body.  By  A.  Brazier 
Howell,  Associate  Professor  of  Anatomy,  Johns  Hopkins 
University  School  of  Medicine.  403  pp.,  $6.00.  D.  Appleton- 
Century  Company,  Inc.,  New  York,  London,  1939. 

The  medical  student  ordinarily  crams  his  mind  with  de- 
tails of  anatomy,  much  of  which  is  soon  forgotten.  There 
are  certain  basic  principles  which  the  practicing  physician 
needs  to  keep  in  mind.  The  purpose  of  this  book  is  to  help 
supply  this  need.  It  concerns  gross  anatomy  only,  without 
reference  to  histology,  including  only  the  amount  of  neur- 
ology necessary  for  proper  understanding  of  the  gross  field. 
Illustrations  are  intended  to  supplement  those  available  to 
the  student  in  an  atlas  of  anatomy  which  he  should  always 
have  available.  The  vertebral  column  is  compared  to  a 
cantilever  bridge.  Ligaments  and  muscles  are  guy  wires  that 
help  to  strengthen  and  move  the  structure.  On  this  basis 
are  discussed  the  curvatures  and  their  relations  to  the  whole 
structure.  In  a similar  manner  are  considered  groups  of 
muscles  with  their  relations  and  functions.  The  senses  com- 
prise mechanisms  by  which  messages  are  received  from  the 
environment.  This  is  amplified  by  consideration  of  sight, 
smell,  taste,  hearing  and  equilibrium.  A similar  course  of 
study  is  devoted  to  the  circulatory  and  respiratory  systems. 
Varied  and  useful  information  is  conveyed  in  this  volume. 


Practical  Dermatology  and  Syphilis.  By  Harry  M. 
Robinson,  M.D.,  Professor  of  Dermatology  and  Director  of 
the  Syphilis  Clinic,  University  of  Maryland,  School  of 
Medicine,  etc.  397  pp.,  $4.50.  P.  Blakiston’s  Sons  & Co., 
Inc.,  Philadelphia,  1939. 

This  book  is  intended  to  help  one  acquire  knowledge  of 
fundamentals  of  skin  diseases,  and  to  show  how  one  may 
learn  to  recognize  and  diagnose  the  common  diseases  of 
this  field.  Clinical  diagnosis  is  presented  through  morphol- 
ogy of  primary  and  secondary  lesions  and  their  distribution. 
In  examination  of  a patient  the  routine  is  to  ask  for  com- 
plaint, make  examination,  obtain  careful  history,  do  ordi- 
nary laboratory  work,  correlate  all  the  information  thus 
obtained.  Each  of  these  subjects  is  elaborated  in  a practical 
manner.  After  a substantial  consideration  of  syphilis,  chap- 
ters are  devoted  to  macular,  papular,  vesicular  and  pus- 
tular conditions,  as  well  as  those  involving  scalp,  mouth, 
nails.  All  of  the  most  common  diseases  are  listed,  with  brief 
consideration  of  sites,  symptoms,  etiology,  diagnosis,  ther- 
apy. Numerous  illustrations  exemplify  the  text. 


Clinical  Gastroenterology.  By  Horace  Wendell  Soper, 
M.D.,  F.A.C.P.,  St.  Louis,  Mo.  With  212  Illustrations. 
314  pp.,  $6.00.  The  C.  V.  Mosby  Co.,  St.  Louis,  1939. 

In  examining  this  volume,  one’s  first  impression  is  that 
the  author  had  attempted  to  cover  too  much  ground  in  a 
rather  small  volume.  The  ultimate  conclusion  is  that  between 
its  covers,  he  has  included  a large  amount  of  practical  and 
valuable  material.  It  is  by  no  means  an  exhaustive  work  on 
gastroenterology  but  is  obviously  the  product  of  a large 
experience  and  much  mature  thought  on  the  subject. 

The  chapter  on  diseases  of  the  esophagus  with  its  numer- 
ous illustrative  plates  is  worthy  of  commendation.  In  con- 
sideration of  peptic  ulcer,  controversial  material  is  elim- 
inated and  a simple  rational  method  of  treatment  outlined. 
The  author  effectively  disposes  of  much  of  the  educational 
material  the  physician  receives  from  the  faculties  of  the 
pharmaceutical  houses  and  rejects  as  useless  in  the  treat- 


ment of  ulcer  such  products  as  nonspecific  proteins,  meta- 
phen,  mucin,  synadol,  larostidin  and  bismuth. 

Diseases  of  the  colon  are  briefly  but  satisfactorily  con- 
sidered but  discussion  of  those  of  the  biliary  tract  and  pan- 
creas are  less  satisfactory.  It  is  an  attractive  volume,  well 
printed  and  particularly  valuable  on  account  of  the  profu- 
sion of  illustrative  plates  which,  in  fact,  present  a compre- 
hensive roentgenologic  exposition  of  those  gastrointestinal 
conditions  commonly  encountered.  This  work  may  well  be 
added  to  the  small  group  of  selected  volumes  kept  on  the 
desk  of  the  general  practitioner  for  ready  reference. 

C.  E.  Hagyard. 


Manual  of  Toxicology.  By  Forrest  Ramon  Davison, 
M.B.,  M.Sc.,  Ph.D.,  Assistant  Professor  of  Pharmacology, 
College  of  Medicine,  University  of  Vermont.  241  pp.,  $2.50. 
Paul  B.  Hoeber,  Inc.,  Medical  Department  of  Harper  & 
Brothers,  New  York,  1939. 

The  author  states  that  he  aims  to  present  a concise,  prac- 
tical manual  of  toxicology,  keeping  in  mind  that  it  has  been 
written  for  the  student  of  medicine  and  general  practitioner. 
It  offers  a foundation  on  which  further  knowledge  may  be 
added  by  reference  to  more  comprehensive  textbooks.  After 
a discussion  of  fundamental  principles  of  toxicology,  there 
follows  a classication  of  poisons,  with  chapters  on  acid, 
alkali  and  metallic  poisons.  There  is  a consideration  of 
alkaloidal  poisons,  also  poisons  from  foods,  snake  and  rep- 
tile bites  and  insect  stings.  From  this  volume  one  can  obtain 
basic  information  concerning  poisoning  of  the  human  body. 


Feminine  Hygiene  in  Marriage.  By  A.  F.  Niemoeller, 
A.B.,  M.A.,  B.S.,  Author  of  American  Encyclopedia  of  Sex, 
etc.  155  pp.,  $2.00.  Harvest  House,  New  York,  1938. 

Numerous  books  have  been  published  of  late  pertaining 
to  the  sexual  life  of  women.  The  author  states  that  in  many 
cases  most  important  ailments  are  of  a nonsexual  nature. 
Much  attention  is  given  to  the  subject  of  menstruation, 
describing  its  mechanism,  painful,  delayed,  and  disorders  of 
menstruation,  with  a chapter  on  hygiene.  The  subject  of 
vaginal  douches  is  considered,  the  author  stating  that  these 
are  entirely  unnecessary  unless  needed  for  a special  purpose. 
Hygiene  of  pregnancy  and  marriage  hygiene  are  discussed. 
There  are  many  matters  discussed  in  this  book  which  many 
women  learn  only  by  experience.  Information  herein  pre- 
sented would  be  of  material  service  to  them. 


Symptoms  and  Signs  in  Clinical  Medicine.  An  Intro- 
duction to  Medical  Diagnosis.  By  E.  Noble  Chamberlain, 
M.D.,  M.Sc.,  F.R.C.P.,  Lecturer  in  Medicine,  University  of 
Liverpool,  etc.  Second  Edition,  with  318  Lustrations,  of 
Which  19  are  in  Color.  435  pp.,  $8.00.  William  Wood  and 
Company,  Medical  Division,  Williams  and  Wilkins  Com- 
pany, Baltimore,  1938. 

The  author’s  aim  is  to  present  a book  of  essentially 
clinical  character,  with  facts  stated  as  simply  as  possible. 

In  most  chapters  are  brief  mentions  of  special  methods  of 
laboratory  or  instrumental  investigations,  but  these  are 
more  elaborately  presented  in  a chapter  at  the  end  of  the 
work.  Different  symptoms  are  considered  in  special  chapters, 
as  respiratory,  cardiovascular,  urinary,  digestive,  hemo-  || 
poietic  and  nervous.  Under  each  are  discussed  in  order,  j| 
symptoms,  physical  signs,  physical  examinations.  A special 
chapter  is  devoted  to  examination  of  sick  children.  Numer- 
ous illustrations  amplify  principles  enunciated  in  the  text. 
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THE  ST.  LOUIS  MEETING 

While  the  American  Medical  Association  has 
many  distinguishing  characteristics,  one  of  the 
most  noticeable,  pertaining  to  its  annual  meeting, 
is  magnitude.  Its  hundred  and  twelve  thousand 
members  are  said  to  comprise  the  largest  scientific 
body  in  existence.  The  attendance  at  the  St.  Louis 
meeting  of  an  estimated  eight  thousand  members, 
with  half  as  many  more  relatives,  exhibitors  and 
attaches,  taxed  to  the  limit  abundant  hotel  ac- 
commodations of  that  city.  The  large  numbers  at- 
tracted by  all  meetings  of  recent  years  demonstrate 
that  only  our  largest  cities  with  expansive  as- 
sembly provisions  can  hope  to  entertain  this  na- 
tional organization.  Naturally  the  greatest  registra- 
tion was  from  Missouri  with  Illinois  running  sec- 
ond. From  the  Pacific  Coast,  California  bulked  in 
preponderance  as  in  all  things  with  which  its  citi- 
zens are  concerned.  Oregon  was  represented  by 
twenty-four  members,  Washington  by  thirty-seven 
and  Idaho  by  four. 

St.  Louis  has  a beautiful,  spacious  civic  center, 
surrounded  by  notable  public  buildings,  the  out- 
standing structure  being  the  civic  auditorium  and 
municipal  opera  house.  In  spite  of  the  numerous 
rooms  provided  in  this  great  building,  some  sec- 
tions were  obliged  to  meet  in  adjacent  hotels.  Yet 
all  papers  presented  were  received  by  large  and 
appreciative  audiences. 

At  each  annual  meeting  increasing  emphasis  is 
placed  on  exhibits.  The  ground  floor  of  the  audi- 
torium is  so  expansive  that  the  two  hundred  thirty 
commercial  exhibitors  had  abundant  space.  Regis- 
tration being  on  this  floor,  visitors’  attention  was 
first  directed  to  these  exhibits,  whose  multiplicity 
was  baffling.  Scarcely  any  apparatus,  appliance  or 
remedy  needed  in  the  physician’s  office  was  missing 
and  eager  proponents  were  alert  to  explain  and  em- 
phasize the  merits  of  each.  All  publishers  presented 
for  inspection  copies  of  the  latest  books  on  all 
medical  and  surgical  subjects.  One  could  not  fail 
to  wish  his  financial  resources  were  unlimited  so 
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that  every  desire  for  choice  copies  might  be  grati- 
fied. 

The  huge  main  floor  of  the  auditorium  was  filled 
to  capacity  with  scientific  exhibits,  covering  a mul- 
tiplicity of  demonstrations  pertaining  to  all  the 
specialties.  These  were  so  numerous  and  presented 
in  such  detail  that  one  could  readily  grasp  the  in- 
formation offered.  Since  the  exhibitor  or  his  rep- 
resentative was  in  constant  attendance,  all  in- 
quiries received  prompt  explanations.  Special  at- 
tention was  given  to  demonstrations  of  anesthesia 
and  treatment  of  fractures  with  applications  of 
bandages.  These  were  repeated  many  times  daily 
so  that  none  could  fail  to  observe  what  he  most 
desired.  By  means  of  apparatus,  charts,  motion  pic- 
tures and  lectures,  special  emphasis  was  placed  on 
diagnosis  and  treatment  of  heart  disease,  pneu- 
monia and  cancer.  This  was  equally  true  of  the 
programs  of  papers. 

While  exhibitors  were  most  numerous  from  St. 
Louis  and  Chicago,  all  parts  of  the  country  were 
represented.  Among  Pacific  Coast  exhibitors  were 
Zener,  David  and  Vehrs  of  Portland,  whose  motion 
picture  portrayed  treatment  of  vaginal  and  intest- 
inal trichomonas.  Sherwood  of  Seattle  presented 
exhibits  on  diagnosis  of  chronic  arthritis.  Larson 
of  Western  State  Hospital,  Fort  Steilacoom,  pre- 
sented beautiful  watch  glass  mountings  of  brain 
tunors  from  mental  hospital  patients.  Terry  of 
Tacoma  had  a continuous  sizable  audience,  while 
he  demonstrated  his  rapid  section  technic. 

Motion  pictures  in  color  as  well  as  black  and 
white  become  annually  a greater  necessity  for 
these  meetings,  some  being  supplemented  by 
sound.  A great  variety  of  surgical  and  medical 
procedures  become  almost  as  real  as  in  life.  Per- 
haps the  greatest  multiplicity  appeared  in  ophthal- 
mologic exhibits.  Seats  beneath  the  balcony,  ex- 
tending from  the  main  floor,  were  utilized  for 
audiences  who  viewed  screens  on  a great  variety 
of  subjects.  All  of  these  phases  of  information  have 
combined  to  make  the  scientific  exhibit  the  out- 
standing feature  of  the  meeting. 

Scientific  meetings,  some  being  of  a general 
character  of  interest  to  all  members,  were  mostly 
devoted  to  the  specialties,  each  of  which  had  pro- 
grams replete  with  discussions  of  latest  advances  in 
its  particular  field.  As  mentioned  regarding  ex- 
hibits, papers  centered  particularly  about  pneu- 
monia, diseases  of  the  heart  and  cancer.  To  compre- 
hend the  progress  explained  in  treatment  of  each 
of  these  conditions,  one  should  read  the  papers 
when  published  in  future  issues  of  The  Journal. 


Of  vital  interest  to  every  physician  were  the 
proceedings  of  the  House  of  Delegates.  While  ac- 
tion was  taken  on  many  matters  affecting  the  wel- 
fare of  the  profession,  the  most  vital  consideration 
was  involved  in  the  report  of  the  committee  to 
which  was  referred  consideration  of  the  Wagner 
bill. 

Social  features  of  the  meeting  varied  from 
abundant  provision  for  gratifying  energies  of  golf 
devotees,  to  reunions  and  dinners  of  fraternities 
and  medical  school  graduates,  climaxed  by  the 
President’s  reception  and  ball.  Importance  of  the 
Woman’s  Auxiliary  was  emphasized  by  programs 
of  meetings,  tours  and  teas,  scheduled  daily  for  a 
week.  The  satisfaction  in  this  procedure  was  evi- 
denced by  the  large  attendance  by  representatives 
from  the  members’  families.  It  was  the  unanimous 
verdict  of  all  privileged  to  attend  the  St.  Louis 
meeting  that  it  was  one  of  the  best  and  most  suc- 
cessful. 


AMERICAN  MEDICAL  ASSOCIATION 
CONDEMNS  WAGNER  HEALTH  BILL 
On  May  seventeenth  the  House  of  Delegates  of 
the  American  Medical  Association  in  session  at  St. 
Louis  condemned  the  Wagner  Health  Bill  as  “in- 
consistent with  the  fundamental  principles  of  medi- 
cal care  established  by  scientific  medical  experience 
and  therefore  contrary  to  the  best  interests  of  the 
American  people.” 

The  adverse  report  on  the  bill,  accepted  by  the 
House  of  Delegates  without  a dissenting  vote,  con- 
tains the  following  significant  sentence:  “The  Wag- 
ner Health  Bill  does  not  safeguard  in  any  way  the 
continued  existence  of  private  practitioners  who 
have  always  brought  to  the  people  the  benefits  of 
scientific  research  and  treatment.” 

While  the  Wagner  Health  Bill  is  loaded  with  plans, 
purposes  and  proposals  deleterious  to  the  best  inter- 
ests of  American  people,  it  seems  particularly  adapt- 
ed to  bring  about  government  controlled  medical 
care  with  all  its  attendant  duplications,  inefficiencies 
and  extravagances.  It  is  definitely  directed  to  an 
interference  with  the  patient  and  private  practi- 
tioner relationship  which  is  one  of  the  foundations 
upon  which  organized  medicine  is  taking  its  stand. 

Title  after  title  of  the  Wagner  Health  Bill  is 
diametrically  opposed  to  the  policies  adopted  by 
the  special  session  of  the  House  of  Delegates  of  the 
American  Medical  Association  held  in  Chicago,  Sep- 
tember 15-17,  1938.  This  fact  was  forcibly  presented 
to  the  Senate  Committee  on  Education  and  Labor 
which  is  considering  this  bill,  by  Arthur  W.  Booth, 
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Chairman  of  the  Board  of  Trustees  of  the  American 
Medical  Association.1 

For  instance  in  Title  XIII  there  is  the  proposal 
to  spend  $35,000,000  as  grants  in  aid  to  the  vari- 
ous states,  for  medical  care  the  first  year  and  no 
limit  thereafter.  The  states  which  accept  any  of  this 
will  be  forced  to  match  dollar  for  dollar,  and  to 
relinquish  much  administration  to  the  Social  Se- 
curity Board.  This  is  nothing  less  than  an  invita- 
tion to  the  States  to  set  up  a Compulsory  Health 
Insurance  Law,  granting  to  the  Public  Health  Agen- 
cies through  which  the  Social  Security  Board  will 
function,  powers  to  enter  into  the  curative  phase 
of  medicine.  Of  course  this  medical  care  is  to  be 
limited  to  the  “medically  needy,”  but  who  is  to 
determine  who  are  such  and  who  is  to  prevent  any 
subsequent  extension  of  Government  in  the  field 
formerly  reserved  for  the  private  practitioner  of 
medicine? 


CARE  OF  FSA  CLIENTS 

The  Farm  Security  Administration  has  for  some 
time  been  attempting  to  arrange  medical  care  for 
its  clients  in  the  Pacific  Northwest.  These  attempts 
have  met  with  indifferent  success  together  with  con- 
siderable lack  of  understanding  both  on  the  part  of 
the  general  membership  of  the  medical  profession, 
and  of  the  personnel  of  the  FSA. 

The  Farm  Security  Administration,  originally  the 
Resettlement  Administration,  is  an  agency  set  up 
by  the  Federal  Government  to  rehabilitate  those 
agricultural  families  which  have  exhausted  their 
funds  and  all  local  sources  of  credit  to  the  extent 
that  they  have  become  practically  destitute.  The 
sole  aim  and  purpose  of  this  organization  is  to  ac- 
cept clients  who,  while  still  able  to  farm,  have  ex- 
hausted all  means  of  maintaining  themselves  on  a 
self  supporting  basis.  A loan  is  made  to  the  accept- 
ed client  family  and  they  are  given  some  aid  in  the 
way  of  advice  and  information  which  will  enable 
them  again  to  become  self  supporting.  As  soon  as 
the  family  pays  off  its  loan  and  is  able  to  obtain 
credit  through  local  sources,  relationship  with  the 
Farm  Security  Administration  is  terminated. 

In  the  states  of  Oregon,  Washington  and  Idaho 
there  are  about  thirteen  thousand  low  income  farm 
families  to  whom  the  FSA  has  now  made  loans. 
Communication  from  Herbert  M.  Peet,  regional  co- 
operative advisor,  states:  “Our  records  reveal  that 
the  average  annual  gross  income  of  these  families 
ranges  from  three  hundred  to  six  hundred  dollars, 

I.  Booth,  A.  W. : Hearings  on  Senate  Bill  1620.  J.  A. 
M.  A.,  112:1972-1974.  May  13,  1939. 


out  of  which  they  must  pay  the  operating  expenses 
of  the  farms,  as  well  as  all  costs  of  their  living.  Ob- 
viously, most  of  them  have  no  actual  net  income 
after  operating  and  barest  living  expenses  are  met. 
Records  also  show  that  they  owe  doctor  bills,  mostly 
for  emergency  care,  and  that  many  of  them  do  not 
get  the  medical  care  they  ought  to  have  simply  be- 
cause they  hesitate  to  ask  for  something  for  which 
they  may  not  be  able  to  pay.” 

Lubell  and  Everett,1  writing  in  the  Saturday  Eve- 
ning Post,  estimated  that  by  June,  150,000  FSA 
families  in  more  than  twenty  states  would  be  en- 
rolled in  some  sort  of  medical  cooperative  plan. 
They  report  that  three  general  plans  of  operation 
have  been  proposed,  the  first  being  on  the  order  of 
the  Farmers’  Mutual  Aid  Corporation  which  has 
been  set  up  in  North  Dakota.  Under  this  plan  the 
FSA  advances  two  dollars  per  month  per  family 
for  emergency  medical  care.  The  pooled  sum  is 
divided  into  twelve  parts  and  the  bills  for  each 
month  are  paid  on  a prorata  basis,  physicians  sub- 
mitting bills  for  service  on  the  basis  of  a reduced 
fee  schedule.  Fifty-one  per  cent  of  the  available 
fund  goes  to  physicians,  37  per  cent  to  hospitals, 
8 per  cent  to  dentists,  and  4 per  cent  to  druggists. 
Under  this  plan  the  farm  families  have  obtained 
emergency  service  and  doctors  have  been  paid  a 
portion  of  normal  fees. 

A second  plan  has  been  attempted  in  the  south  in 
which  a family  is  given  a loan  of  from  ten  to  twenty- 
two  dollars,  depending  on  the  size  of  the  f .mily. 
Funds  are  then  pooled  and  bills  paid  much  as  in 
the  Dakota  plan.  The  third  type  of  program  being 
tried  in  the  middle  west  is  on  a somewhat  different 
basis.  There  the  family  is  taken  to  a doctor  of  its 
choice  who  makes  a complete  examination  of  all 
members.  He  estimates  medical  needs  and  a sum 
for  which  he  will  provide  full  medical  care  for  the 
family.  After  agreement  with  the  FSA,  this  sum  is 
advanced  but  not  pooled.  If  the  doctor’s  regular 
bills  for  care  of  that  family  do  not  amount  to  as 
much  as  the  loan,  any  excess  at  the  end  of  the  year 
is  returned  to  the  family. 

It  is,  of  course,  obvious  to  all  concerned  that  pres- 
ervation of  health  among  the  thirteen  thousand 
families  in  Oregon,  Washington,  and  Idaho  will  be 
an  important  factor  in  their  rehabilitation.  It  is  for 
this  reason  that  the  FSA  has  attempted  to  arrange 
medical  care  for  those  clients.  The  medical  profes- 
sion recognizes  the  problem  no  less  keenly  than  the 
FSA.  Extended  negotiations  between  the  two,  how- 

1.  Lubell,  Samuel  and  Everett,  Walter:  Rehearsal  for 
State  Medicine,  Saturday  Evening  Dost,  Dec.  17,  1938. 
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ever,  have  resulted  in  very  little  accomplishment. 
So  far,  eight  counties  in  Idaho  have  a plan  in  opera- 
tion. The  remaining  counties  in  that  state  will  com- 
plete organization  as  soon  as  agreement  may  be 
reached  between  the  State  Association  and  the  FSA 
on  division  of  pooled  Funds.  The  Association  is  re- 
luctant to  agree  on  acceptance  of  a prorata  basis  of 
bill  payment  in  case  one-twelfth  part  of  the  pooled 
fund  is  insufficient  to  cover  bills  submitted  in  any 
one  month. 

Committee  of  the  Oregon  State  Medical  Society 
has  made  a painstaking  survey  of  the  situation  in 
that  state  which  forms  the  basis  of  a proposal  re- 
cently submitted  to  officials  of  the  FSA.  The  pro- 
posed plan  includes  a complete  physical  examina- 
tion of  each  prospective  beneficiary  following 
which  chronic  conditions  are  to  be  taken  care  of 
as  far  as  possible.  This  phase  of  the  program  is  to 
be  paid  for  by  the  FSA.  As  soon  as  the  family  is 
found  to  be  free  from  chronic  conditions  its  mem- 
bers are  to  be  admitted  to  a cooperative  plan  the 
funds  for  which  are  to  be  loaned.  Physicians  are 
to  be  paid  on  a fee  basis  although  the  schedule  has 
not  yet  been  announced.  This  study  by  the  Oregon 
group  is  probably  the  most  thorough  and  carefully 
thought  out  wffiich  has  so  far  been  presented.  It 
makes  a sincere  attempt  to  foresee  most  of  the 
difficulties  and  tries  to  set  up  an  organization 
which  will  not  break  down  or  render  inferior  serv- 
ice after  a short  time. 

Various  proposals  have  been  made  to  the  Wash- 
ington State  Medical  Association,  none  of  which 
have  provided  basis  for  agreement  between  the 
Board  of  Trustees  and  representatives  of  the  FSA. 
At  its  April  meeting  the  Board  passed  a resolution 
providing  that  the  county  societies  might  enter 
into  contracts  to  supply  medical  care  for  FSA 
clients  if  such  contracts  embodied  principles  and 
safeguards  as  recommended  by  the  Resettlement 
Committee.  It  was  further  provided  that  any  such 
contracts  would  be  subject  to  approval  of  the 
Board  of  Trustees.  Recommendations  were  made 
by  the  Committee  to  the  societies  that  a sum  be 
agreed  upon  which  would  be  sufficient  to  provide 
adequate  care  for  the  clients  and  their  families,  and 
which  would  at  least  repay  the  physician  the  cost 
of  rendering  his  services.  An  alternate  proposal 
was  made  that  the  societies  contract  to  provide 
only  physician’s  services,  permitting  the  FSA  to 
make  such  separate  contracts  as  it  might  care  to 
with  hospitals,  druggists,  dentists  and  others. 

From  the  foregoing,  it  is  clear  that  a real  prob- 
lem exists  in  attempting  to  arrange  medical  care  for 
clients  of  the  FSA  on  any  basis  which  will  allow  a 


measure  of  self  respect  to  be  retained  by  the  families 
involved.  The  medical  profession  is  more  than  will- 
ing, as  it  always  has  been  in  similar  circumstances, 
to  give  freely  of  its  time  and  service  to  those  in 
actual  need.  It  cannot,  however,  permit  the  quality 
of  its  service  to  be  degraded  by  lowering  its  com- 
pensation to  values  which  it  knows  will  not  main- 
tain present  standards.  This  the  FSA  should  recog- 
nize. 

In  order  to  expedite  plans  for  the  care  of  these 
people,  both  the  FSA  and  the  medical  profession 
should  make  some  effort  to  determine  the  actual 
medical  need  among  the  thirteen  thousand  families 
of  the  Northwest  and  the  means  through  which  they 
are  now  receiving  medical  service.  If  it  can  be 
showm  that  there  is  at  present  a genuine  failure  of 
medical  service  to  these  people,  surely  the  medical 
profession  will  be  willing  to  undertake  almost  any 
means  to  provide  care.  If,  however,  they  now  re- 
ceive what  could  be  considered  adequate  care  on  a 
charitable  or  semicharitable  basis,  the  medical  pro- 
fession would  be  foolish  indeed  to  make  any  agree- 
ment involving  great  financial  sacrifice.  Such  a 
course  would  inevitably  lead  to  lowering  the  present 
standards  of  care. 

Most  important  lesson  arising  out  of  the  present 
controversies,  however,  is  that  further  action  on  the 
part  of  either  organization  involved  should  be  based 
on  fact,  not  on  emotionalism,  conjecture  or  wishful- 
ness. There  should  be  considerably  more  informa- 
tion at  hand  before  any  decision  or  agreement  is 
reached. 

NARCOTIC  REGULATIONS 

Recent  commendable  activities  of  the  Federal 
Narcotics  Bureau  have  resulted  in  apprehension  of 
a number  of  persons  engaged  in  illicit  traffic  in 
narcotics.  Several  important  rings  have  been  broken 
up  and  the  illegal  trade  has  been  brought  under 
considerably  better  control. 

The  Federal  Narcotics  Bureau  now  is  asking 
physicians  and  pharmacists  to  cooperate  by  in- 
creasing their  vigilance  over  all  prescriptions  em- 
bodying narcotic  drugs.  Regulations  which  were 
put  into  effect  June  1,  1938,  contained  the  follow7- 
ing  article  in  reference  to  telephone  orders: 

ARTICLE  172.  TELEPHONE  ORDERS.  The 
furnishing  of  narcotics  pursuant  to  telephone  ad- 
vice of  practitioners  is  prohibited,  whether  pre- 
scriptions covering  such  orders  are  subsequently  re- 
ceived or  not,  except  that  in  an  emergency  a drug- 
gist may  deliver  narcotics  through  his  employee 
or  responsible  agent  pursuant  to  a telephone  order, 
provided  the  employee  or  agent  is  supplied  with  a 
properly  prepared  prescription  before  delivery  is 
made,  which  prescription  shall  be  turned  over  to 
the  druggist  and  filed  by  him  as  required  by  law 
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SOCIALIZED  MEDICINE  IN  EUROPE  A 
FAILURE* 

Warren  Henry  Orr,  M.D. 

SEATTLE,  WASH. 

Socialized  medicine  is  a failure  in  Europe  after 
over  fifty  years  of  trial  among  peoples  accustomed 
to  a far  lower  standard  of  living  than  in  America. 
This  summarization  is  based  on  a clinical  trip, 
which  included  most  European  countries,  during 
1937  and  1938. 

My  primary  object  in  this  extended  postgraduate 
tour  was  surgical,  but  I found  socialized  medicine 
as  it  is  administered  in  Europe  to  be  of  outstanding 
interest.  A few  observations  follow  regarding  the 
European  medical  systems  and  the  problems  arising 
thereunder.  The  recent  rapidly  changing  geograph- 
ical boundaries,  as  well  as  forms  of  government, 
make  it  advisable  to  use  the  past  tense  with  refer- 
ence to  findings  in  Central  Europe. 

Bismarck,  in  1883,  began  Germany’s  system  of 
socialized  medicine  as  a political  move,  and  his  plan 
has  been  copied  by  the  majority  of  socialization  ad- 
vocates since  that  time.  As  now  administered  in 
Germany,  benefits  start  from  the  beginning  of  ill- 
ness and  can  last  for  twenty-six  weeks  at  about 
one-half  salary,  with  medical  service  including 
dental  care,  specialist’s  services,  mechanical  treat- 
ment, roentgen  ray  for  diagnosis  or  therapy,  diath- 
ermy, glasses,  traveling  expenses  and  all  accessories 
supplied  without  extra  cost.  A committee  decides  on 
hospitalization  of  cases.  When  the  patient  once  con- 
sents to  hospital  treatment  his  decision  cannot  be 
revoked. 

Russia,  with  its  complete  socialization,  has  the 
only  medical  system  entirely  supported  as  well  as 
directed  by  a government.  Private  practice,  how- 
ever, is  allowed  even  to  the  state  physicians.  The 
unequal  distribution  problem,  as  well  as  the  cost  of 
securing  a medical  education,  is  claimed  to  be 
solved  by  the  state  giving  financial  assistance  to  the 
medical  student,  which  he  repays  through  service 
in  whatever  location  may  be  assigned  him  by  the 
government,  but  they  do  not  tell  what  happens  if 
the  young  physician  does  not  choose  to  go  there. 

Great  Britain’s  socialization  experiment,  called 
the  panel  system,  originated  by  Lloyd  George  in 
1911,  covers  those  employees  having  incomes  of  less 
than  $1250  per  year.  Fifteen  thousand  out  of  a total 

♦ Read  before  a meeting  of  the  King  County  Medical  So- 
ciety, Seattle,  Wash.,  March  20,  1939. 


of  twenty-five  thousand  physicians  are  on  these 
panels.  No  dental  or  nursing  service  is  given  as  a 
rule,  and  the  service  is  especially  inadequate  for 
the  dependents  of  the  insured  and  as  it  relates  to 
surgery.  No  provision  is  made  in  England’s  most 
commonly  employed  system  for  hospitalization,  spe- 
cial equipment  or  supplies. 

In  Denmark  the  physicians  are  chiefly  employees 
of  the  municipalities,  practicing  in  their  city  hos- 
pitals, while  in  Holland  a form  of  socialized  medical 
treatment  exists  without  government  intervention. 
France  started  her  plan  upon  a voluntary  basis  in 
1907,  changed  to  the  compulsory  form  in  1930,  and 
it  now  includes  dental,  hospital  and  obstetric  care. 

Europe’s  socialized  medicine  has  been  imitated 
as  far  away  as  Japan.  In  1927  the  Nipponese  adopt- 
ed a system  which  protected  factory  workers,  but 
not  agricultural  or  railway  workmen.  An  interesting 
Oriental  addition  to  the  services  rendered  are  “fun- 
eral benefits.”  A glance  at  one  of  their  elaborate 
funerals  will  convince  one  of  what  a considerable 
item  it  is,  literally  bankrupting  thousands  of  fam- 
ilies throughout  Japan,  Korea  and  China. 

DISADVANTAGES  TO  THE  PATIENT 

Poor  Quality  of  Service.  On  the  part  of  the  pati- 
ent, we  find  that  the  quality  of  medical  service  is  a 
sad  contrast  to  that  obtainable  under  our  American 
system.  This  is  no  more  than  we  would  expect,  con- 
sidering differences  in  living  conditions.  Is  not  the 
quality  of  medical  service  proportional  to  the  stan- 
dard of  living  under  various  degrees  of  civilization? 
As  an  example  of  the  scale  of  living  in  one  of  the 
countries  originating  socialized  medicine,  I might 
mention  the  frequency  with  which  I observed 
women  laboring  in  the  fields  and  even  teamed  with 
oxen  pulling  plows. 

It  was  primarily  the  lower  scale  of  life  and  re- 
duction in  legal  restrictions  in  Vienna  that  made  it 
possible  to  secure  such  abundant  postgraduate  work 
in  anatomy,  pathology  and  cadaver  surgery.  Living 
surgery  was  still  available  to  practically  any  doctor 
in  many  of  the  smaller  towns  of  Hungary  and  other 
Central  European  countries. 

When  every  patient  entering  a state  operated 
hospital  was  compelled  to  sign  a release  of  claims, 
not  only  if  he  lived,  but  to  give  the  complete  use  of 
his  body  in  case  of  death  for  educational  purposes, 
one  can  see  the  underlying  reason  why  one  could 
find  no  equal  for  the  type  of  postgraduate  work 
available. 

As  a rule  the  European  methods  of  treatment, 
however,  both  preoperative  and  postoperative  were 
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not  to  be  compared  with  ours.  This  was  due  to  the 
“mechanized”  or  “rapid  conveyor”  system  of  med- 
ical care  which  left  little  time  for  even  the  ordinary 
details  of  accurate  diagnosis  and  individual  treat- 
ment. 

Even  urine  analyses  and  white  blood  counts  were 
said  by  some  to  be  nonessential,  to  say  nothing  of 
the  blood  pressure  reading  before  a spinal  anesthe- 
tic. Basal  metabolism  was  almost  completely  disre- 
garded as  a routine  in  toxic  goiter  cases. 

Aside  from  these  hurried,  slipshod  methods  under 
the  European  socialized  system,  one  noticed  also 
that  the  patients  became  so-called  “bottle  addicts,” 
expecting  stock  prescriptions  to  result  from  their 
rapidly  terminated  calls  at  the  doctor’s  office,  in- 
stead of  the  scientific  examination,  and  treatment 
of  the  causes  of  the  complaints.  The  doctor,  through 
excessive  routine  and  insufficient  time  for  proper 
diagnostic  attention,  soon  dropped  into  the  rut  of 
“symptomatic  treatment.”  Evidence  of  some  of  the 
evils  of  such  a completely  impersonal  type  of  serv- 
ice were  even  noticed  in  world  famous  clinics,  and 
were  much  more  in  evidence  in  the  less  frequented 
spots. 

The  Cost  Is  Excessive.  Not  only  is  the  quality  of 
the  service  far  inferior  to  our  system,  but  the  cost 
of  its  evils  and  abuses  in  both  time  and  money  is 
excessive.  The  claim  that  early  diagnosis  would  be 
facilitated,  and  consequently  shorter  periods  of  hos- 
pitalization would  result,  is  not  borne  out  by  fact. 
For  even  though  the  patients  continually  complain, 
their  difficulties  are  usually  only  symptomatically 
treated,  as  insufficient  time  is  at  hand  for  detailed 
scientific  examination.  The  resulting  mortality  rec- 
ords as  well  as  the  number  of  hospital  patient  days 
should  be  downward,  as  in  this  country,  instead  of 
progressively  upward,  as  in  practically  every  Eu- 
ropean country  under  socialized  administration. 

The  cost  in  time  lost  is  still  more  noticeable 
when  you  see  the  degree  of  malingering  which,  when 
cash  benefits  are  provided,  reaches  huge  propor- 
tions. An  official  investigation  of  a group  of  one 
million  patients  in  Germany  demonstrated  that 
over  one-half  were  malingerers.  It  was  reported  on 
authority  that  of  fifty  women  discharged  from  one 
factory  for  economic  reasons,  forty-nine  had  cer- 
tificates of  illness  the  very  next  day  and  began  get- 
ting benefits.  We  are  reminded  also  that  the  aver- 
age duration  of  illness  in  Germany  is  double  that  of 
the  United  States,  with  fifty  per  cent  more  time 
lost  per  year. 

Actual  cash  outlay  under  the  German  system 
amounts  to  from  three  to  four  per  cent  of  the  wages, 


the  workman  contributing  two-thirds  and  the  em- 
ployer one-third.  In  France  the  cost  is  roughly  ten 
per  cent  of  earnings,  and  is  divided  equally  between 
employer  and  employee,  with  administration  by  the 
government. 

Authorities  in  Great  Britain  are  deeply  concerned 
lest  their  compulsory  health  insurance  bankrupt  the 
nation,  as  it  has  already  made  bankrupt  their  volun- 
tary hospitals.  In  fifty  years  of  socialized  medicine 
in  Germany,  the  time  loss  due  to  illness  increased 
300  per  cent,  and  in  Great  Britain  in  twenty  years 
it  increased  200  per  cent. 

Speaking  of  poor  value,  I do  not  believe  that 
even  at  eight  cents  for  a physician’s  call,  the  ma- 
jority of  these  European  victims  of  socialization  are 
getting  their  money’s  worth.  This  dissatisfaction  is 
evidenced  by  the  patients  themselves  who  frequent- 
ly ask,  “can’t  I have  better  attention  by  paying  a 
little  more?” 

There  seems  to  be  a striking  comparison  be- 
tween socialized  medicine  and  socialized  apart- 
ments. Before  going  to  Europe,  my  wife  and  I had 
heard  a great  deal  about  the  beautiful,  cheap,  so- 
cialized apartments  of  Austria,  Czechoslovakia  and 
Hungary,  so  we  decided  to  see  just  how  much  we 
had  been  missing  here  in  America,  and  inspected  a 
number  of  them.  They  are  splendid  appearing 
structures  externally,  but  on  close  inspection  we 
found  them  to  have  no  baths,  no  central  heating, 
no  elevators  and  only  one  faucet  per  apartment, 
there  being  no  way  to  get  warm  water  except  on 
the  wood  or  coal  stove.  They  were  truly  very  cheap, 
as  we  found  the  medical  service  to  be  under  similar 
socialistic  administration. 

Very  inconvenient.  Besides  being  very  poor  in 
quality  and  high  in  ultimate  cost,  socialized  medi- 
cine has  also  a number  of  inconveniences  for  the 
patient.  In  the  first  place,  only  a small  proportion 
of  the  population  is  included,  aside  from  the  de- 
pendents of  the  insured.  In  both  Great  Britain  and 
Germany  only  about  one-third  of  the  population 
are  included  under  the  so-called  benefits. 

Great  danger  rests  also  in  the  shifting  of  re- 
sponsibility which  is  especially  apparent  in  Euro- 
pean surgical  clinics,  where  not  even  the  advantage 
of  special  nursing  service  is  available  to  patients, 
and  where  “passing  the  buck”  is  much  in  evidence. 
Physicians  through  united  action  have  at  times  re- 
fused to  lower  themselves  to  the  low  standards 
available  under  these  socialized  systems  with  re- 
sulting loss  to  the  patient  of  free  choice  of  physi- 
cian. 
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DISADVANTAGES  TO  THE  PHYSICIAN 

Poor  remuneration.  We  have  considered  various 
disadvantages  for  the  patient  under  these  systems. 
How  is  it  with  the  physician?  In  the  first  place, 
his  remuneration  is  far  from  being  commensurate 
with  the  cost  of  his  education.  We  found  that  in 
Austria  the  payment  per  doctor’s  visit  averaged 
from  fifteen  to  twenty  cents,  and  that  private  prac- 
tice has  been  all  but  destroyed. 

It  is  estimated  that  under  the  panel  system  of 
Great  Britain,  after  deducting  the  cost  of  office, 
taxes  and  transportation,  the  net  income  of  the 
physician  averages  $1000  per  year,  and  this  for 
caring  for  from  1,000  to  2,400  victims  of  socializa- 
tion. I must  explain  that  a panel  doctor  is  entitled 
to  one  assistant,  if  the  limit  of  2,400  patients  is 
served.  Compare  that  figure  with  the  average  of 
about  five  hundred  people  per  physician  in  the  state 
of  Washington. 

In  Russia  for  twelve  hours  service  per  day,  the 
doctor  receives  $24  per  month,  and  for  six  hours 
per  day  $12  per  month.  The  idea  of  enhanced  in- 
come under  this  system  is  a myth.  I could  mention 
the  experiences  of  a number  of  friends,  both  on  the 
continent,  in  Great  Britain  and  Scandinavia,  who 
are  awaiting  their  gradual  advancement  to  become 
the  chief  of  their  clinic  so  as  to  be  able  to  live  re- 
spectably. This  usually  takes  from  five  to  fifteen 
years  of  waiting,  during  which  time  intense  activ- 
ity is  expected  of  them  for  a very  modest  financial 
return. 

As  an  example  of  the  conditions  under  which 
even  the  leading  surgeons  must  exist  in  Continental 
Europe,  I will  relate  the  case  of  a personal  friend  in 
what  was  Czechoslovakia.  This  surgeon  was  well 
recognized  throughout  Central  Europe  for  his  vol- 
uminous medical  writing  and  because  of  the  thou- 
sands of  cases  handled,  and  he  was  high  up  in 
political  circles.  He  had  worked  up  during  seven 
years  of  almost  free  service  in  his  University  clinic 
to  the  position  of  assistant  to  the  chief  surgeon  of 
the  University  hospital,  and  what  do  you  suppose 
his  salary  was,  even  though  he  was  not  allowed  any 
private  practice?  Fifty-two  dollars  per  month. 

Needless  to  say,  his  wife  taught  school  to  allow 
them  even  to  live  in  what  in  this  country  would  be 
considered  a mediocre  apartment.  They  must,  of 
course,  hire  a maid,  and  one-third  of  this  maid’s 
salary  was  taken  for  her  benefits  under  socialized 
medicine.  The  exact  figures  are  150  Kronen  ($5.25) 
salary  and  50  Kronen  ($1.75)  for  medical  service 
deduction,  and  this  for  service  in  which  she  had  no 
voice,  and  in  which  she  was  simply  a cog  in  a 
machine. 


We  will  suppose  that  she  develops  tenderness  on 
the  right  side  of  the  abdomen.  Reporting  to  the 
rotating  doctor  in  charge  of  hospital  admissions, 
without  detailed  examination,  her  appendix  un- 
doubtedly would  be  removed  by  whichever  resident 
or  intern  happened  to  be  available  in  the  operating 
room.  The  surgeon  would  perhaps  never  see  his 
patient  before  or  after  the  operation. 

Such  is  the  “impersonal  service”  available  in  one 
of  the  best  socialized  medical  systems  of  Central 
Europe.  What  of  the  others?  Only  two  surgeons  in 
this  entire  University  hospital  organization  were 
allowed  private  practice,  and  their  fee  charged  for 
appendectomy  was  about  $24,  the  patient  paying 
for  either  first,  second  or  third  class  hospital  serv- 
ice extra. 

Social  status  lowered.  I was  surprised  that  some 
of  the  most  famous  medical  professors  would  have 
offices  and  residences  combined  in  the  one  apart- 
ment. Even  more  surprising  was  the  fact  that  the 
chiefs  of  many  of  the  University  clinics  did  not 
have  a car  of  any  kind.  It  was  my  pleasure  to  ac- 
company the  primarious  (chief  surgeon)  of  one  of 
Vienna’s  largest  hospitals,  on  a number  of  his  street 
car  trips  en  route  from  his  work.  I have  heard  re- 
cently that  he  has  since  been  put  out  because  his 
wife’s  grandfather  was  Jewish. 

This  low  scale  of  living  is  also  contributory  to  a 
low  social  scale,  with  a resultant  degrading  of  the 
medical  profession,  and  similarly  we  find  that  so- 
cialized medicine  not  only  lowers  the  self-respect  of 
the  patients,  but  the  status  of  the  physician  as  well. 

Through  being  often  unnecessarily  called  day 
and  night,  the  doctors  grow  weary  and  pessimistic, 
and  are  apt  to  become  only  functionaries.  The  best 
doctors  often  become  dissatisfied  and  leave  the  in- 
surance patients  for  the  quacks,  of  which  Germany 
alone  is  estimated  to  have  over  13,000.  It  is  a sad 
commentary  on  socialized  medicine  that  the  illness 
rate  in  that  country  is  ten  times  as  great  among 
the  insured  as  among  those  who  are  not  insured. 
Physicians  estimate  that  from  fifty  to  seventy-five 
per  cent  of  so-called  illness  in  insured  cases  needs 
no  treatment. 

The  leading  gastrointestinal  surgeon  of  Contin- 
ental Europe,  under  his  form  of  medical  servitude, 
had  little  time  to  devote  even  to  his  private  patients, 
and  he  would  rarely  finish  operating  much  before 
midnight.  As  I lived  just  across  the  street  from  his 
apartment  and  attended  his  clinics  for  about  four 
months,  we  became  close  friends.  He  would  often 
take  me  to  assist  in  operations  he  was  performing 
in  private  hospitals,  after  finishing  with  his  clinic 
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of  insurance  and  charity  cases.  It  was  usually  after 
four  p.  m.  when  he  began  to  earn  his  personal  liv- 
ing, for  all  the  rest  of  his  day  was  devoted  to  the 
government  hospital  work,  and  it  was  the  wonder 
of  those  of  us  who  were  associated  with  him,  as  to 
when  he  stopped  even  long  enough  to  eat. 

Lessened  research  incentive.  The  lowering  of  the 
physician’s  status  and  of  his  renumeration  are  aug- 
mented by  the  fact  that  the  incentives  to  research 
activity  and  to  specialize  in  fields  of  his  choice  are 
restricted.  One  of  my  friends  in  Glasgow,  a surgeon 
for  their  Royal  Infirmary,  told  me  that  he  was  fre- 
quently called  out  at  night  for  trivial  matters.  They 
could  just  as  well  be  cared  for  during  the  day,  but 
since  it  did  not  cost  these  patients  anything  addi- 
tional, they  insisted  on  him  coming.  He  was  obliged 
to  make  these  night  calls,  for  if  he  did  not,  and 
was  reported,  he  was  put  off  the  panel,  and  could 
not  meet  his  expenses. 

This  experience  shows  how  false  is  the  claim 
that  “easy  regular  hours”  would  be  assured  under 
socialization  of  medicine.  This  surgeon  also  resent- 
ed the  undue  amount  of  red  tape  and  paper  work 
of  insurance  calibre  which  was  substituted  for  more 
proper  medical  records.  It  is  strange,  if  the  theories 
of  socialized  medicine  are  as  good  as  its  proponents 
state,  that  Russia,  the  only  nation  completely  so- 
cialized, should  not  evidence  a great  deal  lower 
mortality  and  much  more  scientific  research  and 
progress. 

Decreased  specialization.  As  an  example  of  lack 
of  specialization,  I might  mention  a surgeon,  world 
famous  for  his  work  in  fractures  of  the  extremities, 
whom  I met  one  morning  in  his  University  clinic 
doing  an  intricate  bit  of  brain  surgery.  A well  quali- 
fied brain  surgeon  told  me  that  even  in  one  of  Great 
Britain’s  largest  cities  he  received  practically  no 
referred  cases.  I was  surprised  to  find  only  one  ac- 
tually complete  urologic  clinic  in  all  of  Scotland. 

Proponents  of  socialized  medicine  claim  that  in- 
creased coordination  of  specialists  results  from  such 
a plan.  From  interviews  in  the  various  centers  and 
from  observation  of  the  results,  I would  state  that 
specialization  is  far  less  marked  in  extent  and  in 
degree  of  coordination  than  in  our  own  country. 

POLITICAL  ASPECTS 

Now  is  the  time  to  realize  that  we  lose  liberty 
with  every  step  taken  to  imitate  European  politics. 
Authorities  agree  that  it  is  only  a step  toward  the 
ultimate  surrender  of  all  liberty  and  becoming  en- 
tirely dependent  on  the  government  for  all  emer- 
gencies. Would  you  like  to  have  politicians,  who  are 
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not  legalized  to  practice  medicine,  allowed  to  sup- 
ervise such  practice? 

Under  political  control,  medical  service  would  de- 
pend on  the  reserve  of  funds  as  in  other  depart- 
ments of  government.  It  is  even  more  important  to 
note  that  the  physician’s  responsibility,  under  Eu- 
ropean systems,  is  primarily  to  the  government  and 
only  secondarily  to  the  patient.  Moreover,  is  sick- 
ness as  defined  by  the  standards  of  medical  science 
the  same  as  defined  by  political  standards? 

This  scheme  of  socialization  of  medicine  is  a 
regimentation  of  which  Europe’s  dictators  must  be 
proud  but  it  has  no  place  in  a democracy.  How 
can  scientific  medicine  advance  under  such  condi- 
tions as  have  been  described?  We  do  not  wish  our 
profession  degraded  to  the  extent  that  no  more 
pride  in  our  work  is  possible  than  in  the  case  of  a 
person  attaching  one  minute  part  in  the  endless 
conveyor  system  of  mass  manufacturing  methods. 
We  are  not  a nation  of  robots  with  standardized 
parts  adjustable  to  such  a mechanization  of  medi- 
cine. We  do  not  want  our  already  tax  burdened 
public  buried  beneath  an  even  greater  avalanche  of 
government  expenditures.  We  must  not  forget  that 
taxes  have  increased  tenfold  in  our  country  since 
1900,  and  that  we  are  now  paying  25  per  cent  of 
our  national  income  in  taxes. 

THE  CHALLENGE  TO  AMERICA 

Should  we  retrograde  to  the  living  standards  of 
Europe,  or  should  we  continue  our  well  earned 
name  of  the  “Utopia  of  the  World?”  It  is  hoped 
that  soon  our  public,  the  best  informed  in  the 
world,  will  be  aware  of  the  evils  attendant  upon 
such  a course.  They  should  realize  what  would  be 
initiated  by  such  a backward  step,  and  rally  behind 
the  progressive  spirit  of  American  medicine,  not 
behind  the  cheap  old  world  substitute. 

Europe  now  looks  to  America  for  medical  leader- 
ship; furthermore,  the  docors  of  this  country  are 
responding  to  this  challenge.  Health  service  on  a 
prepayment  plan  is  now  being  developed  and  made 
available  in  many  localities  in  the  United  States  by 
recognized  medical  organizations.  This  offers  med- 
ical care  without  resorting  to  the  extremes  of  com- 
pulsory paternalistic  supervision  as  advocated  by 
proponents  of  the  old  world  methods. 

Is  it  not  better  that  the  people  who  clamor  for  a 
change  should  have  such  a system  rather  than  one 
of  socialized  regimentation,  an  imitation  of  one  of 
Europe’s  failures? 

459  Stimson  Bldg. 
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HEPATOLENTICULAR  DEGENERATION 
(Wilson’s  Disease) 

REPORT  OF  CASE  WITH  AUTOPSY  FINDINGS* 

William  L.  Lidbeck,  M.D. 

Oregon  State  Hospital, 

SALEM,  ORE. 

AND 

Charles  P.  Larson,  M.D. 

Western  State  Hospital, 

FORT  STEILACOOM,  WASH. 

In  1912  Wilson* 1  published  his  classic  monograph 
on  the  disease  which  bears  his  name.  Since  that  time 
numerous  cases  have  been  reported  but  the  condi- 
tion is  still  sufficiently  rare  to  justify  the  addition 
of  another  case  to  the  literature.  In  his  original  pa- 
per Wilson  referred  to  this  disease  as  progressive 
lenticular  degeneration,  a term  which  was  well 
chosen  except  that  it  failed  to  include  the  liver 
changes  which  form  so  striking  a part  of  the  pic- 
ture. Prior  to  Wilson’s  work  the  conditions  which 
clinically  fell  into  this  group  were  called  pseudo- 
sclerosis and  torsion-spasm,  and  their  relationship 
to  Wilson’s  disease  was  not  suspected  until  Spiel- 
meyer2  demonstrated  the  pathologic  similarity  of 
this  disease  to  pseudosclerosis  and  Thomalla3  linked 
it  to  torsion-spasm.  Finally  Barnes  and  Hurst4  pro- 
posed the  term  hepatolenticular  degeneration  to  in- 
clude those  cases  which  were  formerly  called  Wil- 
son’s disease  and  pseudosclerosis,  believing  that 
they  represented  clinical  variations  of  the  same 
pathologic  process. 

The  etiology  of  this  disease  is  still  obscure.  Its 
occurrence  is  most  frequent  in  young  individuals, 
the  average  age  in  Wilson’s  series  being  fifteen 
years.  Syphilis  and  alcohol  were  at  one  time  con- 
sidered as  possible  etiologic  factors  but  they  have 
since  been  definitely  excluded.  In  his  original  art- 
icle Wilson  advanced  the  theory  that  the  lenticular 
degeneration  was  produced  by  the  action  of  a selec- 
tive toxin  elaborated  in  the  liver.  In  view  of  the  fre- 
quency of  cirrhosis  of  the  liver,  unassociated  with 
brain  damage,  this  theory  appears  untenable,  un- 
less one  assumes  an  inherent  weakness  of  those 
areas  of  the  brain  which  are  ordinarily  involved  in 
the  pathologic  process.  More  recently  the  relation- 

•From Department  of  Pathology,  Oregon  State  Hospi- 
tal, Salem. 
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ship  between  hepatolenticular  degeneration  and 
disturbed  lipoid  metabolism  has  been  emphasized 
which  would  tend  to  associate  this  disease  with  the 
group  of  liposes5. 

The  clinical  picture  of  a typical  case  of  hepato- 
lenticular degeneration  can  best  be  presented  in 
a brief  manner  by  Wilson’s  original  definition. 
“Progressive  lenticular  degeneration  may  be  defined 
as  a disease  which  occurs  in  young  people,  which  is 
often  familial  but  not  congenital  or  hereditary;  it 
is  essentially  and  chiefly  a disease  of  the  extra- 
pyramidal  motor  system  and  is  characterized  by  in- 
voluntary movements,  usually  of  the  nature  of 
tremor,  dysarthria,  dysphagia,  muscular  weakness, 
spasticity  and  contractures  with  progressive  emacia- 
tion; with  these  may  be  associated  emotionalism 
and  certain  symptoms  of  a mental  nature.  It  is  pro- 
gressive and,  after  a longer  or  shorter  period,  fatal.’’ 

He  further  states  that  the  pathologic  findings 
consist  of  a bilateral  degeneration  of  the  lenticular 
nucleus  and  a constant  cirrhosis  of  the  liver,  the 
latter  rarely  giving  rise  to  clinical  symptoms. 

The  discovery  of  a pigmental  zone  at  the  peri- 
phery of  the  cornea,  the  Kayser-Fleischer  ring,  and 
its  association  with  hepatolenticular  degeneration 
has  been  an  important  addition  to  the  clinical  find- 
ings in  this  disease.  The  ring  is  not  found  in  every 
case,  but  when  present  it  is  diagnostic,  thereby 
serving  as  a differential  point  between  hepatolenti- 
cular degeneration  and  other  conditions  such  as 
encephalitis,  which  may  present  a similar  clinical 
picture.  Kayser3  considered  this  corneal  pigmenta- 
tion to  be  congenital,  while  Fleischer7  believed  that 
it  was  related  to  disseminated  sclerosis.  According 
to  Dunnavan  and  Motto8  the  ring  is  composed  of  a 
narrow  zone  of  brown  pigment  granules,  averaging 
two  millimeters  in  diameter  situated  at  the  corneal 
limbus  and  confined  to  Descemet’s  membrane. 

CASE  REPORT 

A white  male  28  years  of  age,  married,  machinist  by 
trade,  was  committed  to  Oregon  State  Hospital,  December 
29,  1937.  He  had  two  living  children,  both  in  good  health. 

Siblings:  One  brother  died  at  birth  and  another  died  at 
the  age  of  one  year  of  diphtheria.  One  brother  and  one 
sister  are  living  and  well  and  show  no  evidence  of  mental 
disease. 

The  patient  had  the  usual  childhood  diseases,  but  other- 
wise enjoyed  good  health  until  August,  1935,  when  he  re- 
ceived a head  injury  while  working  on  a steam  shovel.  He 

5.  Brouwer,  B. : Spleen,  Liver  and  Brain.  Proc.  Roy. 
Soc.  Med.,  29:579-592,  April,  1936. 

6.  Kayser,  B. : Ueber  Einen  Fall  von  angeborener  griin- 
licher  Verfarbung  der  cornea.  Klin.  Monatsbl.  f.  Augenh., 
60  : Part  II ; 22,  July,  1902. 

7.  Fleischer,  B. : Zwei  weitere  Falle  von  griinlicher  Ver- 
farbung der  Kornea.  Klin.  Monatsbl.  f.  Augenh.,  61:489, 
1903. 

8.  Dunnavan,  F.  and  Motto,  M.  P. : Kayser-Fleischer 
Ring  in  Wilson’s  Disease.  Am.  .1.  Oph.,  16:571-576,  July, 
1933. 
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was  not  unconscious  but  was  hospitalized  for  ten  days. 
Following  the  accident,  a change  in  his  personality  was 
noted.  He  became  abusive  toward  his  wife  and  members 
of  his  family,  and  on  one  occasion  attempted  to  strike  his 
wife  because  she  refused  to  have  any  more  children.  Prior 
to  this  time  he  had  been  congenial  and  not  quarrelsome. 

Mental  status : When  the  patient  entered  the  hospital,  he 
was  cooperative  and  pleasant.  He  had  a marked  speech 
defect.  The  entire  right  side  of  his  body  was  partially  para- 
lyzed and  he  lacked  normal  control  over  the  left  side  of 
his  body.  No  delusions  or  hallucinations  were  elicited.  He 
admitted  that  he  became  very  angry  about  once  a month, 
during  which  time  he  had  a compulsion  to  “beat  up”  some- 
one, but  that  he  merely  talked  about  it  and  had  never  ac- 
tually done  so. 

His  mood  when  he  entered  the  hospital  was  normal,  he 
was  well  oriented  and  his  memory  was  intact.  There  was 
some  impairment  of  his  grasp  of  general  information.  He 
could  name  only  three  of  the  last  five  presidents.  He  be- 
lieved that  Los  Angeles  was  the  largest  city  in  the  United 
States,  having  a population  of  about  500,000  people.  He 
made  several  mistakes  in  calculation  (eighth  grade  educa- 
tion). However,  he  knew  the  name  of  the  capital  city  of 
Kansas  and  the  name  of  the  present  governor  and  secretary 
of  state  of  Oregon. 

Physical  examination:  The  patient  was  well  developed  and 
well  nourished.  He  weighed  195  pounds  and  was  5 ft.  11  in. 
tall.  He  had  a scar  of  right  cheek  which  ran  from  the  angle 
of  the  mouth  to  the  angle  of  the  jaw.  General  physical 
examination  was  essentially  negative  except  from  a neuro- 
logic standpoint.  In  addition  to  the  speech  defect  and 
paralysis  a tremor  of  the  tongue  and  left  hand  was  present. 
The  right  pupil  failed  to  react  to  light.  Deep  reflexes  on 
both  sides  were  increased,  while  the  superficial  reflexes 
were  normal.  There  was  a positive  Rhomberg  and  negative 
Babinski.  The  patient  was  unable  to  stand  without  sup- 
port, even  with  his  eyes  open. 

Mental  diagnosis:  Posttraumatic  personality  disorder  with 
mental  deterioration. 

Laboratory  findings:  Essentially  negative  except  for  a 
spinal  fluid  cell  count  which  was  256. 

Progress:  During  the  five  months  that  the  patient  was  in 
the  hospital  both  his  physical  and  mental  condition  became 
progressively  worse.  He  lost  twenty-five  pounds  in  weight. 
Although  he  gradually  developed  more  muscular  spasticity, 
he  was  able  to  walk  about  with  assistance.  On  several  oc- 
casions, while  sitting  in  a chair,  he  would  lose  his  balance 
and  fall  to  the  floor,  where  he  would  lie  rather  passively 
until  assisted  to  his  feet.  He  had  urinary  but  not  rectal 
incontinence  and  was  able  to  convey  his  desire  to  go  to 
the  bathroom.  He  lost  complete  control  of  the  finer  move- 
ments of  his  hands  and  they  were  held  in  a state  of  spastic 
flexion.  His  gait  was  of  a festinating  type  and  at  times  he 
seemed  unable  to  stop  himself  and  would  have  to  run 
against  a wall. 

The  tremor,  which  largely  involved  the  tongue  and  upper 
extremities,  was  constantly  present  and  was  coarse  in  type, 
resembling  that  seen  in  paralysis  agitans.  The  speech  defect, 
noted  when  he  entered  the  hospital,  was  largely  of  a slurring 
nature.  It  became  progressively  worse  until  complete  an- 
arthria  developed.  The  facial  expression  was  that  of  sar- 
donic laughter.  While  in  the  hospital  he  suffered  from  an 
occasional  epileptiform  convulsion  and  a few  days  prior  to 
his  death  developed  generalized  convulsions  which  followed 
each  other  in  rapid  succession  until  he  expired  on  May  15, 
1938. 

Autopsy  findings:  The  body  was  that  of  a well  nourished 
and  well  developed  male  with  no  evidence  of  muscular 
atrophy.  The  scar  of  right  cheek  measured  7 cm.  in  length. 
The  chief  abdominal  findings  were  splenomegalia  (fig.  1) 


and  a nodular  liver.  The  spleen  weighed  600  grams,  the 
splenic  vein  was  dilated,  the  parenchyma  was  congested  and 
there  was  a slight  increase  in  the  amount  of  grossly  visible 
stroma.  The  liver  was  smaller  than  normal  and  the  coarse, 
diffuse  -nodularity  was  very  striking  in  appearance.  It  cut 
with  increased  resistance,  revealing  a coarsely  nodular  sur- 
face composed  of  islands  of  liver  parenchyma  varying  from 
pin-head  size  to  2 cm.  in  diameter.  These  nodules  were  oval 
to  circular  in  outline,  were  of  a uniform  greenish-yellow 
color  and  were  separated  by  thick  fibrous  connective  tissue. 
The  liver  differed  from  the  usual  Laennec  type  of  cirrhosis 
in  that  the  nodules  were  much  larger  (fig.  2). 

The  lower  lobe  of  the  left  lung  was  of  a rubbery  con- 
sistency and  on  cut  surface  presented  a dark,  purplish-red 
carnified  appearance,  resembling  that  of  complete  hemor- 
rhagic infarction.  The  blood  vessels  were  carefully  examined 
but  no  occlusion  could  be  demonstrated.  On  the  posterior 
aspect  of  the  heart  in  the  visceral  pericardium  near  the 
base,  there  were  several  minute  hemorrhages.  Extravasated 
blood  was  also  encountered  in  the  adventitia  around  the 
thoracic  aorta  which  appeared  to  be  fairly  recent  in  origin. 
Esophageal  varices  were  not  present. 

Coronal  sections  of  the  brain  were  made  after  fixation  in 
formalin.  The  pathology  was  confined  to  each  lenticular 
nucleus.  This  consisted  of  a degenerative  process  which  was 
characterized  grossly  by  a ragged,  moth-eaten,  finely  cystic 
appearance  of  the  putamen  and  to  a lesser  extent  of  the 
lateral  nucleus  of  globus  pallidus  (fig.  3).  No  other  cerebral 
pathology  was  present  except  a thin  subdural  hemorrhage 
and  scattered,  small  subarachnoid  hemorrhages  over  the 
right  parietooccipital  region.  These  hemorrhages  were  com- 
posed of  bright  red  blood,  indicating  that  they  were  of 
recent  origin. 


Fig.  1.  Splenomegalia. 

Fig.  2.  Liver  showing  multilobular  cirrhosis. 


Microscopic  examination:  brain:  Sections  from  the  grossly 
involved  areas  of  the  lenticular  nuclei  revealed  such  marked 
degeneration  and  vacuolization  that  in  many  regions  it  was 
difficult  to  find  any  histologic  resemblance  to  cerebral  tis- 
sue. There  was  complete  loss  of  nerve  fibres  with  de- 
myelinization.  The  cells  which  were  present  were  chiefly 
proliferating  astrocytes,  showing  varying  degrees  of  matur- 
ity. Gitter  cells  containing  golden-brown  pigment  were 
scattered  diffusely  throughout  the  section  but  were  most 
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Fig.  3.  Coronal  section  of  brain,  showing  the  cystic  de- 
generation within  the  lenticular  nuclei.  Arrows  indicate 
sites  of  lesion. 

Fig.  4.  Low  power  of  lenticular  nucleus,  demonstrating 
complete  loss  of  nerve  tissue  with  scar  replacement. 

numerous  about  the  patent  capillaries.  The  walls  of  the 
arterioles  and  capillaries  presented  a shrunken,  hyalinized 
appearance.  Occasional  cholesterol  crystals  were  observed  in 
the  degenerated  areas.  The  most  predominate  microscopic 
features  of  the  lesion  were  the  advanced  stage  of  spongiosis 
and  astrocytic  scar  tissue  replacement  of  the  degenerated 
areas  (fig.  4). 

Liver : The  parenchyma  was  split  up  into  both  large  and 
small  nodules,  having  irregular  shapes.  The  central  veins 
were  no  longer  found  within  the  center  of  the  liver  lobules. 
The  connective  tissue  separating  the  islands  of  parenchyma 
was  thick  and  well  vascularized.  This  connective  tissue  also 
contained  a round-cell  exudate  which  was  most  marked 
around  the  larger  bile  ducts.  There  were  many  areas  of 
bile  duct  and  isolated  liver-cell  proliferation.  The  liver 
parenchyma  presented  varying  stages  of  degeneration.  There 
was  both  fatty  infiltration  and  fatty  degeneration.  The  liver 
cells  contained  cytoplasmic  patches  of  golden-brown  pig- 
ment. The  nuclei  were  rather  well  preserved.  The  micro- 
scopic appearance  of  the  liver  differed  from  that  of  the 
ordinary  portal  cirrhosis  in  that  there  was  extensive  de- 
generative changes  within  the  individual  liver  cells. 

Spleen : Reticular  cell  pulp  hyperplasia  with  compression 
of  the  lymphoid  follicles  was  the  most  characteristic  micro- 
scopic feature.  There  seemed  to  be  a redistribution  of  the 
vascular  bed  within  the  organ.  The  sinusoids  of  the  pulp 
were  extremely  distended  with  blood,  whereas  the  vessels 
in  the  lymphoid  follicles  did  not  show  any  engorgement. 
In  this  respect  the  organ  resembled  the  spleen  found  in 
cases  of  so  called  Banti’s  disease. 

Lung:  The  lower  lobe  of  the  left  lung  showed  the  alveoli 
to  be  filled  with  erythrocytes,  scattered  leukocytes  and  large 
numbers  of  blood  pigment-laden  phagocytes. 

Except  for  congestion,  the  other  organs  were  essentially 
unchanged. 

COMMENT 

A case  of  hepatolenticular  degeneration  (Wil- 
son’s disease)  with  autopsy  findings  is  presented. 


This  is  the  only  case  which  has  ever  been  encounter- 
ed at  the  Oregon  State  or  Western  Washington 
State  Hospitals.  Clinically  the  condition  is  char- 
acterized by  involuntary  movements,  having  the 
nature  of  tremors,  dysarthria,  dysphagia,  muscular 
weakness,  spasticity  and  contractures  with  progres- 
sive emaciation.  There  are  usually  associated  ment- 
al symptoms  and  the  disease  is  always  fatal. 

In  several  respects  this  case  differs  from  those 
which  have  previously  been  reported.  The  disease 
occurs  most  frequently  in  children  or  young  adults, 
whereas  this  patient  was  twenty-eight  years  of  age. 

The  presence  of  corneal  pigmentation,  the  Kay- 
ser-Fleischer  ring,  is  frequently  present  in  this  dis- 
ease but  was  not  specifically  searched  for  in  the  case 
presented  as  the  diagnosis  of  hepatolenticular  de- 
generation was  not  made  clinically.  However,  the 
pupillary  reflexes  are  routinely  examined  so  that, 
had  the  ring  been  present,  it  would  very  likely  have 
been  discovered.  In  most  instances  emaciation 
progresses  to  an  extreme  degree,  but  in  this  patient, 
although  he  was  rapidly  losing  weight,  death  oc- 
curred from  a massive  pulmonary  hemorrhage  be- 
fore this  change  developed. 

The  characteristic  findings  of  a multilobular 
cirrhosis  of  the  liver,  splenomegalia  and  bilateral 
degeneration  of  the  lenticular  nucleus  were  present 
at  necropsy.  The  liver  differed  grossly  from  the 
usual  Laennec  type  of  cirrhosis  in  the  greater  size 
of  the  nodules  and  microscopically  in  the  extreme 
degenerative  changes  of  the  liver  cells.  The  histol- 
ogic resemblance  of  the  spleen  to  that  found  in 
Banti’s  disease  was  suggested  by  the  number  and 
size  of  the  sinusoids  and  the  unequal  degree  of  en- 
gorgement of  those  of  the  pulp  and  follicles. 

SUMMARY 

1.  Hepatolenticular  degeneration  (Wilson’s  dis- 
ease) is  an  extremely  rare  disease  of  unknown 
etiology  which  is  always  fatal. 

2.  The  case  presented  revealed  several  clinical 
variations  from  the  classical  example  of  the  disease. 

3.  A premortem  diagnosis  of  posttraumatic  per- 
sonality disorder  with  mental  deterioration  was 
made,  partly  on  the  basis  of  a head  injury  which 
immediately  preceded  the  onset  of  mental  symp- 
toms. 

4.  Tremor,  dysarthria,  dysphagia,  muscular 
weakness  and  spasticity,  contractures,  emaciation 
and  mental  symptoms  are  the  outstanding  clinical 
findings. 

5.  The  morbid  anatomy  consists  of  degenerative 
changes  in  the  lenticular  nuclei,  multilobular 
cirrhosis  of  the  liver  and  splenomegalia. 
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TONIC  PUPILS  AND  ABSENT  TENDON 
REFLEXES  (ADIE’S  SYNDROME) 

REPORT  OF  TWO  CASES 

Clarence  A.  Veasey,  Sr.,  M.D. 

SPOKANE,  WASH. 

Several  years  ago  a patient  came  to  me  complain- 
ing of  one  pupil  being  much  larger  than  the  other 
and  fixed.  There  were  no  other  symptoms.  Ex- 
amination showed  that  there  were  some  absent  re- 
flexes. I reported  the  case  before  this  organization, 
but  neither  I nor  any  of  my  colleagues  could  come 
to  any  definite  conclusion  as  to  the  cause  of  the 
condition  or  its  central  location.  Furthermore,  I 
communicated  with  several  of  my  eastern  ophthalm- 
ologic friends  and  with  some  of  my  neurologic 
friends,  none  of  whom  could  throw  any  further  light 
upon  the  condition.  A few  years  later  I saw  a sim- 
ilar case  which  was  just  as  confusing  to  me  as  the 
first. 

Recently  in  making  a search  of  the  literature  for 
pupillary  conditions,  I discovered  an  article  pub- 
lished in  a neurologic  journal  in  1932  by  Adie* 1,  a 
distinguished  English  neurologist  now  deceased, 
which  explained  my  two  cases.  It  is  to  him  that  all 
credit  for  a study  and  a description  of  the  condition 
belongs  and,  inasmuch  as  most  of  these  cases  are 
first  observed  by  an  ophthalmologist,  the  writer  has 
quoted  very  freely  from  his  description  in  order  to 
bring  the  condition  to  the  attention  of  his  col- 
leagues. 

Tonic  pupils  and  absent  tendon  reflexes  was  first 
described  in  its  complete  form  by  Adie.  It  is  char- 
acterized “by  the  presence  of  the  tonic  pupillary  re- 
action in  its  most  characteristic  form  and  absence  of 
one  or  more  of  the  tendon  reflexes.” 

Saenger2  and  Strasburger3  independently  de- 
scribed the  tonic  pupillary  reaction,  which  was 
known  synonomously  as  pupillotonia,  myotonic 
convergence  reaction,  tonic  convergence  reaction  of 
pupils  apparently  inactive  to  light.  Subsequent  to 
this  there  were  a number  of  reported  cases,  a study 
of  which  reveals  that  some  were  “complete”  but 
most  of  them  “incomplete.”  Moore4  described  a 
number  of  cases  under  the  title  “Non-luetic  Argyll 
Robertson  Pupil.” 

* Read  before  a meeting  of  Spokane  Academy  of  Oph- 
thalmology and  Otolaryngology,  Spokane,  Wash.,  Jan.  24, 
1939. 

1.  Adie,  W.  J. : Tonic  Pupils  and  Absent  Tendon  Re- 
flexes ; Benign  Disorder  Sui  Generis  ; its  Complete  and  In- 
complete Forms.  Brain,  55:98-113,  March,  1932. 

2.  Saenger,  A.:  Ueber  myotonische  Pupillenbewegung. 
Neurolog.  Centralbl.  21:837,  1902.  (Quoted  by  Adie.) 

3.  Strasburger,  J. : Pupillentragheit  bei  Accomodation 

und  Convergence.  Neurolog.  Centralbl.  21:738,  1902. 

(Quoted  by  Adie) 

4.  Moore,  F.  Tr.  Ophth.  Soc.  U.  Kingdom.  44:38,  1924. 


These  cases  were  characterized  by  “the  complete 
or  substantially  complete  inaction  of  the  pupil  to 
the  light  stimulus,  the  leisurely  manner  in  which  it 
contracts  with  convergence  and  in  which  it  again 
dilates  after  relaxation  of  convergence;  the  fre- 
quency with  which  it  is  unilateral;  the  integrity  of 
accommodation;  the  absence  of  syphilis;  the  pres- 
ence of  knee  jerks  and  the  absence  of  signs  of  any 
nervous  disease  even  after  many  years.” 

Morgan  and  Symonds5  described  somewhat  sim- 
ilar cases  which  they  thought  differed  materially 
from  those  described  by  Moore  because  the  accom- 
modation was  somewhat  defective  in  most  of  the 
cases  of  one  group  and  in  only  one  of  the  other 
group,  but  Adie  felt  confident  in  a study  of  the  case 
histories  that  the  differences  were  of  no  importance. 
He  attached  much  more  importance  to  similarity  of 
the  two  groups,  such  as  the  presence  of  abnormal 
pupillary  signs  mainly  unilateral  in  healthy  young 
females  free  from  syphilis,  and  some  in  one  group 
and  almost  all  in  the  other  group  presenting  defects 
in  the  tendon  reflexes. 

Even  Adiefi  himself  describes  some  cases  under 
the  title,  “Pseudo  - Argyll  - Robertson  Pupils  With 
Absent  Tendon  Reflexes;  a Benign  Disorder  Sim- 
ulating Tabes  Dorsalis.”  Since  Jonathan  Hutchin- 
son in  1878  introduced  the  term  ophthalmoplegia 
interna,  numerous  papers  have  appeared  on  the  sub- 
ject, many  of  them  giving  series  of  cases  with 
analyses  according  to  the  supposed  causes.  In  every 
series  there  was  a large  group,  in  which  the  cause 
of  the  eye  symptoms  was  unknown.  Uhthoff  re- 
ported thirty  cases,  and  in  twelve  of  these  the 
cause  of  the  eye  symptoms  could  not  be  ascertained. 
Adie  believed  that  all  of  these  cases  of  “opthalmo- 
plegia  interna  unilaterale”  in  otherwise  healthy 
young  patients  were  examples  of  the  condition  he 
described  under  the  above  title  and  referred  to  them 
as  incomplete  forms  of  the  affection.  He  based  his 
conclusions  on  the  interpretation  of  the  pupillary 
signs  and  concluded  that  the  “iridoplegia”  or 
“ophthalmoplegia  interna”  in  these  reported  cases 
represented  a phase  of  the  tonic  pupil  reaction  or 
appeared  as  an  exacerbation  in  a pupil  that  had 
previously  presented  tonic  reactions. 

Adie  divides  the  condition  into  two  forms:  (1) 
the  complete  form — typical  tonic  pupil  and  absence 
of  reflexes;  (2)  incomplete  forms;  (a)  tonic  pupil 
alone,  (b)  atypical  phases  of  the  tonic  pupil  alone 

5.  Morgan,  G.  and  Symonds,  C.  P. : Guy’s  Hosp.  Rep., 
77:13,  1927.  (Quoted  by  Adie.) 

6.  Adie,  W.  J. : Pseudo-Argyll-Robertson  Pupils  with 

Absent  Tendon  Reflexes;  Benign  Disorders  Simulating 
Tabes  Dorsalis.  Brit.  M.  J.,  1:928-930,  May  30,  1931. 
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(“iridoplegia,”  “internal  ophthalmoplegia”),  (c) 
atypical  phases  of  the  tonic  pupil  with  absent  re- 
flexes, (d)  absent  reflexes  alone. 

In  its  characteristic  form  the  tonic  pupil  is  usu- 
ally unilateral  and  almost  always  larger  than  its 
normal  fellow.  It  is  never  miotic.  In  making  the 
usual  pupillary  tests  both  the  direct  and  consensual 
reactions  to  light  appear  to  be  completely  or  al- 
most completely  absent.  However,  after  a sojourn 
in  a dark  room  for  an  hour  or  so  the  pupils  dilate  to 
an  equal  size.  Thereafter  on  exposure  to  bright, 
diffuse  light  the  abnormal  pupil  contracts  very 
slowly,  but,  perhaps  after  a short  delay,  this  con- 
traction may  continue  until  the  pupil  becomes  smal- 
ler than  it  was  before  it  dilated  in  the  dark,  and 
then  again  after  a short  delay  it  dilates  to  its  orig- 
inal size. 

Adie  points  out  that  the  most  important  feature 
of  the  tonic  pupil  is  its  behavior  on  convergence. 
If  the  patient  fixes  a near  object  continuously  and 
gazes  at  it  intently,  the  pupil  after  some  delay  of 
several  seconds  will  contract  slowly  and  with  in- 
creasing slowness  at  a range  often  greatly  in  excess 
of  the  normal  contraction.  He  states  that  contrac- 
tion down  to  a pinhead  size  is  not  uncommon.  This, 
then,  makes  the  larger  or  abnormal  pupil  smaller 
than  its  fellow.  Upon  relaxation  of  the  convergence, 
the  pupil  continues  to  contract  or  remains  fixed  for 
a few  seconds  and  then  begins  to  dilate  slowly,  the 
dilatation  proceeding  at  a slower  rate  than  the  con- 
traction, so  that  many  seconds  or  several  minutes 
may  elapse  before  it  reaches  its  original  size. 

Adie  further  states  that  the  accommodation  may 
be  affected  similarly,  and  the  defect  is  most  fre- 
quently observed  during  relaxation,  and  after  fixa- 
tion of  a near  object  some  seconds  may  elapse  be- 
fore distant  objects  become  clear.  It  is  believed  that 
there  is  no  constant  relation  between  the  rate  of 
contraction  of  the  iris  on  convergence  and  of  the 
ciliary  muscle  during  accommodation  in  the  same 
case. 

The  same  slow  dilatation  can  sometimes  be  ob- 
served after  the  pupil  has  contracted  upon  forcible 
closure  of  the  lids.  Furthermore,  the  tonic  pupil 
fully  and  promptly  dilates  to  mydriatics  and  con- 
tracts under  miotics.  In  most  of  the  cases  the  con- 
dition is  unilateral. 

Adie  reports  that  rarely  the  abnormal  pupil  may 
be  the  smaller  one;  that  it  may  be  regularly  or  ir- 
regularly oval  with  its  long  axis  vertical  or  horizon- 
tal; that  it  often  varies  in  size  through  a consider- 
able range  during  the  day. 


The  typical  tonic  pupil  appears  inactive  to  light 
and  reacts  after  a sojourn  in  a dark  room.  It  con- 
tracts very  slowly  on  convergence  through  a wide 
range  and  dilates  more  slowly,  but,  as  Adie  points 
out,  there  are  many  cases  of  the  disorder  in  which 
the  pupils  do  not  conform  strictly  to  this  descrip- 
tion. The  pupil  contracted  feebly  to  light  when 
ordinary  methods  were  used,  or  the  reaction  to 
light  was  unobtainable  by  any  method.  It  may  be 
found  in  one  eye  but  not  in  the  other  when  suitable 
tests  are  made.  The  contraction  of  the  pupil  may  be 
normal  on  convergence,  dilatation  only  being  de- 
layed. The  tonic  convergence  reaction  may  be  pres- 
ent in  one  eye,  while  the  other  pupil  is  fixed.  In 
unilateral  cases  the  abnormal  pupil  may  be  fixed 
to  light  and  on  convergence,  or  a pupil  known  to  be 
tonic  may  suddenly  dilate  and  become  fixed,  and 
Adie  states,  “whether  such  a pupil  ultimately  be- 
comes tonic  again,  I do  not  know,  but  I suspect  that 
it  does.” 

In  many  of  the  reported  cases  an  Argyll-Robert- 
son  pupil  or  a pseudo-Argyll-Robertson  pupil  was 
presumed  to  be  present  and  the  patient  supposed  to 
be  suffering  from  syphilis  of  the  nervous  system.  It 
has  been  pointed  out  that  the  true  Argyll-Robertson 
pupil  is  an  infallible  sign  of  syphilis,  but  its  char- 
acters as  described  by  Argyll-Robertson  are  that  it 
is  small,  usually  bilateral,  constant  in  size,  and  un- 
altered by  light  or  shade.  It  contracts  promptly  and 
fully  on  convergence  and  dilates  again  promptly 
when  the  effort  to  converge  is  relaxed.  It  dilates 
slowly  and  imperfectly  to  mydriatics  and  is,  there- 
fore, quite  different  from  the  tonic  pupil  as  de- 
scribed above.  Moreover,  in  a tonic  pupil,  so  far  as 
is  known,  syphilis  plays  no  part. 

Adie  further  states  that  in  the  published  reports 
on  forty-four  patients  with  tonic  pupils,  the  loss  of 
one  or  more  of  the  tendon  reflexes  was  mentioned 
in  nine,  and  that  this  was  either  passed  over  with- 
out comment  or  accepted  as  further  evidence  of 
syphilis  of  the  nervous  system,  all  of  these  cases 
being  described  by  ophthalmologists.  He  feels  con- 
fident from  his  own  studies  that  the  proportion  with 
some  defect  in  the  reflexes  is  much  higher  than 
these  figures  would  indicate.  In  nineteen  patients 
whom  he  himself  saw  with  tonic  pupils,  thirteen 
had  abnormal  reflexes. 

The  loss  of  one  or  both  ankle  jerks  is  most 
frequent,  and  he  has  never  seen  the  loss  of  any 
other  jerks  with  both  ankle  jerks  still  present. 
Occasionally  one  or  more  of  the  arm  jerks  could 
not  be  obtained  at  a time  when  *he  knee  jerks 
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could  still  be  obtained  on  reinforcement,  even 
though  the  latter  were  somewhat  sluggish. 

Asymmetry  of  the  jerks  is  occasionally  found.  In 
Adie’s  list  there  were  two  cases  with  the  knee  and 
ankle  jerk  absent  on  one  side  and  still  present  on 
the  other.  In  one  of  these  he  stated  that  the  re- 
maining knee  jerk  seemed  to  be  slightly  exagger- 
ated. In  one  of  Axenfeld’s  patients  who  was  ex- 
amined a number  of  times  by  expert  neurologists 
over  a period  of  nine  years,  the  triceps,  knee  and 
ankle  jerks  were  absent  continuously.  It  is  sus- 
pected that  jerks  once  lost  do  not  return. 

The  condition  is  found  more  frequently  in 
females  than  in  males,  in  the  cases  described  there 
being  forty-five  females  and  eighteen  males. 

The  age  of  appearance  is  not  definitely  deter- 
mined. Some  of  the  patients  stated  that  the  pupils 
had  always  been  unequal  so  far  as  they  knew, 
while  others  stated  that  the  condition  appeared 
later  in  life. 

In  the  large  majority  of  cases  there  are  no  ocular 
symptoms  to  annoy  the  patient.  It  is  simply  a 
question  of  personal  appearance.  It  has  been  noted 
that  one  pupil  was  large  and  the  other  small  by 
comparison.  Repeated  neurologic  examinations  by 
competent  observers  have  failed  to  reveal  any  other 
evidence  of  disturbance  of  the  functions  of  the 
muscles  or  nervous  system  except  the  absent  re- 
flexes. The  health  of  most  of  the  cases  is  good.  They 
are  not  nervous  and  do  not  belong  to  a neuropathic 
stock  or  conform  to  any  special  physical  type. 

Adie  concludes  from  the  study  of  his  own  cases 
and  the  history  of  all  published  cases  and  in  the 
study  of  the  cases  that  have  been  published  under 
different  titles  but  which  he  believes  belong  either 
to  the  complete  or  incomplete  tonic  pupils,  that  in 
all  probability  it  is  never  a manifestation  of  syphilis 
of  the  nervous  system,  and  the  combination  of  this 
sign  with  absent  tendon  reflexes  and  without  other 
signs  of  organic  nervous  disease  has  never  been 
observed  in  syphilis  of  the  nervous  system. 

The  diagnosis  of  this  condition  when  it  is  ob- 
served in  its  complete  form  presents  no  difficulty. 
A combination  of  the  tonic  convergence  reaction  in 
a pupil,  which  is  apparently  inactive  to  light  with 
absence  of  one  or  more  of  the  tendon  jerks,  is 
pathognomonic.  In  the  incomplete  forms  there  may 
be  some  difficulty.  In  the  patients  who  present 
tonic  pupils  alone  or  “iridoplegia”  or  “internal 
ophthalmoplegia”  with  absent  jerks,  the  difficulty 
will  be  greater. 

Slowness  of  movement  in  itself  is  not  a tonic 


reaction.  It  is  observed  in  many  other  conditions. 
According  to  Adie,  “the  decisive  diagnostic  features 
of  the  true  tonic  pupil  are  delay  as  well  as  slowness 
in  responding,  the  inactivity  to  light  which  is  only 
apparent,  its  tendency  to  retain  a new  size  after  the 
stimulus  is  removed,  and  its  much  slower  relaxation 
compared  with  the  rate  of  contraction  to  light,  on 
convergence  and,  when  present,  in  accommodation.” 

In  the  cases  of  “iridoplegia”  or  “internal  opththal- 
moplegia”  with  absent  reflexes,  the  eye  symptoms 
are  usually  unilateral.  There  is  a history  of  in- 
equality of  the  pupils  for  a considerable  time  and 
of  a recent  sudden  increase  in  the  size  of  one  of 
them.  There  may  be  some  slight  obscuration  of 
vision  and  wide  variations  in  the  size  of  the  larger 
pupil.  Occasionally  there  is  hippus  which  manifests 
itself  only  in  the  larger  pupil. 

In  order  to  determine  whether  or  not  the  light 
reflex  is  present  or  absent,  it  is  sometimes  neces- 
sary for  the  patient  to  remain  in  a dark  room  for 
an  hour  and  then  to  expose  the  eyes  to  very  bright, 
diffuse  light.  To  obtain  the  reaction  on  convergence, 
persistence  is  required,  and  the  examiner  must  not 
be  in  a hurry.  In  some  instances  several  seconds 
elapse  before  contraction  can  be  determined. 

In  many  of  the  reported  cases  syphilis  of  the 
nervous  system  was  diagnosed  or  suspected  be- 
cause the  tonic  convergence  reaction  in  the  pupils 
that  were  apparently  inactive  to  light  was  mistaken 
for  the  Argyll-Robertson  pupil.  But,  if  the  real 
definition  of  the  Argyll-Robertson  pupil  is  taken 
into  consideration,  this  mistake  will  not  occur. 

In  one  of  my  cases  it  was  suggested  that  diph- 
theria might  have  been  the  cause,  even  though 
there  was  no  history  of  illness  of  any  kind,  but  the 
ocular  symptoms  and  loss  of  tendon  reflexes  in 
diphtheria  are  entirely  different.  Diphtheria  does 
not  produce  the  tonic  reaction  on  convergence. 
Moreover,  there  is  a true  paralysis  of  accommoda- 
tion which  is  usually  isolated  and  always  bilateral. 
Ordinarily  it  appears  some  weeks  after  the  onset 
of  the  disease,  and  complete  recovery  usually  occurs 
in  a month  or  two.  According  to  Axenfeld,  it  never 
passes  into  tonic  accommodation. 

Adie  believes  that  the  reaction  is  an  expression 
of  a unique  kind  of  perversion  of  pupillomotor 
activity.  The  stimulus  is  applied  and  for  a time  no 
response  is  obtained;  then  a contraction  sets  in  and 
continues  at  a somewhat  diminishing  rate,  but 
through  a range  which  is  in  excess  of  the  normal. 
Furthermore,  once  the  contraction  has  begun,  it 
may  continue  after  the  stimulus  is  removed  or, 
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having  reached  its  maximum,  it  retains  it  some 
time  after  the  stimulus  has  ceased  to  act.  Then  the 
relaxation  proceeds  even  more  slowly  than  the  con- 
traction. 

Adie  believes  “the  curious  manner  in  which 
stimuli  are  stored  in  excess  and  slowly  emitted 
points  to  some  change  in  the  activity  of  the  cells  in 
the  vegetative  portion  of  the  oculomotor  nucleus. 
We  are  driven  to  the  viscera  for  analogous  types  of 
innervation.”  He  further  believes  that  there  is  noth- 
ing in  the  absence  of  any  of  the  jerks  to  alter  this 
opinion. 

The  following  two  cases  have  come  under  my 
observation: 

Case  1.  Miss , age  18,  was  first  seen  November 

16,  1933.  She  complained  of  O.D.  pupil  being  much  larger 
than  that  of  O S.  There  was  also  a complaint  of  some  hazi- 
ness of  vision  in  the  right  eye  at  times  which  she  stated 
lasted  for  a few  seconds  only.  She  could  not  state  definitely 
how  long  the  right  pupil  had  been  larger  than  the  left,  but  a 
photograph  taken  at  nine  years  of  age  showed  it  to  be  so  at 
that  time.  There  was  no  history  of  any  severe  illnesses.  The 
visual  acuity  was  as  follows: 

O.D.V.  6/5  J.l.  p.p.  4 y2" 

O.S.V.  6/5  J.l.  p.p.  3J+' 

O.D.:  The  pupil  was  3J4  mm.  in  diameter  and  appar- 

ently fixed.  It  was  not  possible  to  detect  any  reaction  to 
light  or  consensually,  even  though  concentrated  light  was 
employed. 

O.S.:  The  pupil,  facing  electric  light  in  the  dark  room, 

was  2 mm.  in  diameter,  reacted  promptly  in  convergence 
and  accommodation  and  consensually. 

The  media  were  clear  and  there  were  no  gross  fundus 
changes. 

There  was  no  Romberg  and  both  knee  jerks  and  elbow 
jerks  were  normal,  but  both  ankle  jerks  were  absent.  Grip 
was  normal,  and  the  patient  did  not  appear  unusually 
nervous. 

The  nose  was  negative,  with  the  anterior  sinuses  trans- 
illuminating  normally,  and  the  throat  revealed  very  small, 
cryptic,  deeply  buried  tonsils,  from  which  some  pus  was  ex- 
pressed. 

The  teeth  were  negative  in  appearance  and  none  were  de- 
vitalized. 

The  urine  and  the  blood  Wassermann  were  negative. 

Though  the  right  pupil  did  not  react  to  direct  light  or 
consensually,  it  did  react  in  strong  convergence  after  hesitat- 
ing for  a few  seconds.  As  soon  as  convergence  was  relaxed, 
the  pupil  remained  fixed  for  a few  seconds  and  then  dilated 
slowly.  After  remaining  in  a dark  room  for  some  time,  both 
pupils  dilated  to  6 mm.  in  diameter  and  then,  upon  immedi- 
ate exposure  to  bright  diffuse  light,  both  pupils  contracted, 
the  right  being  much  slower  and  not  beginning  so  rapidly  as 
the  left.  The  contraction  continued  until  the  right  pupil  was 
smaller  than  before  the  examination  started,  but  in  a short 
time  it  again  had  dilated  to  its  original  size. 

Subsequent  tests  showed  that  the  eye  responded  promptly 
and  fully  to  the  use  of  mydriatics  or  miotics. 

Case  2.  Miss , age  24,  school  teacher,  was  first 

observed  June  19,  1936.  She  complained  of  dilatation  of  the 
pupil  of  the  left  eye  which  she  was  sure  had  been  present 


for  six  months  and  perhaps  longer.  The  dilatation  had  been 
continuous  since  first  observed.  She  had  had  a very  hard 
year,  felt  “fatigued,”  had  never  used  glasses,  and  had  an  oc- 
casional mild  attack  of  dizziness.  There  was  no  history  of 
any  severe  illness.  Vision  was  as  follows: 

O.D.V.  6/6+ J.  1.  p.p.  5" 

O.S.V.  6/6+  J.  1.  p.p.  5"  (With  +C.62D  ax  90°  6/5) 

O.D.:  The  pupil  was  2 mm.  in  diameter,  reacted 
promptly  to  light,  in  convergence  and  consensually. 

O.S.:  The  pupil  was  5 mm.  in  diameter  and  apparently 
fixed.  No  direct  or  consensual  reaction  could  be  observed, 
even  though  concentrated  light  from  a strong  lens  was 
employed. 

The  media  were  clear  and  there  were  no  gross  fundus 
changes. 

Blood  pressure  was  112-86. 

Urine  examination  and  blood  Wassermann  were  negative. 

No  history  of  sore  throat  could  be  elicited. 

Nose:  Deflected  septum,  hypertrophied  left  middle  tur- 
binate, anterior  sinuses  transilluminated  properly.  No  pus 
in  nose. 

Throat:  Chronic  infected  tonsils.  Free  pus  expressed. 

Teeth:  Apearance  good.  According  to  patient  roentgeno- 
gram taken  some  time  before  showed  one  left  upper  to  be 
infantile;  none  devitalized. 

Though  the  pupil  of  O.S.  did  not  react  to  direct  light  or 
consensually,  even  though  the  point  of  light  was  concen- 
trated with  a strong  lens,  it  did  react  in  convergence  after 
hesitating  for  a few  seconds.  After  remaining  in  an  absolute- 
ly dark  room  for  thirty-five  minutes,  both  pupils  were 
dilated  to  6 mm.  in  diameter,  and  upon  immediate  exposure 
to  bright  diffuse  light  (facing  a window  with  sunshine),  both 
pupils  contracted,  O.D.  promptly  and  O.S.  very  slowly  and 
not  beginning  so  rapidly  as  O.D.  This  contraction  continued 
until  O.S.  pupil  was  smaller  than  before  the  dark  room  was 
entered.  In  a short  time  it  had  dilated  to  its  original  size. 
Upon  gazing  intently  at  a small  object  at  thirteen  inches 
distant,  after  a slight  delay  O.S.  pupil  contracted  more  slow- 
ly than  O.D.,  but  did  not  contract  to  a size  smaller  than  2 
mm.  Upon  relaxation  of  convergence,  pupil  remained  fixed 
for  a few  seconds  and  then  dilated  slowly. 

Subsequently  tests  were  made  which  indicated  that  the 
pupil  reacts  to  miotics  and  mydriatics. 

The  knee  jerks,  elbow  jerks  and  ankle  jerks  were  all  ab- 
sent on  both  sides. 

The  removal  of  the  infected  tonsils  and  the  institution  of 
treatment  for  about  three  months  made  no  permanent 
change  in  the  condition  of  the  pupil. 

Since  writing  the  above  Adie’s  syndrome  has 
again  been  referred  to  twice  in  literature.  First  by 
Kennedy,  Wortis,  Reichard  and  Fair7  who  not  only 
report  five  additional  cases,  but  who  discuss  the 
condition  from  a neurologic  standpoint,  and  espe- 
cially in  connection  with  the  autonomic  nervous 
system.  Second  by  Heersema  and  Moersch.8  Here 
also  are  reported  two  additional  cases. 

1569  Paulsen  Medical-Dental  Building. 


7.  Kennedy,  F.,  Wortis,  H.,  Reichard,  J.  D.  and  Fair, 
B.  B.  Adie’s  Syndrome:  Report  of  Cases.  Arch.  Ophth. 
19:68-80,  Jan.,  1938. 

8.  Heersema,  P.  H.  and  Moersch,  F.  P.  Adie  Syn- 
drome. Proc.  Staff  Meet.  Mavo  Clin.  11:17-22,  Jan.  11, 
1939. 
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NUTRITION  AND  NIGHT  BLINDNESS* * 
Ira  A.  Manville,  M.D. 

PORTLAND,  ORE. 

In  the  early  days  of  vitamin  investigations,  these 
interesting  substances  were  spoken  of  in  terms  of 
their  solubility  in  water  or  in  fat.  Thus,  excepting 
the  general  term  “Food  Accessory/  Factors,”  we 
have  the  slightly  more  specific  terms  “Fat  Soluble 
Vitamin  A”  and  “Water  Soluble  Vitamin  B.”  Since 
the  day  these  terms  were  in  common  use,  many 
discoveries  have  occurred  to  extend  our  knowledge 
of  vitamins.  The  “Fat  Soluble  Vitamin  A,”  for  ex- 
ample, was  found  to  be  made  up  of  two  fat  soluble 
components,  one  which  cured  or  prevented  the  ap- 
pearance of  xerophthalmia  and  which  retained  the 
name  “vitamin  A,”  the  other  which  cured  or  pre- 
vented the  development  of  rickets  became  “vitamin 
D.”  The  letter  D was  assigned  to  the  antirachitic 
vitamin  because,  prior  to  its  discovery,  a second 
“Water  Soluble  Vitamin,”  namely  vitamin  C,  had 
been  found.  It  is  now  known  that  Vitamin  A has  a 
precursor  or  provitamin  which  is  a yellow  pigment 
found  in  five  closely  related  forms,  alpha,  beta  and 
gamma  carotene,  cryptoxanthin  and  echinenone. 
Furthermore,  it  is  also  known  that  vitamin  D exists 
in  eight  or  nine  forms  and  has  several  precursor 
substances  grouped  together  in  those  fats,  generally 
known  as  the  sterols. 

Further  studies  of  the  fat  soluble  food  accessory 
factors  added  to  vitamins  A and  D,  vitamins  E,  F 
and  K.  In  the  meantime,  vitamin  B had  been  split 
up  into  some  six  different  fractions,  one  of  which 
became  known  as  vitamin  G.  Thus,  included  in  the 
group  of  the  five  fat  soluble  vitamins,  we  have  about 
twenty  different  chemical  substances  possessing  vi- 
tamin activity,  and  for  the  water  soluble  group 
there  is  about  half  this  number.  New  vitamins  are 
constantly  being  proposed  so  that  it  would  be  fool- 
ish to  hazard  an  opinion  as  to  when  these  sub- 
stances will  all  have  been  revealed.  Chemical  studies 
are  rapidly  unfolding  the  true  nature  of  the  vitamins 
so  that  now7,  for  example,  it  is  more  correct  to  speak 
of  thiamin  for  vitamin  B or  cevitamic  acid  for  vita- 
min C.  To  this  extent  it  may  be  said  that  the  alpha- 
betical designation  of  vitamins  and  even  the  term 
“vitamin”  itself  may  shortly  be  a thing  of  the  past. 
Probably  the  discovery  of  new  factors  is  alone  re- 
sponsible for  retaining  the  term  “vitamin.” 

Nutritional  workers  and  others  have  become  so 
accustomed  to  speaking  of  fat  and  of  water  solu- 
bility of  vitamins  as  a convenient  form  of  classifica- 

*  Nutritional  Research  Laboratory,  Department  of  Medi- 
cine, University  of  Oregon  Medical  School. 

*Read  before  a meeting  of  Oregon  Nutritional  Council. 
Portland,  Ore.,  March  3,  1939. 


tion,  that  it  seems  appropos  at  this  time  to  recall 
to  your  attention  the  real  significance  that  should 
be  attached  to  these  simple  chemical  characteristics. 
The  solubility  of  one  group  of  the  vitamins  in  fat 
indicates  that  they  are  capable  of  being  stored  in 
the  body  fat.  This,  in  turn,  means  that  the  intake 
of  these  substances  need  not  be  continuous,  that  the 
ingestion  of  appreciable  amounts  during  one  season 
of  the  year  can  build  up  reserves  to  hold  over  a 
period  of  deprivation.  If  definite  effort  to  provide  a 
certain  daily  intake  of  the  fat  soluble  vitamins  is 
not  made,  then  great  emphasis  must  be  placed  on 
the  selection  of  the  proper  foods  during  that  period 
when  specific  attention  is  given  to  building  up  these 
reserves. 

The  solubility  of  the  second  group  of  vitamins  in 
water  indicates,  on  the  contrary,  that  they  are  not 
capable  of  being  stored  in  the  body  tissues  and  that, 
therefore,  a continuous  daily  supply  must  be  main- 
tained. It  should  be  recalled,  in  this  connection,  that 
the  purpose  of  digestion  is  to  convert  food  materials 
into  a water  soluble  condition.  The  water  soluble 
group  of  vitamins,  therefore,  do  not  need  to  be  sub- 
jected to  digestive  processes;  they  are  all  ready 
for  absorption.  Absorption  is  easy  and  proceeds  rap- 
idly to  completion.  This  is  not  true  of  the  fat  soluble 
vitamins.  They  must  not  only  be  associated  with 
fats,  but  those  fats  must  be  digested  and  absorbed 
in  order  to  provide  a vehicle  for  the  transport  of 
the  vitamin  across  the  intestinal  wall  and  into  the 
lymph  stream. 

These  two  situations,  that  is,  the  solubility  of  one 
group  of  vitamins  in  water  and  the  need  for  fat  and 
its  digestion  and  absorption  for  the  utilization  of 
the  other  group,  actually  condition  the  requirement 
of  the  body  for  these  essential  materials.  Let  us  con- 
sider for  a moment  the  water  soluble  group.  Being 
soluble  in  water,  the  elimination  of  members  of  this 
group  will  be  in  direct  proportion  to  the  water  ex- 
change. Diarrhea,  an  increase  in  the  output  of  urine 
and  of  sweat,  vomiting,  lactation  and  surgical  drain- 
age all  constitute  a marked  and  continuous  loss  of 
body  water.  This  water  will  carry  away  with  it 
variable  quantities  of  the  water  soluble  vitamins. 

Various  components  of  the  B complex  have  been 
found  in  the  urine  and  feces  and  vitamin  C has 
been  demonstrated  in  the  stool,  urine,  sweat  and 
milk.  In  the  case  of  vitamin  B,  its  presence  in  the 
stool  may  be  accounted  for  on  the  basis  of  bacterial 
synthesis  in  the  intestine,  and  impaired  absorption 
as  well  as  losses  due  to  its  solubility  in  water.  In 
addition  to  water  losses,  the  vitamin  C supplies  are 
severely  depleted  by  the  demands  of  the  detoxica- 
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tion  mechanism  that  is  always  operating  during  a 
toxic  condition.  In  addition,  both  the  fat  soluble 
and  the  water  soluble  vitamins  may  be  required  in 
larger  amounts  during  all  conditions  that  increase 
the  metabolic  processes  of  the  body  such  as,  for 
example,  hyperthoyroidism,  fevers,  pregnancy,  high 
protein  diets  and  heavy  muscular  effort. 

The  dependence  of  the  body  for  its  fat  soluble 
vitamin  requirements  upon  the  presence  in  the  diet 
of  fat  and  on  the  ability  of  the  body  to  digest  and 
absorb  it  constitutes  a different  type  of  hazard  than 
that  presented  by  the  water  soluble  vitamins.  First 
to  be  mentioned  in  the  discussion  of  this  subject,  is 
the  minimal  quota  of  fat,  below  which  the  diet 
should  probably  never  drop.  This  minimal  daily 
quota  is  in  the  neighborhood  of  fifty  grams.  This 
low  level  is  safe  only  when  the  selection  of  foods 
furnishing  it  is  made  up  of  dairy  products,  liver  and 
fish  oils.  A freer  choice  of  foods  is  permissible  with 
higher  fat  quotas. 

There  are  many  individuals  who  are  intolerant  to 
food  fat,  the  reason  being  largely,  if  not  entirely, 
due  to  some  type  of  liver  dysfunction.  The  ability 
of  fats  to  cause  an  increased  pressure  in  the  gall- 
bladder will  cause  much  distress  in  an  individual 
whose  gallbladder  cannot  empty  itself  properly.  As 
a result,  these  individuals  learn  voluntarily  to  elimi- 
nate fats  from  their  diets.  On  the  other  hand,  an 
impaired  ability  to  discharge  bile  into  the  intestine 
will  seriously  impair  the  digestion  and  absorption  of 
fats  and  the  vitamins  associated  with  them. 

In  speaking  of  the  fat  soluble  vitamin  A in  par- 
ticular, one  should  not  forget  that  in  cereals,  vege- 
tables, fruits  and  such  dairy  products  as  whole  milk, 
cream,  butter  and  eggs,  the  vitamin  exists  in  its 
precursor  form.  Only  in  foods  of  animal  origin  will 
one  find  true  vitamin  A.  Since  provitamin  A,  the 
yellow  pigment  already  mentioned,  is  not  active 
until  the  liver  has  converted  it  into  vitamin  A,  a 
strict  vegetarian  will  be  entirely  dependent  for  his 
vitamin  A upon  the  functionel  integrity  of  his  liver. 
There  are  several  conditions  in  which  the  liver  in 
various  degrees  has  lost  this  ability. 

It  seems  worthwhile  to  have  discussed  the  vita- 
min situation  from  the  above  point  of  view,  if  for 
no  other  reason  than  that  it  points  out  the  many 
ways  by  which  fat  soluble  vitamins  in  general  and 
vitamin  A in  particular,  even  though  swallowed  in 
food  materials,  may  be  diverted  from  active  par- 
ticipation in  various  body  processes.  Even  before 
ingestion,  there  are  many  things  to  be  considered 
in  the  selection  and  preparation  of  vitamin  A con- 
taining foods.  These  have  to  do  with  selection  of 


foods  on  the  basis  of  color,  it  being  remembered 
that  carotene  is  not  the  only  pigment  giving  rise  to 
a yellow  color,  and  on  the  susceptibility  of  carotene 
to  bleaching  by  the  deliberate  use  of  bleaching 
agents  or  the  result  of  oxidative  processes  or  the 
effect  of  rancid  fats.  The  latter  two  are  often  the 
.by-product  of  storage.  The  preparation  by  cooking 
of  vitamin  A or  carotene  rich  foods  is  also  fraught 
with  the  danger  of  destruction  resulting  from  the 
exposure  to  air  (oxygen)  at  high  temperatures. 
Thus  it  may  be  seen  that  there  are  many  ways  in 
which  a vitamin  deficiency  may  be  brought  about, 
even  though  the  individual  may  feel  secure  in  the 
belief  that  he  has  supplied  his  needs  by  eating  foods 
reputedly  rich  in  vitamins. 

From  this  point  on,  I wish  to  confine  my  re- 
marks more  specifically  to  vitamin  A and  its  pro- 
vitamins. Thirty  or  more  carotenoids  have  had 
their  chemical  structure  well  established  but  of 
these  only  five  may  be  converted  in  vivo  to  vitamin 
A.  Alpha  and  gamma  carotene  and  cryptoxanthin 
possess  but  one  optically  inactive  beta-ionone  ring 
and  are  capable  of  being  converted,  molecule  for 
molecule  into  vitamin  A.  Beta  carotene  possesses 
two  such  rings  so  that  one  molecule  can  be  con- 
verted into  two  molecules  of  vitamin  A.  Echinenone 
is  the  fifth  carotenoid  to  possess  provitamin  activity. 
It  is  found  in  the  sex  gland  of  sea  urchins. 

Quantitatively  the  requirement  of  vitamin  A is 
strikingly  small.  Usually  from  3 to  4 milligrams  of 
beta  carotene  is  all  that  the  average  adult  needs. 
This  is  equivalent  to  5000  to  6700  International 
Units  daily.  How  necessary  it  is,  then,  that  the 
digestive  and  absorptive  processes  be  efficient 
enough  to  take  out  this  small  but  important  frac- 
tion. 

Carotenoid  pigments  are  found  in  bacteria,  ma- 
rine diatoms,  fruits  and  vegetables.  Although  caro- 
tene must  play  an  important  role  in  plant  physiol- 
ogy, very  little  is  known  regarding  it.  Except  as  a 
precursor  of  vitamin  A,  carotene  is  not  known  to 
play  any  important  part  in  animal  economy.  From 
available  information,  therefore,  any  physiologic 
discussion  of  carotene  must  be  limited  to  its  absoq> 
tion,  assimilation,  storage  and  the  part  it  plays  in 
the  secretion  of  milk,  the  production  of  eggs  and 
the  formation  of  vitamin  A. 

The  conversion  of  carotene  to  vitamin  occurs  in 
the  liver.  It  is  a slow,  variable  process  and  has 
been  demonstrated  in  the  rat,  rabbit,  hen  and  cow. 
There  is  some  question  as  to  whether  it  occurs  in 
the  cat,  a carnivorous  animal.  Ninety-five  per  cent 
of  the  total  vitamin  A of  the  body  is  found  in  the 
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liver.  The  vitamin  A content  of  the  liver  at  birth  is 
quite  low,  irrespective  of  the  diet  of  the  mother. 
Vitamin  A tends  to  accumulate  in  the  liver  as  the 
individual  gets  older.  This,  however,  is  conditioned 
by  the  character  of  the  diet  and  the  other  factors 
already  mentioned. 

Since  the  placenta  seems  to  act  as  a barrier  pre- 
venting a great  reserve  of  vitamin  A forming  in  the 
fetal  liver,  it  will  be  interesting  to  inquire  into  the 
vitamin  A value  of  milk  to  see  to  what  extent  na- 
ture may  have  provided  for  adequate  sources  after 
birth  has  occurred. 

Since  the  conversion  of  carotene  to  vitamin  A is 
not  always  immediate  and  complete,  a certain 
amount  of  vitamin  A activity  of  milk,  eggs,  blood, 
etc.,  will  be  due  to  carotene.  Various  breeds  of  cows 
differ  in  their  ability  to  convert  carotene  to  vitamin 
A.  Using  the  same  ration,  it  was  found  that  two- 
thirds  of  the  vitamin  activity  of  Guernsey  milk  was 
due  to  carotene ; for  Ayrshire  milk  it  was  one-third, 
and  for  Jersey  milk,  one-half.  Holstein  milk  was 
also  found  to  owe  more  of  its  vitamin  A activity 
to  the  true  vitamin  than  to  carotene.  Because  of 
these  findings  one  cannot  conclude  that  the  more 
highly  pigmented  milks  necessarily  have  a higher 
vitamin  A potency.  Goat’s  milk,  for  example,  is  pure 
white,  yet  it  contains  a comparable  amount  of  vi- 
tamin A. 

Cow’s  colostrum  is  from  ten  to  one  hundred  times 
richer  in  vitamin  A activity  than  milk.  It  has  been 
shown  that  human  milk  has  from  about  five  to  ten 
times  the  vitamin  activity  of  cow’s  milk,  while  hu- 
man colostrum  is  from  two  to  three  times  richer  in 
A than  early  milk.  Thus  nature  has  amply  provided 
for  the  vitamin  A requirements  of  the  newborn.  The 
vitamin  A values  of  eggs  are  governed  very  largely 
by  the  same  influences  that  regulate  the  vitamin 
content  of  milk. 

Much  is  known  relative  to  the  pathology  of  vita- 
min deficiencies  as  they  are  experimentally  produced 
in  animals  or  as  they  occur  sporadically  in  human 
beings.  Little  is  known,  however,  of  the  clinical 
symptomatology  of  vitamin  deficiencies  less  severe 
than  a total  or  near- total  deprivation.  That  such 
conditions  exist  is  beyond  the  question  of  a doubt 
in  all  reasonable  minds,  yet  the  proof  of  their  ex- 
istence is  difficult  to  demonstrate. 

During  March,  1938,  the  Milbank  Memorial 
Fund  held  its  Sixteenth  Annual  Conference  and  de- 
voted its  entire  time  to  a discussion  of  nutrition 
and  the  newer  diagnostic  methods.  Said  Dr.  Bou- 
dreau, the  director,  in  the  preface:  “Despite  the 
improvement  of  dietary  habits  in  the  United  States, 


several  lines  of  evidence  point  to  the  prevalence 
of  impaired  nutrition  among  the  population.  Nutri- 
tion is  a bodily  process;  therefore,  detection  of  any 
derangement,  with  its  symptoms,  signs  and  under- 
lying pathology,  constitutes  a medical  problem.  It 
has  become  an  increasingly  difficult  problem  with 
the  recognition  of  the  latent  state  as  a definite 
though  now  invisible  zone  in  nutritional  conditions, 
and  the  need  for  objective  methods  sufficiently  sen- 
sitive to  be  used  for  early  diagnosis  has  become 
more  pressing  than  ever.  Fortunately,  research  in 
the  laboratories  has  kept  pace  with  the  conscious- 
ness of  this  need,  by  bringing  out  not  a few  of  the 
necessary  biochemic  and  physiologic  procedures.” 

When  vitamin  A deficiency  is  marked  enough  to 
result  in  night  blindness,  xerophthalmia,  keratoma- 
lacia and  a definite  type  of  follicular  keratosis  of  the 
skin,  it  may  be  conceded  that  treatment  with  prep- 
arations containing  vitamin  A will  be  productive 
of  good  results.  When,  however,  vitamin  A is  used 
in  the  treatment  of  other  conditions,  the  evidence 
in  its  favor  is  not  so  unequivocal.  This  is  largely 
due  to  the  general  fact  that  clinical  evidence  of 
mild  or  moderate  vitamin  deficiencies  is  not  clear- 
cut.  Thus  one  enters  into  a controversial  field  when 
discussing  the  role  played  by  vitamin  A in  the 
production  or  treatment  of  hyperthyroidism,  skin 
injuries,  urinary  lithiasis,  degenerative  changes  in 
the  nervous  system,  mucous  membrane  and  inci- 
dence of  various  infections.  Undoubtedly  more  de- 
cisive information  relative  to  structural  or  func- 
tional defects  caused  by  subacute  or  chronic  defi- 
ciencies of  vitamin  A will  reveal  new  uses,  to  which 
this  vitamin  in  the  pure  form  and  foods  containing 
it  may  be  put.  It  is  to  this  end  that  intensive  studies 
are  being  made  of  various  methods  that  might  be 
used  to  determine  the  existence  or  prevalence  of  a 
vitamin  deficiency  long  before  it  has  become  so 
complete  as  to  cause  those  symptoms  that  are  ob- 
viously recognized  as  being  due  to  a given  de- 
ficiency. 

Out  of  such  studies  have  grown  proposals  to  de- 
termine vitamin  A deficiency  by  measuring  one’s 
dark-adaptation,  blood  carotene  and  blood  vitamin 
A;  to  determine  avitaminosis  Bi  by  the  use  of  elec- 
trocardiography and  specific  color  tests;  to  deter- 
mine a deficiency  of  nicotinic  acid  by  testing  spe- 
cifically for  this  material ; to  determine  a deficiency 
of  vitamin  C by  measurement  of  plasma  vitamin 
C or  the  use  of  the  capillary  fragility  test;  to  de- 
termine anemia  by  certain  hematologic  methods  and 
to  determine  nutritional  edema  by  studying  the 
quantity  and  behavior  of  plasma  proteins.  It  shall 
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be  the  purpose  in  the  balance  of  this  paper  to  limit 
the  remarks  to  a discussion  of  one  method  of  de- 
tecting and  measuring  vitamin  A deficiency,  name- 
ly, the  detection  and  measurement  of  night  blind- 
ness. 

All  nutritional  workers  agree  that  a deficiency  of 
vitamin  A results  in  a loss  of  visual  acuity  in  dim 
light.  However,  the  reverse  is  not  necessarily  true, 
for  night  blindness  also  occurs  in  diseases  of  the 
eye  such  as  glaucoma,  choroiditis,  optic  neuritis, 
toxic  amblyopia,  retinitis  pigmentosa  and  detach- 
ment of  the  retina.  Modern  discoveries  cannot  take 
precedence  to  the  fact  that  the  ancient  Egyptians 
recognized  a form  of  night  blindness  that  could  be 
cured  by  a diet  of  liver. 

We  usually  understand  the  statement  that  our 
retinas  are  light  sensitive.  Few  of  us  know,  however, 
that  there  are  two  elements  found  in  the  nervous 
structure  of  the  retina  which  differ  in  their  sensitiv- 
ity to  light.  These  two  elements  are  the  rods  and 
the  cones.  The  distribution  of  the  rods  and  cones  is 
not  uniform.  In  the  central  part  of  the  retina,  that 
part  associated  with  the  keenest  vision  and  the 
ability  to  perceive  color,  cones  only  are  found.  The 
rods  are  found  in  the  periphery  of  the  retina,  that 
portion  associated  only  with  vision  at  dim  illumina- 
tion. Such  vision  is  always  without  color.  Color 
vision,  daylight  vision  and  good  visual  acuity  are 
mediated  by  the  cones;  these  functions  are  at  their 
best  in  the  center  of  the  retina  and  decrease  in  ex- 
cellence toward  the  periphery.  On  the  other  hand, 
vision  at  low  illuminations  is  poor  in  the  center  of 
the  eye,  but  improves  as  one  uses  the  more  periph- 
eral parts  of  the  retina.  Many  rods  connect  with  one 
optic  nerve  fiber  so  that  it  is  anatomically  impos- 
sible for  peripheral  vision  ever  to  be  clear  and  dis- 
tinct. On  the  other  hand,  each  cone  is  connected 
with  a single  nerve  fiber  which  provides  the  ana- 
tomic basis  for  clear  vision  when  the  central  por- 
tions of  the  retina  are  used. 

In  the  terminal  segments  of  the  rods  and  cones 
is  found  a photosensitive  pigment  which  is  capable 
of  increasing  the  sensitivity  of  the  rods  and  cones 
so  that  in  the  former  there  is  better  vision  in  dim 
lights  and  in  the  latter  better  color  appreciation. 
For  the  rods  the  photosensitive  pigment  is  a con- 
jugated protein,  carotene  tied  up  to  protein.  It  is 
called  rhodopsin  or  visual  purple.  For  the  cones  the 
photosensitive  substance  is  also  a conjugated  pro- 
tein, protein  with  carotene,  called  iodopsin  or  visual 
violet. 

Not  long  ago  the  Westinghouse  Electric  Company 
reported  that  eye  strain  and  fatigue  were  common 


complaints  among  color-matching  inspectors.  Their 
efficiency  was  correspondingly  reduced.  Three  cap- 
sules of  carotene  in  oil  daily,  by  speeding  up  the 
regeneration  of  the  retinal  photosensitive  sub- 
stances, improved  their  efficiency  as  much  as  75 
per  cent.  It  is  well  known  that  a greatly  delayed 
dark-adaptation  can  be  restored  to  normal  limits 
by  the  ingestion  of  vitamin  A.  Recently  it  has  been 
shown  by  Josephson  and  Freiberger  that  in  early 
cases  of  retinitis  pigmentosa,  in  which  night  blind- 
ness occurs,  intramuscular  injections  of  carotene  in 
oil  resulted  in  a rapid  and  prompt  recovery,  while 
the  same  material  given  by  mouth  was  unproduc- 
tive of  any  good  result.  Undoubtedly  in  such  cases 
there  is  a failure  in  assimilation  of  vitamin  A or 
carotene  from  the  digestive  canal.  This  condition 
has  already  been  discussed  in  an  earlier  part  of  this 
paper. 

Dark  adaptation  is  a familiar  phenomenon.  On 
coming  from  a brightly  illuminated  outdoors  into  a 
dimly  lighted  room,  one  can  hardly  see  anything 
Gradually  objects  begin  to  take  on  shape,  so  that  in 
a few  minutes  one  can  even  begin  to  see  some  de- 
tail. After  half  an  hour,  things  appear  so  clearly 
that  one  is  surprised  at  the  initial  visual  obscurity. 
The  process  of  regaining  good  vision  in  the  dark  is 
called  dark  adaptation.  It  is  measured  by  determin- 
ing the  minimum  of  light  which  must  illuminate  a 
given  surface  in  order  to  render  it  visible.  What  is 
found  is  that  this  minimum  or  threshold  illumina- 
tion is  high  on  entering  a dark  room,  and  that  it 
decreases  in  the  dark.  This  change  in  visual  thresh- 
old covers  an  extraordinary  range:  from  100,000 
units  of  light  intensity  at  the  beginning  to  1 unit 
at  the  end  of  dark  adaptation.  Cones  undergo  dark 
adaptation  to  nearly  the  same  extent  as  rods.  Cone 
adaptation  is  much  faster  than  rod  adaptation  and 
for  this  reason  was  missed  by  the  earlier  investi- 
gators. 

The  photosensitive  pigments  absorb  light  and  as 
a consequence  are  decomposed  into  products  which 
initiate  a nerve  impulse.  Either  other  chemical 
systems  immediately  intervene  to  resynthetize  these 
products  into  a new  molecule  of  photosensitive  pig- 
ment or  they  are  disposed  of  as  waste  materials 
and  an  entirely  new  molecule  is  made  from  fresh 
raw  material  drawn  from  the  blood  stream.  The 
quantity  of  receptor  pigment  which  is  present  at 
any  instant  will  depend  on  the  difference  between 
the  rate  of  decomposition  and  the  rate  of  synthesis. 
In  bright  light  the  equilibrium  of  these  reactions  is 
displaced  so  that  the  photosensitive  pigment  is  prac- 
tically absent  from  the  retina,  while  in  the  dark  the 
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equilibrium  is  displaced  in  the  opposite  direction 
and  the  pigment  is  present  in  maximum  quantity. 
Normal  vision  in  dim  light,  or  normal  perception  of 
color,  depends  on  an  equilibrium  somewhere  be- 
tween these  two  extremes. 

The  retina  obtains  its  vitamin  A from  the  blood. 
Vitamin  A may  disappear  from  the  blood  during 
starvation  and  during  infections,  even  though  con- 
siderable stores  may  remain  in  the  liver.  The  re- 
synthesis of  the  light  sensitive  pigment  in  vitamin 
A deficient  individuals  is  abnormally  slow.  While 
the  determination  of  an  abnormally  slow  recovery 
in  visual  acuity  in  dim  lights  undoubtedly  is  a 
measure  of  vitamin  A deficiency  in  the  blood  stream, 
it  is  not  necessarily  a measure  of  the  vitamin  A 
reserves  in  the  body. 

We  come  now  to  a discussion  of  the  methods  in 
use  for  the  measurement  of  night  blindness.  The 
first  instrument  used  was  a Birch-Hirschfeld  pho- 
tometer made  by  Carl  Zeiss,  Inc.,  and  was  followed 
by  the  biophotometer  of  Frober-Faber.  The  results 
obtained  by  these  instruments  were  none  too  re- 
liable. Later  both  Feldman  and  Hecht  devised 
adaptometers  which  were  much  more  satisfactory, 
especially  the  latter  instrument. 

The  Feldman  instrument  operates  in  two  phases. 
The  first  phase  includes  exposure  of  the  eye  for  a 
definite  period  of  time  to  a strongly  illuminated 
field  of  uniform  and  constant  intensity.  This  results 
in  a maximum  bleaching  of  the  photosensitive  pig- 
ments. The  light  is  then  turned  off  and  the  gaze 
fixed  on  a point  so  located  that  the  dimly  illumi- 
nated object  to  be  discerned  focuses  its  light  on  the 
retina  20  degrees  off  the  center  of  the  retina,  that  is, 
that  part  of  the  retina  where  the  rods  predominate. 
As  soon  as  the  test  object  can  be  seen  clearly  enough 
to  be  described  accurately,  the  time  is  recorded  as 
a measure  of  dark  adaptation.  If  the  time  required 
is  greater  than  five  minutes,  the  individual  is  said 
to  have  night  blindness  and  the  severity  of  this  is  in 
direct  proportion  to  the  degree  of  vitamin  A de- 
ficiency. 

I believe  it  will  be  of  interest  to  record  the  re- 
sults obtained  by  various  investigators  in  the 
measurement  of  night  blindness.  The  figures  given 
represent  the  percentage  of  the  people  examined 
who  showed  various  degrees  of  night  blindness. 


Corlette  and  coworkers 

50 

per  cent 

Palmer  and  coworkers 

8 to  57 

per  cent 

Park 

over  50 

per  cent 

Zentmire  

21 

per  cent 

Jeghers 

10  to  50 

per  cent 

Snelling  

32 

per  cent 

Vanzant  51.2  per  cent 

Jeans 26  to  79  percent 

Feldman 2.7  to  41  percent 

Average  for  1000  cases 18  per  cent 

It  is  rather  startling  to  be  forced  to  realize  that 
from  20  to  40  per  cent  of  the  population  are 
suffering  from  various  degrees  of  night  blindness. 
Measurements  on  a few  patients  in  my  diabetic 
clinic  give  the  following  results:  of  fifteen  cases 
examined,  thirteen  took  more  than  five  minutes  or 
87  per  cent;  and  two  were  under  five  minutes,  or 
13  per  cent.  It  should  be  recalled  that  not  a few 
diabetics  have  livers  that  show  a marked  impair- 
ment in  their  ability  to  convert  carotene  into  vita- 
min A.  If  vitamin  A of  vegetable  origin  constitutes 
a large  part  if  not  the  sole  source  of  this  vitamin, 
such  individuals  will  show  evidence  of  night  blind- 
ness. 

So  far  as  the  prognosis  and  care  of  these  indi- 
viduals are  concerned,  such  a finding  will  name  an 
additional  hazard  that  must  be  dealt  with.  Vitamin 
A in  such  conditions  obviously  had  better  be  given 
in  the  preformed  state.  It  might  be  added  in  this 
connection  that  Holmes  and  Corbett  have  produced 
such  a pure  form  of  vitamin  A that  a bioassay  of  it 
gives  a value  of  4,000,000  International  Units  per 
gram.  The  development  of  the  Hickman  molecular 
still  has  introduced  a further  refinement  in  the 
preparation  of  fat  soluble  vitamin  concentrates  of 
extremely  high  potencies.  The  use  of  such  materials 
is  obvious  in  those  individuals,  in  whom  it  is  reason- 
ably certain  exists  a damaged  liver  or  an  impaired 
ability  to  assimilate  the  vitamins  from  the  digestive 
tract. 

Much  has  been  said  about  night  blindness  as  a 
cause  of  accidents.  Feldman  describes  the  cases  of 
two  men  who  gave  a high  photometric  reading,  in- 
dicating pathology.  Both  of  these  men  had  been  in 
accidents  at  night.  One  could  not  even  see  the  white 
horse  with  which  he  collided.  All  of  the  patients 
having  night  blindness  complained  of  photophobia. 
Feldman  feels  that  by  the  routine  use  of  the  pho- 
tometer as  part  of  the  test  for  automobile  drivers, 
airplane  pilots,  and  railroad  engineers,  the  ever- 
mounting  toll  from  accidents  might  be  reduced. 
Jeghers  forcibly  reminds  us  also  that  the  increasing 
incidence  of  traffic  accidents  and  fatalities  can  be 
directly  traced  to  nutritional  deficiency  of  vitamin 
A.  Because  of  the  tremendous  importance  of  this 
subject  and  the  indubitable  bearing  they  have  in 
increasing  traffic  hazards,  I am  constrained  to  give 
a few  specific  illustrations. 
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Case  1:  A male  laborer,  34  years  old,  whose  photometer 
reading  was  40  per  cent  below  normal  mentioned  that  driv- 
ing an  automobile  at  night  was  a definite  strain  as  compared 
with  day  driving,  and  the  situation  seemed  to  be  gradually 
getting  worse.  It  took  much  attention  on  his  part  to  be  sure 
where  the  edge  of  the  road  was,  and  a person  walking  in 
the  dark  was  dangerously  near  the  automobile  before  being 
noticed.  The  lights  from  passing  cars  dazzled  him  very  easily. 
No  accidents  had  occurred,  but  were  feared.  Questioning  re- 
vealed an  obviously  deficient  diet.  There  was  no  organic 
disease  present  to  cause  vitamin  A deficiency.  His  eyes  were 
normal  and  vision  in  daylight  was  good.  There  was  no  evi- 
dence of  xerosis  of  the  conjunctivae  or  changes  in  the  skin. 
Carotene  medication,  20,000  U.  S.  P.  units  daily  for  three 
weeks,  along  with  a change  in  diet  caused  the  photometer 
reading  to  return  to  normal.  Very  definite  improvement  in 
his  ability  for  night  driving  was  noticed.  He  was  advised  to 
take  vitamin  A concentrates  regularly. 

Case  2:  This  patient,  a 31  year  old,  married,  certified 
public  accountant  is  reported.  About  five  years  ago,  fearing  a 
gain  in  weight,  the  patient  eliminated  all  dairy  products  and 
many  vegetables  from  his  diet.  He  lived  continuously  on  this 
deficient  intake  of  vitamin  A.  Shortly  after  starting  this 
regime,  his  skin  gradually  became  dry  and  rough  and,  finally, 
began  to  itch.  His  hair  became  dry,  brittle  and  lusterless 
and  fell  out  in  increasing  amounts.  Hordeolums  appeared 
from  time  to  time.  On  entering  the  darkened  interior  of  a 
motion  picture  theatre  the  patient  experienced  great  diffi- 
culty in  reaching  his  seat  and  had  to  be  guided  by  his  wife. 
The  pictures  seemed  blurred  for  five  or  ten  minutes  and 
then  cleared.  Driving  an  automobile  at  night  became  diffi- 
cult, especially  when  trying  to  pass  an  oncoming  car.  Even 
dim  headlights  dazzled  him.  Under  such  circumstances,  the 
patient  drove,  as  he  put  it,  “entirely  by  instinct.”  He  feared 
an  accident.  One  night  a police  officer  stopped  him  and 
threatened  arrest  for  “drunken  driving”  which  amazed  the 
patient  since  he  had  not  been  drinking.  He  had  been  driving 
on  the  wrong  side  of  the  road,  and  was  entirely  unaware  of 
it.  When  the  streets  or  roads  were  illuminated  by  street 
lights,  driving  was  much  easier  than  on  dark,  unlighted 
country  roads.  Several  eye  examinations  had  revealed  20/20 
vision.  Many  forms  of  therapy  had  been  tried  for  his  skin 
lesions  without  relief.  His  general  health  was  fair. 

Examination  showed  his  hair  to  be  sparse  and  brittle  and 
the  scalp  dry.  The  palpebral  conjunctivae  were  dry,  while  a 
slight  degree  of  xerosis  was  present  on  the  bulbar  conjuncti- 
vae. His  skin  was  dry  over  the  entire  body,  excoriated  from 
scratching  and  revealed  marked  hyperkeratosis  follicularis. 
There  was  no  evidence  of  systemic  or  intraocular  disease. 
Routine  laboratory  studies  were  normal.  When  examined 
in  the  dark  room  the  patient  was  unable  to  see  a luminous 
watch  dial  after  ten  minutes  (normally  seen  in  three  min- 
utes) and  gave  a photometer  reading  60  per  cent  below 
normal. 

Carotene  (30,000  units  daily)  was  prescribed,  and  butter, 
milk  and  raw  carrots  were  added  to  his  diet.  Striking  changes 
followed.  Itching  ceased  within  a fewr  days.  Over  a period 
of  weeks  his  skin  became  soft  and  smooth,  the  xerosis  dis- 
appeared, his  hair  ceased  falling  out  and  the  scalp  became 
oily.  At  the  end  of  three  weeks  the  patient  was  again  tested 
in  the  dark  room.  He  could  now  see  the  luminous  dial  in 
four  minutes,  and  his  photometer  reading  was  only  10  per 
cent  below  normal.  Improvement  remained  permanent.  With 
the  return  of  the  photometer  reading  to  normal,  his  former 
difficulty  in  adapting  his  vision  to  dim  illumination  disap- 
peared. 

Case  3 is  that  of  a patient  described  by  Drs.  Wilbur  and 
Eu9terman: 

The  patient,  a male  of  48  years,  had  persistent  diarrhea 
due  to  a gastrocolic  fistula,  but  was,  however,  ambulatory. 


In  spite  of  an  adequate  diet,  the  frequent  bowel  movements 
led  to  vitamin  A deficiency  and  night  blindness.  One  of  his 
major  complaints  was  difficulty  in  driving  an  automobile 
at  night.  He  was  often  unable  to  tell  whether  he  was  on  the 
shoulder  or  the  wrong  side  of  the  road  and  he  had  had 
numerous  mishaps.  After  repair  of  the  fistula  and  the  use 
of  a general  diet,  all  his  symptoms  of  night  blindness  dis- 
appeared. 

At  a recent  meeting  of  the  American  Institute  of 
Nutrition,  the  use  of  photometers  in  measuring 
night  blindness  was  discussed.  It  was  concluded 
that  “the  test  is  valuable  for  sorting  out  individuals 
with  subclinical  deficiencies  and  hence  valuable  to 
the  health  worker  in  indicating  need  for  dietary 
measures;  for  precise  determination  of  subnormal 
A nutrition  the  test  needs  standardization  in  terms 
of  eye  physiology.”  The  Section  on  Food  and  Nu- 
trition of  the  American  Public  Health  Association 
concluded  that  “like  most  clinical  tests  the  dark 
adaptation  results  need  correlation  with  other  means 
of  detecting  vitamin  A deficiency.  Such  correlation 
is  becoming  possible  by  blood  examination  tests.” 

The  adaptometer  has  undoubtedly  provided  the 
clinician  with  a means  for  detecting  subclinical 
vitamin  A deficiency  and,  by  so  doing,  is  revealing 
the  startling  fact  that  a much  larger  percentage  of 
the  American  public  is  suffering  from  a vitamin  A 
deficiency  than  had  ever  been  suspected.  Ten  years 
ago  no  one  would  have  been  so  visionary  as  to  have 
implicated  nutritional  defects  as  a causative  factor 
in  the  mounting  number  of  traffic  accidents.  Yet 
today  we  know  this  is  so.  Better  vision  and  better 
care  of  the  diabetic  are  only  two  of  the  advantages 
gained  from  a better  understanding  of  the  physiol- 
ogy of  vitamin  A.  Helping  to  dispel  the  persistent 
cynicism  of  the  average  physician  in  regard  to  the 
reality  of  subclinical  vitamin  deficiencies  is  not  the 
least  of  the  advantages  of  the  adaptometer. 

ADDENDA 

Since  this  paper  was  read  it  has  occurred  to  the 
writer  that  there  is  another  important  phase  of  night 
blindness  and  the  increasing  number  of  traffic  acci- 
dents. This  has  to  do  with  the  pedestrian  and  not 
the  driver.  Observations  in  Portland  indicate  that  a 
large  majority  of  pedestrians  killed  by  automobiles 
are  individuals  fifty  years  of  age  or  older.  It  is  just 
as  likely  or  even  more  probable  that  an  individual 
in  this  age  group,  in  contrast  to  drivers  as  a group, 
will  be  suffering  from  vitamin  A deficiency  and  con- 
sequently night  blindness.  Certainly  cirrhosis  of  the 
liver  and  perhaps  other  pathologic  changes  occur- 
ring in  the  liver  among  the  aged  is  of  far  greater 
frequency  than  among  younger  people.  This  would 
predispose  to  a vitamin  A deficiency. 
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EARLY  DIAGNOSIS  OF  CANCER  OF  GASTRO- 
INTESTINAL TRACT  AND  THE  GRUSKIN 
MALIGNANCY  TEST* 

Souren  Tashian,  M.D. 

SEATTLE,  WASH. 

It  is  common  knowledge  that  carcinoma  of  the 
gastrointestinal  tract,  if  diagnosed  early  and  oper- 
ated on  radically,  offers  a favorable  prognosis. 
However,  the  large  percentage  of  such  lesions  reach 
the  operating  table  when  the  condition  has  become 
inoperable,  due  to  fixation  to  surrounding  struc- 
tures or  extreme  metastatic  involvement.  When  we 
consider  that  by  far  the  largest  percentage  of 
deaths  from  carcinoma  in  men  are  from  gastro- 
intestinal lesions,  the  cry  should  be  how  to  diagnose 
the  malignancy  early. 

Most  of  our  clinical  signs  and  symptoms  are  late 
manifestations  and  in  the  majority  of  instances 
inoperable  from  the  standpoint  of  permanent  cure. 
The  difficulty  of  early  clinical  and  roentgenologic 
diagnosis  of  cancer  of  the  stomach  and  intestines 
is  apparent.  Hospital  histories  quite  often  read  like 
the  closing  chapters  of  a biography.  Autopsy  find- 
ings substantiate  the  grim  facts. 

Hundreds  of  articles  and  books  are  annually  pub- 
lished about  gastrointestinal  diseases.  Early  diag- 
nosis and  proper  surgical  treatment  are  urged  for 
cancer.  But  the  fact  still  remains  that  the  enum- 
erated signs  and  symptoms  are  those  of  the  smolder- 
ing ruins  of  a lost  battle,  such  as  bleeding,  diarrhea, 
anorexia  and  cachexia.  We  are  justified  to  call 
these  signs  and  symptoms  the  explosions  from  a 
slowly  creeping  and  burrowing  enemy.  How  often 
these  patients  for  months  and  years  have  been 
treated  for  minor  ailments,  losing  precious  time 
when  cancer  is  most  vulnerable.  On  the  other  hand, 
surely  one  could  not  be  submitted  to  an  exploratory 
operation  for  every  apparent  minor  gastrointestinal 
upset. 

Gastroscopy  and  sigmoidoscopy,  if  used  often  and 
intelligently,  help  make  diagnosis  earlier;  then  a 
positive  roentgenogram  shadow  is  possible  in  most 
cases.  Even  then  it  may  be  too  late. 

During  the  last  decade  physicians  are  making 
more  careful  rectal  and  proctoscopic  examinations 
a part  of  their  routine  examinations.  Thus  carci- 
noma of  the  rectum  is  being  treated  successfully 
(by  surgical  excision  and  electrocautery)  in  more 
cases  than  is  cancer  of  any  other  internal  organ. 
However,  we  are  lagging  in  educating  the  public  of 
the  necessity  and  importance  of  rectal  examina- 

*  Read  before  a meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  Nov.  21,  1938. 


tions,  and  in  explaining  to  them  that  a malignant 
growth  of  the  rectum  may  exist  for  months  before 
giving  rise  to  any  discomfort,  because  of  the  ab- 
sence of  sensory  nerves  in  the  rectum  above  the 
anorectal  margin  (figs.  2,  3). 

Certainly  more  cancers  are  being  cured  and  more 
prevented  today  than  at  any  time  in  the  history  of 
mankind.  A visit  to  Trueblood’s  Neoplastic  Clinic1 
at  our  county  hospital  will  impress  one  of  what  can 
be  accomplished  by  systematic  group  study  of  all 
cases.  For  us  the  early  diagnosis  of  cancer  is  in- 
dividually and  collectively  of  the  greatest  impor- 
tance. At  present  the  concensus  of  opinion  is  that 
cancer  in  its  earliest  stage  is  localized  and  curable. 

EARLY  SIGNS  AND  SYMPTOMS 

Stomach : Pain  and  gaseous  indigestion,  loss  of 
appetite  and  loss  of  weight.  Muller2  says,  “I  do 
not  know  how  few  or  how  many  cancers  of  the 
stomach  originate  in  ulcer.  The  carcinomatous  ulcer 
is  a cancer.”  At  any  rate  this  point  is  of  little  im- 
portance to  the  patient  because  in  the  early  oper- 
able stages  it  is  not  possible  to  say  from  the  clin- 
ical evidence  or  the  roentgen  finding  whether  the 
ulcer  is  simple  or  malignant.  When  the  nature  of 
the  carcinomatous  lesion  is  clearly  evident,  the 
patient  has  lost  his  chance  for  cure  in  nearly  every 
case. 

Small  intestine : Malignant  tumor  of  the  small 
intestine  is  relatively  rare.3  “Among  11,206  autop- 
sies performed  at  the  Boston  City  Hospital  in  a 
period  of  forty  years,  ten  cases  of  primary  neo- 
plasm of  the  small  intestine  were  found.” 

Colon:  Carcinoma  of  the  colon  is  a common  dis- 
ease. There  is  a slight  preponderance  in  males  and 
it  is  more  common  after  middle  age. 

The  colon  in  which  carcinoma  arises  may  be 
apparently  perfectly  healthy,  but  often  it  may 
have  been  preceded  by  simple  adenomata,  sessile  or 
pedunculated.  At  St.  Mark’s  Hospital,  London, 
Dukes4  has  definitely  proven  the  hereditary  factor 
in  multiple  polyposis  of  the  colon  and  that  it  often 
undergoes  malignant  changes,  if  the  individual  lives 
to  the  cancer  age.  Any  deviation  of  bowel  move- 
ments, unless  of  very  short  duration,  should  be 
thoroughly  investigated.  Diarrhea,  blood  in  stool 

1.  Trueblood,  D.  V.:  Personnel  of  a Tumor  Clinic. 

West.  J.  Surg.,  46:172-174,  1938. 

2.  Muller,  G.  P. : Symposium  on  Early  Symptoms  and 
Signs  of  Cancer.  Read  at  Philadelphia  County  Medical 
Society,  Oct.  12,  1927.  Published  by  Committee  on  Cancer 
Control  of  Philadelphia  County  Medical  Society. 

3.  Nickerson,  D.  A.  and  Williams,  R.  H. : Malignant 
Tumors  of  Small  Intestine.  M.  J.  Path.,  13:53-64,  Jan., 
1937. 

4.  Dukes,  C. : Hereditary  Factor  in  Polyposis  Intestini, 
or  Multiple  Adenomata.  Cancer  Rev.,  5:241-256,  April, 
1930. 
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Fig.  1.  Apparently  benign  polyp  of  descending  colon 
which  on  multiple  section  showed  a little  nest  of  cancer. 

or  signs  of  obstruction  and  loss  of  weight  are  late 
manifestations. 

A short  history  of  an  alimentary  complaint  which 
is  progressive  always  is  suspicious  of  carcinoma. 
In  other  words,  a negative  past  digestive  history 
is  of  distinct  positive  value.  A gradually  progres- 
sive constipation  may  constitute  the  only  com- 
plaint. At  first  it  may  respond  to  laxatives  but 
later  persists  in  spite  of  all  treatments.  At  times 
constipation  may  alternate  with  diarrhea. 

Cancer  at  the  rectosigmoid  junction  is  the  most 
frequent.  It  occurs  as  often  as  in  the  whole  length 
of  the  remaining  portion  of  the  bowel.  The  other 
common  sites  of  malignant  growths  of  the  colon 
are  in  the  following  order  of  frequency:  The  cecum 
and  ascending  colon,  then  transverse  colon,  de- 
scending colon,  hepatic  flexure  and  splenic  flexure. 

The  most  common  type  of  cancer  is  adenocarci- 
noma. The  other  types  are  medullary,  scirrhous  and 
colloid.  The  cylindric-celled  cancer  in  the  right 
colon  is  often  discovered  only  after  a mass  is  pal- 
pated, or  a severe  secondary  anemia  develops.  In 
the  scirrhous  type,  blood,  mucus  and  pus  are  rarely 
present  in  the  stool  until  very  late. 

The  importance  of  proctosigmoidoscopic  exam- 
ination should  be  emphasized,  since  the  sigmoid 
flexure  is  the  most  common  site  of  bowel  cancer 
and  often  could  not  be  reached  by  the  finger.  The 
roentgen  diagnosis  of  a defect  at  this  site  is  most 
difficult  to  interpret.  Rankin'"’  finds  that  the  diag- 
nosis of  cancer  of  the  rectum  and  rectosigmoid  can 

be  made  in  100  per  cent  of  the  cases,  provided  a 


5.  Rankin,  F.  W. : Modern  Trends  in  Treatment  of  Can- 
cer of  Rectum  and  Rectosigmoid.  J.  A.  M.  A.,  109:1719- 
1723,  Nov.  20,  1937. 


careful  digital  or  proctoscopic  examination  is  made 
as  a matter  of  routine. 

Rectum : It  is  unfortunately  true  that,  as  Mar- 
tin6 emphasizes,  “the  symptoms  of  carcinoma  of 
the  rectum,  as  described  in  the  textbooks,  are  cer- 
tainly those  of  advanced  malignancy.  These  symp- 
toms include  bleeding,  offensive  discharge,  tenes- 
mus, constipation,  diarrhea,  fecal  incontinence,  loss 
of  weight  and  strength,  and  cachexia.  When  these 
are  present,  one  would  feel  that  some  local  exam- 
ination should  have  been  made  months  before.” 

For  the  busy  physician  it  may  be  comforting  to 
know  that  research  workers  for  years  have  been 
active  to  find  a laboratory  test  by  means  of  which 
cancer  of  visceral  organs  can  be  diagnosed  in  its 
early  stages,  in  which  ordinary  inspection  and  pal- 
pation would  not  be  available  as  aids  in  diagnosis. 
I would  refer  you  to  Behan’s7  book  on  cancer, 
where  a whole  section  is  given  to  the  many  tests 
for  cancer. 


Fig.  2.  Innocent-looking  hemorrhoid. 

Fig.  3.  On  section,  figure  2 showed  beginning  cancer. 

The  cancer  student  may  find  interesting  reading 
about  the  etiology,  nature  and  treatment  of  can- 
cer in  the  book  by  the  late  Rienhoff8  of  Johns  Hop- 
kins. 

After  all,  our  knowledge  expands  with  the  accum- 
ulated data  of  our  personal  experiences,  accurate 
observations  and  concerted  efforts. 

I wish  to  present  a new  diagnostic  test  which 
indicates  the  presence  of  malignancy  before  the 
appearance  of  any  clinical  signs  and  symptoms. 
Its  help  in  differential  diagnosis  is  also  evident. 
It  is  the  Gruskin9  intradermal  and  serologic  test 
for  malignancy. 

6.  Martin,  C.  F. : Early  Symptoms  and  Signs  of  Cancer 
of  Rectum.  Lecture,  Graduate  Hospital,  University  of 
Pennsylvania,  1929. 

7.  Behan,  R.  J. : Cancer.  Section  11:300-324.  The  C.  V. 
Mosby  Co.,  St.  Louis,  Mo.,  1938. 

8.  Reinhoff,  W..  Sr.:  Principles  and  Foibles  of  Cancer 
Research.  Waverly  Press,  Baltimore,  Maryland,  1936. 

9.  Gruskin,  B. : Clinical  Review  of  Gruskin  Intrader- 
mal and  Serological  Tests  for  Malignancy.  Rev.  Tumor 
Therapy,  1:12,  June;  31,  July;  64,  Aug.,  1937. 
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Unlike  the  Fry10  antigen,  which  used  tumor  tis- 
sue, this  test  is  based  on  the  theory  that  a foreign 
protein  is  so  characteristic  that  it  not  only  produces 
specific  precipitins,  as  demonstrated  by  the  serologic 
test  for  malignancy,* 11  but  also  an  allergic  reaction 
is  obtained  when  an  antigen  of  embryonic  tissue  is 
used  intradermally. 

I had  followed  Grushin's  work  for  eight  years 
with  more  or  less  skepticism.  During  the  last  two 
years  I have  personally  used  the  Gruskin  antigen 
and  I am  fully  convinced  of  its  merit.  Before  pre- 
senting his  magnificent  work  to  the  society,  I spent 
a week  in  the  laboratory  with  Gruskin  and  then 
spent  three  more  weeks  in  checking  some  of  the 
claims  and  criticisms  in  several  cities  in  the  East. 
I can  state  that  the  Gruskin  malignancy  test,  in 
competent  hands,  is  a workable,  practical,  proved, 
diagnostic  procedure.  The  few  failures  or  criticisms 
are  to  be  attributed  to  not  following  carefully  the 
instructions,  or  using  antigen  prepared  from  re- 
actor calf  (i.  e.,  calf  of  tuberculous  cow),  or  to 
lack  of  sympathy  with  a great  worker  who  is  bril- 
liant in  his  research,  and  who  has  the  courage  to 
open  new  vistas  in  the  field  of  scientific  medicine. 

PREPARATION  OF  THE  GRUSKIN  MALIGNANCY  . 

ANTIGEN 

Since  malignant  cells  are  embryonal  in  character, 
the  antigen  employed  in  the  tests  is  made  up  only 
from  embryonic  cells.  The  antigen  for  circinoma  is 
prepared  from  embryonic  liver,  while  that  for  sar- 
coma is  made  from  Warton’s  jelly,  because  of  the 
embryonic  stellate  connective  tissue  cells  which  it 
contains. 

Gruskin  advises  to  use  controls  for  both  the  in- 
tradermal  and  serologic  tests.  For  the  serologic  test 
known  positive  and  negative  sera  are  employed  in 
conjunction  with  the  serum  to  be  tested. 

For  the  intradermal  control  a nonspecific  antigen 
is  used,  prepared  from  tissue  of  the  amniotic  sac, 
containing  the  same  percentage  of  protein  as  the 
antigen  for  the  test. 

TECHNIC  OF  PERFORMANCE  OF  GRUSKIN 
INTRADERMAL  TEST 

An  area  on  the  inner  surface  of  the  upper  arm, 
where  the  skin  is  not  rough  or  loose,  is  chosen  for 
the  test.  The  skin  is  washed  with  alcohol  and  dried 
with  gauze  sponge.  A one  cc.  tuberculin  syringe, 
with  27  gauge  needle,  is  used,  and  the  amount  of 
antigen  to  be  injected  is  one-tenth  cc. 

10.  Fry,  H.  J.  B. : New  Floculation  Reaction  for  Sero- 
Diagnosis  of  Malignant  Disease.  Brit.  M.  J.,  2:4-9,  July  4, 
1925. 

11.  Gruskin,  B. : Serum  Test  for  Diagnosis  of  Cancer 
Based  on  New  Theory  of  Etiology.  Am.  J.  M.  Sc.,  177: 
476-487,  April,  1929. 


With  the  left  hand,  the  operator  holds  the  pa- 
tient’s arm,  keeping  firm  the  area  to  receive  the 
injection.  Holding  the  syringe  and  needle  in  a hori- 
zontal position,  the  needle  is  inserted  intradermally 
with  the  eye  uppermost,  so  that  the  point  is  cov- 
ered and  is  faintly  visible  through  the  thin  layer  of 
skin.  The  grasp  on  the  arm  of  the  patient  is  then 
relaxed,  and  the  antigen  is  injected  slowly,  so  that 
the  bleb  formed  is  perfectly  round;  the  surface  of 
the  bleb  should  have  the  pitted  appearance  of 
orange  peel,  due  to  the  hair  follicles.  If  the  bleb 
is  not  perfectly  round,  or  is  too  deep  or  too  super- 
ficial, the  injection  should  be  repeated.  The  control 
antigen  should  always  be  injected  before  that  for 
the  test  proper  is  used. 

In  negative  cases,  the  bleb  remains  round  and 
gradually  sinks  into  the  skin.  If  the  test  is  posi- 
tive, pseudopodia  will  appear  in  from  one  to  three 
minutes,  originating  at  the  margin  of  the  injec- 
tion (fig.  4). 


PRECAUTIONS 

The  test  should  not  be  performed  under  artificial 
light,  as  slight  pseudopodia  are  not  definite  unless 
seen  in  daylight  which  gives  a better  contrasting 
light. 

Syringe  and  needles  used  for  the  test  should  be 
thoroughly  washed  with  water  and  sterilized  with 
dry  heat.  Syringe  and  needle  must  be  dry  when 
used  for  the  test. 

The  antigen,  when  not  in  use,  should  be  kept  in 
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an  icebox  and  shouid  be  warmed  to  room  tem- 
perature before  being  used. 

A good  skin  is  a prerequisite  for  any  intradermal 
allergic  test.  Cachexia,  dehydration,  jaundice  affect 
the  skin.  Inasmuch  as  these  are  late  manifestations 
in  cancer,  we  do  not  encounter  them  in  our  search 
for  early  malignancy.  However,  the  serologic  test 
is  available  for  such  cases. 

CONTRAINDICATIONS 

Jaundice,  temperature,  roentgen  ray  and  radium 
treatments.  Two  weeks  must  elapse  after  these 
treatments  before  test  is  done. 

The  tests  should  not  be  performed  on  patients 
with  hypersensitive  skin,  which  may  be  deter- 
mined by  use  of  the  control  solution  which  will 
give  negative  reaction  in  a normal  skin. 

In  one  hundred  and  sixteen  cases  of  intrader- 
mal tests  done  on  students  under  the  auspices  of 
Professor  Fanz,  head  of  the  Department  of  Pathol- 
ogy of  Temple  University  School  of  Medicine,  the 
following  results  were  obtained:12  One  hundred  and 
seven  students  gave  no  reaction.  Eight  students 
gave  a slight  reaction  to  carcinoma,  and  of  these, 
the  following  history  was  obtained:  one  had  a 
maternal  history  of  malignancy  for  three  genera- 
tions; one  had  a maternal  history  of  malignancy 
for  two  generations;  six  had  a family  history  of 
malignancy  for  one  generation. 

One  student  gave  a slight  reaction  to  sarcoma 
and  no  reaction  to  carcinoma.  He  had  a paternal 
history  of  sarcoma. 

Schwartz  and  Oliver13  report  93  cases,  where 
Gruskin’s  test  was  correct  in  91  cases  of  cancer. 

Bacon11  reported  277  cases  from  the  departments 
of  the  University  Hospital,  Temple  Medical  School, 
with  100  per  cent  correct  diagnosis. 

Pratt15  of  Columbia  University  reports  92  per 
cent  correct  results. 

My  experience  with  the  Gruskin  intradermal  test 
consists  of  fifty-six  cases  over  a period  of  two  years. 
I find  the  test  to  be  a valuable  additional  link  to  the 
chain  of  suspicious  evidence  that  may  lead  to  an 
early  exploratory  operation  or  that  may  avoid  un- 
necessary surgery  or  roentgen  treatments.  To  the 
patient  the  arithmetical  figures  of  correct  percent- 
ages have  no  particular  interest,  but  when  we  find 
that  during  a two-year  period  the  test  has  at  no 

12.  Gruskin,  B. : Intradermal  Test  for  Determination  of 
Malignancy.  J.  Lab.  & Clin.  Med.,  17:1237-1243,  Sept., 
1932. 

13.  Schwartz,  G.  J.,  and  Oliver,  B.  O. : The  Gruskin 
Reaction  for  Malignancy.  Med.  World.,  56:240-242,  April, 
1938. 

14.  Bacon,  H.  E. : Gruskin  Test  in  Carcinoma  of  Rec- 
tum, Anus  and  Colon.  Trans.  Am.  Proct.  Soc.,  34:149- 
159,  1933. 

15.  Pratt,  G.  H. : Diagnosis  of  Cancer  of  Stomach. 

Arch,  of  Surg.,  33:138-145,  July,  1936. 


time  delayed  a necessary  operation,  while  in  three 
cases,  where  exploratory  operations  had  been  deemed 
necessary  by  the  usual  clinical  and  laboratory  evi- 
dences, surgery  was  deferred  on  the  basis  of  the 
test  and  the  patients  recovered  without  surgery,  the 
test  shows  its  value. 

Case  1.  A woman  from  an  outlying  town  gave  a history 
of  having  been  examined  by  several  doctors  who  advised  her 
to  be  operated  on  for  a large  growing  tumor  of  the  ab- 
domen. Before  referring  her  to  a surgeon,  I asked  to  make 
a skin  test  which  was  negative,  and  on  further  examination 
I found  a large  impaction  of  feces.  Incidentally  the  patient 
could  not  believe  my  findings  as  she  had  had  daily  enemas 
for  the  past  six  weeks.  However,  she  was  permanently  re- 
lieved within  twenty-four  hours. 

Case  2.  A man  who  had  had  a gastroenterostomy  seven 
years  previously  and  was  to  be  operated  on  for  marginal 
ulcer  after  two  complete  gastrointestinal  studies  by  compe- 
tent roentgenologists,  was  found,  just  before  operation,  to 
have  positive  Gruskin  for  cancer.  This  was  substantiated 
later  by  finding  no  marginal  ulcer  but  a large  adenocarci- 
noma of  the  colon. 

Case  3.  Mrs.  McD.  was  in  perfectly  good  health  but 
had  given  positive  reaction  for  carcinoma.  Ten  months  later 
she  first  experienced  pain  and  swelling  of  one  leg.  She  re- 
ceived chiropractic  treatments  for  sixteen  weeks.  When  I saw 
her  again  fourteen  months  after  the  positive  Gruskin  test,  I 
referred  her  to  the  county  hospital,  where  upon  exploration 
far  advanced  cancer  of  the  ovaries  was  discovered. 

Case  4.  Patient  had  solitary  polyp  (fig.  1)  of  descending 
colon,  in  which  on  section  was  found  area  of  early  malig- 
nancy. Four  months  after  a Mikulicz  operation  by  Dr.  O.  F. 
Lamson  she  was  in  the  pink  of  health.  However,  the  test 
was  still  positive  for  carcinoma.  At  this  time  a very  small 
nodule  was  felt  in  one  of  the  breasts.  She  was  sent  to  the 
hospital  for  biopsy  and  on  frozen  section  there  was  found 
adenocarcinoma.  Consequently  the  breast  was  excised 
radically. 

Case  S.  Six  weeks  after  removal  of  the  kidney  for  hyper- 
nephroma, the  Gruskin  test  was  positive,  and  roentgeno- 
grams substantiated  metastasis  to  the  spine. 

Of  the  series  of  fifty-six,  in  two  cases  the  test 
was  wrong.  However,  the  clinical  and  roentgen  find- 
ings were  very  definite.  One  was  tumor  of  the  brain 
in  a young  man,  and  the  other  far  advanced  leinitis 
plastica.  The  tests  were  done  the  day  before  opera- 
tion in  each  case.  After  the  operations,  the  first  was 
found  to  be  glioma  of  the  brain  and  the  other  lein- 
itis plastica,  involving  the  whole  stomach.  I wrote 
to  Dr.  Gruskin  about  these  two  cases.  I quote  from 
his  reply: 

“The  fact  that  you  had  a negative  carcinoma  test  in  a 
glioma  case  may  be  explained  on  these  grounds:  gliomas  are 
made  up  of  three  types  of  tissue,  the  macroglia,  the  microg- 
lia and  the  oligodendroglia.  Microglia  is  considered  meso- 
dermic  in  origin,  and  it  seems  that  the  reaction  affects  the 
microglia,  which  seems  to  be  more  embryonal  in  character 
than  the  other  two  types,  hence  the  response  to  the  cells 
of  mesodermic  origin.  We  have  found  in  our  own  series  of 
cases  that  it  is  the  sarcoma  antigen  which  responds  to  the 
gliomas. 

“In  the  case  of  leinitis  plastica  which  gave  a negative 
result,  I wish  to  say  that  in  such  cases,  where  the  skin  is 
not  workable,  or  in  very  advanced  cases  of  carcinoma,  the 
skin  is  not  reactive  and  in  such  cases  one  should  use  the 
serologic  test.  In  other  words,  a complete  diagnosis  may  be 
made  by  using  the  two  types  of  tests  as  indicated.” 
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CONCLUSIONS 

1.  A growth  anywhere  within  26  cm.  of  the 
anus  can  always  be  diagnosed  by  sigmoidoscopy, 
and  direct  visual  examination  is  infinitely  prefer- 
able to  radiography  or  to  any  intradermal  test. 

2.  An  innocent  looking  hemorrhoid  and  an  ap- 
parently benign  lesion  of  the  descending  colon  are 
mentioned  to  demonstrate  that  cancer  can  be 
cured,  when  it  is  discovered  and  excised  radically 
in  its  earliest  stages. 

3.  During  the  course  of  two  years  fifty-six  cases 
were  tested.  As  an  adjunct  to  all  our  complete  and 
thorough  examination  the  test  was  found  to  be  of 
definite  value  as  a link  to  other  suspicious  findings. 

4.  None  of  the  patients  were  told  of  the  purpose 
of  the  test  to  avoid  any  undue  public  demand  for 
short  cuts  in  medicine. 

5.  I claim  to  have  no  special  qualification,  nor  to 
have  made  any  scientific  contribution,  except  that 
I have  conscientiously  followed  Gruskin’s  work,  and 
have  acquired  a very  limited  experience  with  the 
test. 

6.  A brief  discussion  of  cancer  of  the  gastro- 
intestinal tract  on  very  broad  terms  is  presented  to 
provide  useful  material  for  the  discussion  of  the 
ultimate  solution  of  the  cancer  problem. 


ANALGESIA  AND  ANESTHESIA  IN 
OBSTETRICS* 

Scott  S.  Jones,  M.D. 

TACOMA,  WASH. 

This  subject  has  provoked  much  discussion  and 
controversy  from  the  time  when  Sir  James  Y.  Simp- 
son introduced  chloroform  in  his  obstetric  practice 
in  1847  until  the  present.  The  early  protestations 
were  mainly  from  the  clergy  and  centered  around 
the  moral  aspects;  it  was  the  will  of  the  Almighty 
that  women  should  bring  forth  their  offspring  in 
pain  and  suffering.  Recently  the  objections  are 
raised  from  the  standpoint  of  the  child’s  welfare. 

Schreiber* 1  in  a very  recent  article  places  consider- 
able blame  for  neonatal  mortality  on  the  use  of 
analgesic  agents.  In  a study  of  500  cases  he  noted 
that  the  baby  breathed  immediately  at  birth  in  98 
per  cent  when  no  drugs  or  anesthesia  were  used. 
After  the  mother  had  been  given  drugs  or  anesthesia 
this  number  decreased  to  from  65  to  33  per  cent. 
In  other  words,  the  babies  showed  apnea  (delayed 
respiration  or  asphyxia)  in  from  35  per  cent  of  the 
cases  where  pentobarbital  and  rectal  ether  were 

♦Read  before  a Meeting  of  Pierce  County  Medical  So- 
ciety, Tacoma,  Wash.,  Nov.  8,  1938. 

1.  Schreiber,  F. : Apnea  of  Newborn  and  Associated 
Cerebral  Injury.  J.  A.  M.  A.,  Ill:  1263-1269,  Oct.  1,  1938. 


used,  up  to  67  per  cent  where  pantopon  and  scopola- 
mine were  used.  He  concludes,  “the  depressing  ef- 
fect, on  the  respiratory  center,  of  birth  analgesics 
given  in  greater  than  pharmacologic  doses  bears  a 
direct  relationship  to  the  degree  of  apnea.  The  ex- 
tent of  the  apnea  has  a direct  relationship  with  the 
severity  of  the  cerebral  symptoms  after  birth.  The 
severity  of  the  cerebral  symptoms  is  in  direct  rela- 
tion to  the  amount  of  damage  to  the  brain  tissue. 
From  these  relationships  it  appears  that  analgesics 
given  in  greater  amounts  than  the  pharmacologic 
dosage  may,  in  many  instances,  be  the  causative 
factor  of  fetal  anoxemia,  with  resultant  cerebral 
damage  in  the  infant.” 

We,  as  obstetricians,  are  responsible  for  two  lives. 
I believe  that  the  mother’s  and  baby’s  lives,  health 
and  well  being  are  our  first  consideration.  Bearing 
this  in  mind,  it  is  our  duty  to  relieve  the  woman  in 
labor  from  as  much  pain  as  is  possible  with  the 
agents  at  our  disposal. 

There  are  no  two  women  or  cases  alike;  conse- 
quently no  one  method  of  analgesia  will  suffice  for 
all  occasions.  The  obstetrician  should  be  familiar 
with  several  agents  and  the  technic  by  which  each 
is  used.  It  is  my  purpose  to  review  several  of  the 
drugs  most  widely  used  in  obstetrics  and  give  the 
method  of  administration  which  I use  in  each  case. 
I shall  consider  them  in  two  groups:  (1)  analgesics, 
those  agents  used  mainly  in  the  first  stage;  and 
(2)  anesthetics,  those  used  mainly  in  the  second 
stage  of  labor. 

Analgesics 

BARBITURATES 

Probably  the  most  universally  used  analgesics 
are  the  barbiturates.  There  are  many  of  these,  dif- 
fering mainly  in  quickness  of  action  and  length 
of  time  for  their  excretion.  They  can  be  given  orally, 
rectally  or  intravenously.  Nembutal  or  pentobar- 
bital sodium  seems  to  be  the  most  popular  one  and 
I believe  its  popularity  is  well  deserved.  It  is  best 
given  orally  in  doses  of  3 to  7 grains.  I seldom 
give  more  than  four  capsules  (6  grains)  at  a time, 
usually  giving  two  or  three  capsules  (3  to  4J4 
grains)  as  soon  as  the  pains  become  sharp  enough 
to  cause  the  patient  to  complain.  One  or  two  cap- 
sules (IJ2  to  3 grains)  can  be  given  from  time  to 
time  as  needed.  This  routine  will  carry  many  pa- 
tients through  the  first  stage  with  good  analgesia. 
Excitation  occurs  less  frequently  than  with  other 
barbiturates,  but  will  be  met  occasionally.  It  does 
not  retard  labor  appreciably. 

The  intravenous  barbiturates  have  not  been  widely 
used,  especially  in  the  first  stage.  Their  action  is 
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hard  to  control  and  better  results  are  obtained  with 
oral  or  rectal  administration. 

I have  found  sigmodal  (sodium  amyl-beta-bro- 
mallyl  barbiturate)  the  best  barbiturate  for  rectal 
use.  It  is  given  through  a small  catheter  high  in  the 
rectum  after  a cleansing  enema.2  I use  10  cc.  of  the 
10  per  cent  solution,  followed  by  4 cc.  of  normal 
saline,  when  dilatation  of  the  os  is  about  one-half 
complete  in  primiparae,  somewhat  earlier  in  multi- 
parae.  The  patient  is  sound  asleep  in  ten  to  fifteen 
minutes,  but  can  be  easily  aroused  to  answer  ques- 
tions, and  stirs  with  each  contraction.  There  is  com- 
plete amnesia  in  most  cases,  the  patient  remember- 
ing nothing  after  receiving  the  enema.  The  effect 
lasts  from  two  to  four  hours  and  I have  had  it  last 
for  as  long  as  six  hours.  It  has  no  effect  on  uterine 
contractions,  nor  upon  the  baby  in  this  dosage.  It 
very  seldom  causes  excitation,  but  in  one  case  such 
excitation  was  completely  controlled  by  1/6  grain 
of  morphine.  It  has  no  irritating  effect  on  the  rectal 
mucosa. 

I consider  sigmodal  ideal  for  those  cases  of  long 
first  stage,  frequently  associated  with  posterior  po- 
sition of  the  occiput.  When  nembutal  in  moderate 
doses  fails  to  give  the  necessary  relief,  sigmodal  is 
of  great  benefit  and  may  be  supplemented  with 
small  doses  of  morphine  if  necessary.  Some  use  8 
cc.  of  sigmodal  as  the  original  dose  and  give  4 cc. 
at  later  intervals  as  needed,  carrying  a patient  in 
complete  amnesia  in  this  manner  for  many  hours. 

Avertin  is  mentioned  merely  to  condemn  its  use 
in  labor.  It  is  too  dangerous  for  both  mother  and 
child.  The  manufacturers  advocate  it  as  a basal  or 
preanesthetic  for  surgery  and  not  for  use  in  ob- 
stetrics. 

ETHER  AND  OIL 

Ether  in  oil  given  rectally  has  been  used  for  many 
years  by  Gwathmey3  as  a surgical  anesthetic.  He 
adapted  the  formula  for  use  in  obstetrics  by  the 
addition  of  quinine  as  an  oxytocic  and  it  has  been 
used  extensively  at  the  New  York  Lying-In  Hos- 
pital since  1923.  His  original  formula  consisted  of: 

Quinine  alkaloid  20  grains  ( 1.3  gm.) 

Alcohol  _.4S  minims  ( 3 cc.) 

Ether  2)4  ounces  ( 75  cc.) 

Petrolatum  liq.  heavy  or  olive  oil  q.s.  ad 4 ounces  (120  cc.) 

He  now  adds  paraldehyde  2 drachms  (8  cc.)  to 
the  mixture  and  states  that  it  makes  the  whole 
technic  smoother  and  safer.  This  solution  is  given 
in  the  rectum  when  dilatation  is  about  two-thirds 

2.  Emmert,  F.  V.  and  Goldschmidt,  S. : Obstetrical 

Analgesia  With  New  Barbiturate:  Report  of  200  Cases. 
South.  Med.  J.,  31:240-245,  March,  1938. 

3.  Gwathmey,  J.  T.  and  McCormick,  C.  O. : Ether-Oil 
Rectal  Analgesia  in  Obstetrics ; Modified  Technic  J A. 
M.  A.,  105:2044-2047,  Dec.  21,  1935. 


complete.  Gwathmey  makes  use  of  the  synergistic 
action  of  morphine  in  50  per  cent  magnesium  sul- 
phate solution  for  analgesia  during  the  preceding 
stage  of  labor. 

This  type  of  analgesia  works  well  in  those  cases 
of  long  labor  where  nembutal  is  insufficient  and  sig- 
modal not  available.  It  can  be  used  in  the  home. 
In  my  experience  there  is  often  excitation  associated 
with  its  use  and  I have  seen  several  instances  of 
irritation  of  the  rectal  mucosa. 

PARALDEHYDE 

Because  of  its  pungent  odor  and  nauseating  taste, 
paraldehyde  has  been  administered  rectally  to  a 
large  extent.  Six  to  eight  drachms  mixed  with  an 
equal  amount  of  olive  oil  is  the  dose.4 5  Kane  and 
Roth3  give  1.2  cc.  of  paraldehyde  for  each  ten 
pounds  of  weight  of  the  woman,  to  which  is  added 

I. 5  cc.  of  benzyl  alcohol.  This  is  instilled  by  gravity 
into  the  rectum  and  followed  by  30  cc.  of  normal 
saline.  The  full  dose  may  be  repeated  in  one  and 
one-half  hours  if  necessary,  then  at  three  to  four- 
hour  intervals,  as  soon  as  the  patient  begins  to 
waken. 

Recently  Colvin  and  Bartholomew6  have  changed 
from  rectal  to  oral  administration  because  it  is  sim- 
pler and  more  rapid  in  action.  They  use  six  drachms 
(24  cc.)  stirred  well  into  two  ounces  of  cold  water; 
one  swallow  followed  by  a piece  of  orange,  wait  five 
minutes,  then  give  the  rest  slowly.  Douglass  and 
Peyton7  mix  the  paraldehyde  and  aromatic  elixir  in 
equal  amounts.  They  begin  the  analgesia  with  nem- 
butal or  pantopon  (%  to  ]/$  grain)  as  soon  as  the 
patient  complains;  about  an  hour  later  give  the 
paraldehyde  mixture,  usual  dose  ten  drachms,  fol- 
lowed by  cold  water.  If  everything  is  ice  cold  and 
the  nostrils  loosely  plugged  with  cotton,  there  is 
seldom  any  nausea.  If  the  dose  is  vomited,  wait 
fifteen  minutes  and  repeat  it.  Amnesia  is  of  two 
to  three  hours  duration  and  extreme  restlessness  is 
rare.  I have  found  that  this  method  gives  excellent 
results,  in  some  cases  where  other  agents  have  failed, 
and  it  can  be  used  in  the  home. 

MORPHINE  AND  SCOPOLAMINE 

Morphine,  or  the  similar  drugs,  pantopon  and 
dilaudid,  is  of  great  benefit  in  the  first  stage  of  labor 

4.  Colvin,  E.  D.  and  Bartholomew,  R.  A. : Advantages 
of  Paraldehyde  as  Basic  Amnesic  Agent  in  Obstetrics. 

J.  A.  M.  A.,  104:362-367,  Feb.  2,  1935. 

5.  Kane,  H.  F.  and  Roth,  G.  B. : Relief  of  Labor  Pains 
by  Use  of  Paraldehyde  and  Benzyl  Alcohol.  J.  A.  M.  A., 
107:1710-1714,  Nov.  21,  1936. 

6.  Colvin,  E.  D.  and  Bartholomew,  R.  A. : Improvements 
in  Paraldehyde  Method  of  Relief  of  Pain  in  Labor.  Am. 
J.  Obst.  & Gynec.,  35:589-597,  April,  1938. 

7.  Douglass,  L.  H.,  Peyton,  F.  W.  and  Sian,  J.  R.  S. : 
Oral  Paraldehyde  in  Obstetrics;  Further  Report  of  300 
Additional  Cases.  Am.  J.  Obst.  & Gynec.,  35:636-641, 
April,  1938. 
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when  properly  used.  Of  utmost  importance  is  the 
dosage;  one-sixth  grain,  or  its  equivalent,  usually 
suffices  and  one-fourth  grain  should  never  be  ex- 
ceeded. The  time  of  giving,  I believe,  is  not  as  im- 
portant as  we  were  formerly  taught.  Research  at 
the  University  of  Iowa  has  disclosed  that  the  time 
in  labor  of  giving  morphine  has  no  effect  upon  the 
baby.  When  given  in  small  doses,  morphine  is  in- 
dispensible  in  long  labors. 

Scopolamine  is  a very  dangerous  drug  for  the 
baby,  and  I feel  that  it  should  never  be  used  in 
obstetrics.  Bell8  found  that  there  was  a cumulative 
effect  of  scopolamine  on  the  respiratory  center  of 
the  infant  which  often  resulted  in  fetal  asphyxia, 
occasionally  severe  enough  to  cause  death. 

Anesthetics 

THE  INHALANTS 

For  the  actual  delivery  or  any  operative  proce- 
dure, analgesia  is  seldom  sufficient  and  we  must  have 
at  hand  an  agent  which  will  produce  complete  anes- 
thesia. The  most  frequently  used  drugs  for  this  pur- 
pose are  the  inhalants,  ether,  chloroform  and  the 
gases. 

Ether  is  the  commonest  and  best  all  around  anes- 
thetic. It  gives  excellent  results  without  serious 
danger  to  the  mother  or  child;  may  be  given  in  the 
home  by  a relatively  inexperienced  person,  and  is 
cheap.  It  is  a respiratory  depressant.  Thus  the  depth 
of  anesthesia  is  easily  controlled  by  watching  the 
respiration.  Its  disadvantages  are  that  it  is  slow 
acting  and  inflammable. 

Chloroform  is  an  excellent  agent  for  use  in  ob- 
stetrics, especially  for  light  and  short  anesthesias, 
being  quick  acting  and  noninflammable.  However,  it 
is  very  dangerous  for  the  mother  as  it  is  a direct 
cardiac  depressant.  It  is  also  toxic  to  the  liver,  if 
the  anesthesia  is  long  or  deep.  It  should  only  be 
given  by  an  expert  anesthetist.  Relaxation  is  per- 
fect, which  is  the  reason  given  by  Potter  for  his  use 
of  it  in  performing  his  versions. 

The  gases  are  probably  the  best  inhalants  for  ob- 
stetric anesthesia,  when  the  proper  equipment  and 
an  anesthetist  are  available.  They  can  be  used  to 
supplement  the  analgesia  during  the  second  stage 
of  labor  and  quickly  give  complete  anesthesia  when 
it  is  desired.  Recovery  is  rapid  and  smooth. 

Nitrous  oxide  is  the  most  widely  used  of  these 
agents.  It  is  very  good  for  analgesia  and  is  non- 
explosive. However,  relaxation  is  poor  and  it  must 
be  supplemented  with  ether  for  operative  work. 

Ethylene  is  excellent  for  anesthesia  and  is  a good 

8.  Bell,  W.  W. : Experiences  with  Scopolamine  in  Obstet- 
rical Practice ; Reasons  for  its  Discontinuance  by  Author. 
West.  J.  Surg-.,  46:276-278,  May,  1938. 


relaxant.  Its  action  is  rapid,  too  rapid  and  deep  for 
good  analgesia.  I usually  have  the  anesthetist  give 
nitrous  oxide  until  delivery  is  imminent,  then  change 
to  ethylene.  It  is  very  explosive,  but,  under  present 
conditions  of  a grounded  machine  and  a careful 
anesthetist,  not  too  dangerous  to  use. 

Cyclopropane  is  a rather  recent  addition  to  the 
gases  and  gives  a very  satisfactory  anesthesia,  espe- 
cially for  cesarean  section.  One  needs  a special  type 
of  equipment  to  absorb  the  carbon  dioxide  so  that 
rebreathing  can  be  used;  otherwise  it  would  be  too 
expensive  for  general  use. 

INTRAVENOUS 

Drugs  for  injection  into  the  vein  are  seldom  used 
for  obstetric  anesthesia.  However,  when  a quick 
acting  agent  for  a short  anesthesia  is  desired,  they 
are  very  efficacious.  Those  most  frequently  used  are 
evipal  soluble  and  pentothal  sodium.  The  usual  dose 
is  one  gram  dissolved  in  10  cc.  of  distilled  water. 
This  is  injected  into  a vein  slowly,  using  only 
enough  to  give  complete  relaxation.  The  needle  may 
be  left  in  the  vein  and  more  solution  injected  from 
time  to  time  as  needed  to  control  the  depth  of  anes- 
thesia. Recovery  is  usually  quite  rapid.  I do  not  be- 
lieve there  is  sufficient  relaxation  for  performing  a 
version,  but  repairs  may  readily  be  done. 

NOVOCAINE 

There  are  several  drugs  used  for  local  anesthesia, 
novocaine  being  the  best  known  and  least  toxic. 
The  usual  methods  of  using  novocaine  are  infiltra- 
tion, nerve  block,  caudal  block  and  spinal. 

Infiltration  of  the  perineum  may  be  used  for  de- 
livery, episiotomy  and  suture.  One-half  to  1 per 
cent  solution,  containing  adrenalin  deposited  under 
the  skin  and  in  the  muscles  of  the  perineum,  gives 
satisfactory  anesthesia.  Also  infiltration  of  the  ab- 
dominal wall  is  ideal  for  cesarean  section,  if  the 
patient  is  not  too  nervous. 

Block  of  the  perineal  nerve  on  each  side  produces 
anesthesia  of  the  perineum  and  relaxation  of  the 
muscles.  The  technic  given  by  Torland9  is  as  fol- 
lows: Divide  the  perineum  into  two  triangles  on 
each  side  by  a line  joining  the  tuberosities  of  the 
ischii.  In  the  anterior  triangle  is  the  pudic  nerve 
and  branches  of  the  perineal  and  genitocrural ; in 
the  posterior  is  the  principal  branch  of  the  perineal 
and  branches  of  the  hemorrhoidal  and  sacral  nerves. 
One  per  cent  novocaine  containing  adrenalin  is  used, 
the  needle  being  inserted  2-4  cm.  above  the  lower 
margin  of  the  vagina  and  2 cm.  from  the  rami.  It  is 
passed  2-4  cm.  deep,  through  Colles’  fascia,  and  3-5 

9.  Torland.  T. : Perineal  Anesthesia  in  Obstetrics.  North- 
west Med.,  29:312-313,  July,  1930. 
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cc.  of  solution  deposited  there.  In  the  posterior 
triangle  the  needle  is  inclined  laterally  and  entered 
at  a point  midway  between  the  anus  and  the  tuber- 
osity to  a depth  of  4-5  cm.  and  5-10  cc.  of  solution 
injected.  The  same  procedure  is  carried  out  on  the 
opposite  side. 

Caudal  block  gives  the  same  results  with  but  one 
injection.  It  is  based  on  the  fact  that  all  the  nerves 
of  the  perineum  and  vagina  emerge  with  the  cauda 
equina  and  pass  through  the  epidural  space  of  the 
sacral  canal.  Novocaine  deposited  in  this  space  ef- 
fectively blocks  them.  The  technic  is  as  follows:10 
Have  the  patient  lying  on  her  left  side;  a lumbar 
puncture  needle  is  introduced  through  the  mem- 
brane covering  the  triangular  sacral  hiatus  and  at 
right  angles  to  it.  The  handle  of  the  needle  is  now 
passed  through  an  angle  of  about  45  degrees  so  that 
the  point  enters  the  sacral  canal  and  the  needle  is 
advanced  3-4  cm.  The  stylet  is  removed  and  suc- 
tion applied  with  an  empty  syringe.  If  no  blood  or 
spinal  fluid  is  obtained,  40  cc.  of  1 per  cent  novo- 
caine solution  without  adrenalin  is  injected.  Anes- 
thesia develops  in  ten  to  fifteen  minutes  and  lasts 
one  to  two  hours;  and  its  administration  must  be 
timed  so  that  delivery  will  occur  within  that  time. 
Often  the  uterus  is  anesthetized  also,  so  that  the  pa- 
tient does  not  feel  the  contractions  and  must  be  in- 
structed when  to  bear  down.  Occasionally  the  pains 
are  stopped  for  a time  and  may  have  to  be  aided  by 
a small  dose  (2  minims)  of  pituitrin,  or  forceps 
applied  in  order  to  complete  delivery  before  the 
effect  of  the  novocaine  wears  off. 

A few  cases  are  found  where  deformity  of  the 
sacral  canal  prevents  entrance  of  the  needle.  Despite 
these  disadvantages,  the  relief  the  patient  receives 
when  caudal  block  is  successful  is  spectacular.  I 
consider  this  method  of  anesthesia  one  of  the  best 
at  our  disposal  for  normal  delivery  and  minor  oper- 
ative work.  It  does  not  give  sufficient  uterine  relax- 
ation for  version  or  midforceps. 

Spinal  anesthesia  is  seldom  used  in  obstetrics. 
For  some  reason  the  pregnant  woman  does  not 
tolerate  it  well;  other  methods  are  much  better 
suited  to  her.  Even  in  cesarean  section,  local  or  gen- 
eral anesthesia  is  more  efficient. 

DISCUSSION 

Since  we  have  various  methods  of  analgesia  and 
anesthesia  at  our  disposal,  it  is  our  duty  to  select 
the  one  best  fitted  for  each  woman  in  labor.  Every- 
one doing  obstetrics  should  perfect  himself  in  the 

• iO-  Pickles,  W.  and  Jones,  S.  S. : Regional  Anesthesia 
in  Obstetrics.  New  England  J.  Med.,  199:988-994,  Nov. 


technic  of  several  methods.  In  my  opinion  it  is  the 
right  of  every  woman  to  have  relief  from  the  pains 
of  childbirth.  However,  this  right  does  not  give  us 
permission  to  jeopardize  the  life  or  health  of  the 
baby  by  overdosing  the  mother  with  drugs.  We 
should  use  only  those  agents  and  methods  which 
have  been  tried  and  found  worthy,  always  keeping 
the  dosage  within  pharmacologic  limits.  In  case 
these  limits  have  been  exceeded  in  using  one  of 
the  barbiturates  or  novocaine,  or  a patient  has  an 
idiosyncrasy  to  either,  or  novocaine  has  been  in- 
jected into  the  blood  stream,  it  is  well  to  remember 
that  coramine  is  almost  a specific  antidote.  It  can 
be  given  intravenously  in  2-5  cc.  doses  as  frequently 
as  necessary. 

SUMMARY 

The  danger  of  excessive  doses  of  drugs  used  to 
produce  analgesia  and  anesthesia  in  obstetrics  is 
pointed  out.  Several  drugs  which  have  proven  effica- 
cious are  enumerated,  and  the  technic  outlined  by 
which  each  is  administered. 


HEREDITARY  PSEUDOHEMOPHILIA 
C.  G.  Bain,  M.D. 

CENTRALIA,  WASH. 

REPORT  OF  CASE 

The  patient,  a practical  nurse,  age  33  and  married,  was 
advised  to  have  an  operation  for  a pelvic  mass  which  was 
apparently  giving  her  much  pain.  On  taking  her  past  history 
she  said  she  had  bled  rather  freely  on  several  occasions. 
This  was  particularly  noted  at  tonsillectomy  and  after  some 
of  her  dental  extractions.  Her  family  history  was  essentially 
negative  although  incomplete,  but  she  remembered  one  of 
her  sons  having  had  prolonged  oozing  following  re- 
moval of  nasal  polypi. 

Her  marital  history  showed  two  children  both  living  and 
well,  ages  nine  and  eleven.  Her  deliveries  were  normal  ex- 
cept that  she  thought  she  had  bled  perhaps  more  than  the 
average  woman.  Menses  had  always  been  somewhat  irreg- 
ular occurring  every  three  to  five  weeks  and  lasting  five  to 
seven  days.  Dysmenorrhea  as  a rule  was  moderate  and 
menorrhagia  had  been  noted  during  the  past  two  years. 
There  had  been  no  unusual  childhood  diseases. 

Her  present  complaint  began  about  two  years  ago  and 
was  characterized  by  low  right  quadrant  pain,  worse  between 
periods  at  first  but  for  the  past  two  months  more  or  less 
constant  and  becoming  worse.  She  had  noticed  some  swelling 
at  times  in  this  location  and  her  attention  had  become  more 
or  less  fixed  to  this  region.  She  had  been  under  a consider- 
able nervous  strain  for  several  years.  There  was  no  leukor- 
rhea  but  she  had  had  some  formerly. 

She  had  been  under  the  care  of  several  doctors  and  a 
tentative  diagnosis  of  right  salpingitis  had  been  made. 
Appendicitis  had  also  been  suspected.  Her  family  doctor 
had  examined  her  the  day  before  admission  and,  on  finding 
a right  pelvic  mass,  much  tenderness,  and  a leucocyte  count 
of  10,000,  advised  operation. 

Physical  examination  showed  a well  nourished  individual, 
nervous,  height  5 feet  4 inches,  weight  144  lbs.  Examina- 
tion of  the  chest  was  negative.  Marked  tenderness  was  pres- 
ent in  the  right  lower  quadrant  and  slight  tenderness  in  the 
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right  upper  quadrant.  Pelvic  examination,  difficult  because 
of  extreme  tenderness,  showed  a mass  about  3x4x5  cm.  on 
the  right  side.  Blood  pressure  130/85,  pulse  70,  and  tem- 
perature 98.0°.  Urinalysis  was  negative.  Hemoglobin  90 
per  cent,  red  cells  4,200,000,  leucocytes  9,400.  Blood  Was- 
sermann  was  negative. 

On  account  of  the  history  of  bleeding  she  was  advised  to 
postpone  operation  for  a few  days  and  remain  under  ob- 
servation in  the  hospital  in  order  that  blood  studies  could 
be  done.  The  coagulation  test  (Milan  method)  was  4 min- 
utes, bleeding  time  10  minutes  (normal  3 y2),  platelets  315,- 
000,  clot  retraction  70  minutes.  Blood  smears  appeared 
negative.  Calcium  and  vitamin  D were  given,  and  since  her 
complaints  subjectively  were  becoming  worse,  it  was  decided 
to  explore  the  pelvis. 

Operation  records  show:  Low  midline  incision.  Skin  ves- 
sels bled  profusely  and  were  not  controlled  by  clamping. 
Calcium  gluconate  10  cc.  and  30  cc.  sister’s  blood  given 
intramuscularly.  Exploration  of  pelvis  showed  left  tube  and 
ovary  normal.  Uterus  retroverted  and  containing  a fibroid 
2x3x3  cm.  in  the  right  fundus.  Right  ovary  somewhat 
larger  than  the  average  and  fibrotic.  Right  tube  somewhat 
inflamed  and  several  small  cysts  on  the  outer  third.  The 
tube  was  excised.  The  appendix  pointed  downward  and  was 
so  firmly  fixed  it  had  to  be  dissected  free.  The  wall  was 
thickened  and  a small  fecolith  could  be  felt  in  the  lower 
portion.  The  appendix  was  removed  by  clamp,  tie  and 
cautery.  No  further  surgery  was  done  because  of  the  evi- 
dent bleeding  tendency.  Skin  vessels  again  bled  when  the 
hemostats  were  removed  and  were  all  tied. 

It  was  noticed,  when  the  skin  incision  was  made,  that 
there  was  an  immediate  blanching  of  the  tissues  but  in  a 
few  seconds  bleeding  was  general  along  the  whole  line  of 
the  incision.  At  this  time  we  considered  discontinuing  the 
operation  but  decided  to  proceed  because  of  the  possibility 
of  the  presence  of  a retroperitoneal  inflamed  appendix. 
The  postoperative  course  was  very  stormy ; the  patient  was 
given  all  the  usual  remedies.  About  three  weeks  postoper- 
atively  a large  hematoma  pointed  in  the  incision  and  was 
evacuated.  From  this  time  on  her  convalescence  was  un- 
eventful. 

Conditions  in  which  abnormal  bleeding  occurs  are 
still  an  open  chapter  in  medicine.  They  include 
hemorrhagic  disease  of  the  newborn,  scurvy,  severe 
hepatic  damage  from  various  causes,  obstructive 
jaundice,  purpura  (thrombocytopenia),  hereditary 
telangiectasia,  aplastic  anemia,  leukemia  and  hem- 
ophilia. Hereditary  pseudohemophilia,  so-called 
for  want  of  a better  name,  is  rare.  Some  tendency 
to  prolonged  bleeding  in  the  female  members  of 
these  families  may  not  be  so  rare,  especially  as  it 
occurs  apparently  only  at  times  and  in  early  years. 

Glanzmann1  described  the  condition  in  1918,  dif- 
ferentiating it  from  purpura.  Willebrand2  reported 
it  in  sixteen  females  in  four  generations.  Soon  more 
cases  were  reported.  Giffin3  reported  several  cases 
of  bleeding  in  female  relatives  having  normal  plate- 
let counts  and  prolonged  bleeding  and  prothrombin 

1.  Glanzmann,  E. : Hereditare  hemorrhagische  Throm- 
basthenie  Ein  Bietrag  zur  Pathologie  der  John.  F.  Ken- 
derh,  88:1-42  and  113-141. 

2.  V.  Willebrand,  E.  A. : Quoted  by  Fowler,  7 infra. 

3.  Giffin,  H.  Z. : Unusual  Types  of  Hemorrhagic  Dis- 
eases. Am.  J.  M.  Sc.,  175:44-49,  Jan.,  1928. 


time.  Blood  calcium  was  normal  but  the  clot  showed 
no  retraction.  Minot4  reported  a familial  hemor- 
rhagic diathesis  in  father,  son,  and  daughter,  in 
which  the  bleeding  time  was  markedly  prolonged 
but  clot  retraction  was  normal.  He  thought  the 
condition  tended  to  disappear  as  the  person  grew 
older.  Buckman5  reported  a case  in  a girl,  age 
three,  in  whom  there  was  a history  of  bleeding  on 
the  paternal  side  of  the  family.  She  had  a normal 
platelet  count  and  a firm  clot  with  good  retraction 
indicating  normal  fibrinogen.  Bailey  and  McAlpin6 
in  a paper  on  familial  purpura  describe  the  condi- 
tion and  give  some  early  references  to  similar 
blood  findings.  A very  comprehensive  report  was 
made  by  Fowler,7  in  which  he  concludes  that  the 
tendency  to  hemorrhage  is  a dominant  sex-linked 
Mendelian  character. 

My  attention  was  directed  to  the  matter,  follow- 
ing the  observation  of  the  above  case  by  an  article 
in  the  Mayo  Clinic  Proceedings,  by  Schlicke  and 
Hall8.  There  are  without  doubt  many  cases  un- 
reported. They  often  are  not  recognized  because 
the  bleeding  varies  from  time  to  time  and  there  may 
be  nothing  brought  out  in  the  history  to  indicate 
any  family  bleeding  tendency.  In  fact,  this  sort 
of  thing  is  usually  hard  to  bring  out  from  either 
the  patient  or  relatives.  Moreover,  one  has  been 
taught  to  expect  “hemophilia”  only  in  the  male. 

The  usual  clinical  features  may  show  recurring 
epistaxis,  melena,  prolonged  bleeding  following 
small  wounds  or  minor  operations,  easy  bruising, 
menorrhagia,  purpuric  spots,  retinal  or  subcon- 
junctival hemorrhages,  hematuria,  hemoptysis  and 
occasionally  hemoarthrosis  or  subperiosteal  hem- 
atoma. The  usuaul  hematologic  findings  are  a defi- 
nitely prolonged  bleeding  time,  normal  clot  retrac- 
tion and  approximately  normal  coagulation  time. 
Platelets  usually  are  normal.  The  prothrombin  time 
is  normal  or  slightly  prolonged.  Anemia  may  or 
may  not  be  present.  The  severity  of  the  bleeding 
in  these  people  may  vary  between  wide  limits.  As 
yet  there  is  no  way  of  telling  beforehand  what 
may  result  postoperatively.  Elective  surgery  would, 
therefore,  seem  to  be  definitely  contraindicated. 

4.  Minot,  G.  R. : Familial  Hemorrhagic  Condition  Asso- 
ciated with  Prolongation  of  Bleeding  Time.  Am.  J.  M.  Sc., 
175:301-306,  March,  1928. 

5.  Buckman,  T.  E. : Typical  Pathologic  Hemorrhage  in 
Early  Life.  Am.  M.  J.  Sc.,  175:307-312,  March,  1928. 

6.  Bailey,  F.  R.  and  McAlpin.  K.  R. : Familial  Purpura; 
Report  of  Two  Cases.  Am.  J.  M.  Sc.,  190:263-268,  Aug., 
1935. 

7 Fowler,  W.  M. : Hereditary  Pseudo-hemophilia.  Am. 
M.  J.  Sc.,  193:191-198,  Feb.,  1937. 

8.  Schlicke,  C.  P.  and  Hall,  B.  E. : Hereditary  Pseudo- 
hemophilia. Proc.  Staff  Meet.  Mayo  Clinic,  13:529-533, 
Aug.  24,  1938. 
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Diagnosis  depends,  first,  on  being  able  to  get  a 
history  of  bleeding  in  the  family  on  either  side 
or  in  either  sex.  The  prolonged  bleeding  time  as- 
sociated with  normal  coagulation  time  serves  to 
distinguish  it  from  true  hemophilia,  in  which  bleed- 
ing time  is  normal  and  coagulation  time  is  pro- 
longed. The  normal  platelet  count  and  normal  clot 
retraction  time  would  distinguish  the  condition 
from  purpura. 

Treatment  has  not  yet  been  worked  out,  as  no 
satisfactory  explanation  for  the  condition  has  been 
found.  In  the  cases  reported  in  the  literature  the 
ordinary  coagulants  were  used  and  blood  has  been 
given  both  intramuscularly  and  intravenously.  Lime 
and  vitamin  D have  been  given.  An  ovarian  prep- 
aration has  been  administered  and  peptone  broth 
has  been  used  and  is  recommended  in  Sajous.9 
Splenectomy  is  not  considered  advisable.  A male 
hormone  determination  of  the  urine  in  this  patient 
was  recently  done  and  reported  negative.  Vitamin 
K in  the  past  year  or  two  has  proved  efficacious 
for  the  control  of  the  bleeding  in  obstructive  jaun- 
dice,10 but  does  not  seem  to  be  of  any  value  in  this 
condition. 

This  case  is  reported  to  call  attention  to  a pit- 
fall,  into  which  a surgeon  may  stumble  with  almost 
no  preoperative  warning  and  get  into  serious  dif- 
ficulties both  during  and  after  operation.  Pseudo- 
hemophilia is  not  easy  to  detect  and  is  not  revealed 
by  routine  blood  studies  unless  tests  for  coagulation 
factors  are  made.  The  findings  are  neither  those  of 
hemophilia  nor  of  purpura.  Until  more  research  is 
done  to  determine  the  cause  and  establish  treat- 
ment for  this  condition,  one  is  not  justified  in  per- 
forming operations  which  are  not  absolutely  neces- 
sary. 

ADDENDUM 

Since  the  writing  of  the  above  paper  several 
blood  studies  have  been  done  on  this  patient  with 
results  varying  widely  at  different  times  with  re- 
gard to  her  bleeding  time.  When  prolonged,  there 
seems  to  be  a definite  local  vasodilatation.  She  is 
still  under  observation. 

9.  Sajous  Cyclopedia  of  Practical  Medicine,  9th  edition, 
Vol.  V,  pp.  423-424.  P.  A.  Davis  & Co.,  Philadelphia, 
1925. 

10.  Further  Observations  on  Use  of  Vitamin  K in  Pre- 
vention and  Control  of  Hemorrhagic  Diathesis  in  Cases  of 
Jaundice.  Proc.  Staff  Meet.  Mayo  Clinic,  13:753-764,  Nov. 
30,  1938. 


CLINICAL  NOTES 


NEW  TYPE  MATERNITY  GARTER  SUPPORT 
Robert  H.  Stewart,  M.D. 

SEATTLE,  WASH. 

There  has  always  been  a great  deal  of  divergence 
in  opinion  on  the  use  of  maternity  garments.  Those 
who  insist  on  routine  wear  of  a maternity  corset  are 
just  as  convinced  that  this  protects  the  abdominal 
wall  as  those  who  do  not  use  the  girdle  because  they 
feel  that  it  is  harmful.  There  is  no  argument  against 
the  fact  that  splinting  a muscle  weakens  it,  but  it  is 
not  the  purpose  of  this  article  to  prove  which 
method  is  the  most  satisfactory  but  only  to  describe 
a cheap  suitable  garment  for  women  who  do  not 
desire  to  wear  a corset  during  their  ante  natal 
period.  Garter  belts  of  most  types  seem  to  be  un- 
satisfactory after  the  fourth  month  because  of  pres- 
sure on  the  abdomen  and  the  difficulty  in  keeping 
the  belt  from  slipping  downward.  Added  shoulder 
straps  are  cumbersome  and  bulky  and  are  very  an- 
noying when  they  slip  over  the  breasts.  With  these 
thoughts  in  mind,  an  inexpensive  garment  was  de- 
signed with  the  shoulder  strap  crossing  in  the  mid 
line  by  the  breasts  and  supporting  a loose  belt  which 
can  be  adjusted  to  any  position  around  the  abdo- 
men. 


For  many  years  New  York  Lying-In  Hospital 
has  been  suggesting  that  the  patients  make  a garter 
belt  which  is  supported  from  the  shoulders  by 
straps,  and  it  is  from  this  suggestion  that  I have  had 
designed  the  above  described  garment.  An  anterior 
and  posterior  view’  of  this  garment  is  shown. 

I have  been  using  this  type  of  garment  for  over 
a year  and  my  patients  seem  very  pleased  with  the 
comfort  that  it  gives  them 
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ANNUAL  MEETING  OREGON  STATE  MEDICAL  SOCIETY,  GEARHART,  SEPTEMBER  6-9 


MEDICAL  NOTES 


Post-Graduate  Lectures  Held.  The  Oregon  State 
Medical  Society  in  collaboration  with  the  Oregon  State 
Board  of  Health  sponsored  a series  of  post-graduate  lec- 
tures in  obstetrics  and  pediatrics  in  May.  John  M.  Rector 
and  Daniel  Morton  of  San  Francisco  presented  the  lectures 
at  nine  centers  throughout  the  state.  By  repeating  the  lec- 
tures in  various  areas  of  the  state  the  course  was  made 
available  to  every  Oregon  physician.  This  is  the  first  year 
such  a series  of  post-graduate  lectures  has  been  presented. 

Hospital  Association  Formed.  Oregon  Hospital  Service 
Society  has  been  incorporated  at  Salem  to  provide  a volun- 
tary type  of  hospital  service  insurance.  Hospitalization  up 
to  twenty-one  days  with  a maximum  limit  of  two  hundred 
seventy-five  dollars  is  provided.  The  policy  will  provide  hos- 
pital care  for  any  illness  or  injury  except  Workmen’s  Com- 
pensation Act  cases,  pulmonary  tuberculosis,  communicable 
diseases,  mental  afflictions,  and  alcoholic  and  drug  addic- 
tion. 

Hospital  Receives  Bequest.  The  Good  Samaritan  Hos- 
pital in  Portland  was  beneficiary  to  the  extent  of  fifty  thou- 
sand dollars  in  the  will  of  Nellie  Stevens  Wilcox.  The 
money  is  to  be  used  for  the  Wilcox  Memorial  Maternity 
Hospital  established  by  the  estate  of  the  late  Theodore  B. 
Wilcox. 

Endocrine  Lectures.  Portland  Academy  of  Medicine 
sponsored  a series  of  lectures  at  Portland  May  4,  5 and  6 
by  C.  N.  H.  Long,  Sterling  professor  of  physiological  chem- 
istry of  Yale  University.  He  spoke  on,  “The  Effect  of 
Hypophysectomy  and  Anterior  Pituitary  Extract  on  Meta- 
bolism,” “The  Adrenal  Cortex  and  Carbohydrate  Metabol- 
ism” and  “The  Role  of  the  Anterior  Pituitary  in  Certain 
Diseases  of  Metabolism,  Particularly  Diabetes  Mellitus.” 

Klamath  County  Gets  Full  Time  Physician.  Work 
of  the  Klamath  County  health  department  has  been  expe- 
dited by  the  employment  of  a full  time  physician  to  care 
for  indigent  of  the  county.  Peter  Rozendal,  health  officer, 
henceforth  will  be  able  to  devote  his  entire  time  to  sanita- 
tion and  health  measures. 

New  Health  Officer.  R.  H.  Wilcox  has  been  appointed 
head  of  the  Umatilla  County  health  office  to  succeed  A.  C. 
MacLaren  who  goes  to  California  to  enter  private  practice. 
Dr.  Wilcox,  formerly  with  the  state  department  of  health 
in  South  Dakota,  received  his  education  in  public  health 
administration  at  Johns  Hopkins. 

Preschool  Round  Up.  Examination  of  preschool  children 
sponsored  by  the  parent  teachers’  association  was  held  at 
Grants  Pass  May  third.  Those  conducting  the  examination 
were:  C.  L.  Ogle,  B.  G.  Bailey,  John  P.  Russell,  C.  L.  Coyle, 
W.  A.  Moser,  and  A.  N.  Johnson. 


Matson  Honored.  Ralph  C.  Matson  of  Portland  was  re- 
cently named  president  of  the  American  College  of  Chest 
Physicians. 

Location.  Leland  Gould,  formerly  associated  with  the 
health  department  of  the  Oregon  State  College,  Corvallis, 
and  a graduate  of  the  University  of  Oregon  Medical  School, 
has  joined  the  staff  of  the  Coquille  Hospital. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  J.  C.  Booth;  Secty.,  L.  M.  Bain 
May  meeting  of  the  Central  Willamette  Medical  Society 
was  held  at  Albany  Hotel,  Albany,  May  4.  Following  a 
dinner  Frank  A.  Menne,  pathologist  of  the  University  of 
Oregon  Medical  School,  Portland,  read  a paper  on  “The 
Relation  of  the  Physician  to  the  Solution  of  Crime.”  There 
was  a large  attendance  from  four  counties. 


SOUTHERN  OREGON  MEDICAL  SOCIETY 
Pres.,  A.  F.  W.  Kreese;  Secty.,  C.  L.  Ogle 
Annual  meeting  of  Southern  Oregon  Medical  Society  was 
held  at  Medford  May  9.  Major  portion  of  the  program  of 
the  meeting  was  devoted  to  venereal  diseases  with  S.  D. 
Allison  of  the  Oregon  state  board  of  health  as  the  principal 
speaker.  Election  of  officers  resulted  in  naming  C.  A.  Haines, 
Ashland,  as  president;  Ralph  W.  Stearns,  Klamath  Falls, 
vice-president;  E.  A.  Woods,  Ashland,  secretary-treasurer. 
F.  C.  Adams  of  Klamath  Falls  was  named  to  the  board  of 
censors. 


STATE  SOCIETY  ACTIVITIES 


PLANS  for  annual  session  progress 
Substantial  progress  has  been  made  by  the  Committee  on 
Scientific  Work  in  developing  the  program  for  the  annual 
session  at  the  Hotel  Gearhart  on  September  6-9. 

Each  of  the  four  guest  speakers  will  present  three  papers 
and  lead  one  roundtable  discussion.  Topics  under  consid- 
eration are  as  follows: 

A.  F.  Hartmann 
Professor  of  Pediatrics 
Washington  University  School  of  Medicine 

Addresses: 

1.  Acidosis. 

2.  Nephritis  in  Children. 

3.  Treatment  of  Diabetic  Acidosis. 

4.  Management  of  the  Diabetic  Child. 

5.  Sulfapyridine  and  Its  Use  in  Treatment  of  Pneumonia 
in  Children. 

6.  Vomiting  in  the  Newborn. 
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Roundtable  Discussion: 

1.  General  Care  of  the  Sick  Child. 

2.  Treatment  of  the  Diabetic  Child. 

Otto  H.  Schwarz 

Professor  of  Obstetrics  and  Gynecology 
Washington  University  School  of  Medicine 

An  extended  list  of  topics  in  obstetrics  are  under  consid- 
eration. 

Nathan  A.  Womack 
Assistant  Professor  of  Clinical  Surgery 
Washington  University  School  of  Medicine 
Addresses: 

1.  Jaundice:  Its  Surgical  Significance. 

2.  The  Silent  Gallstone  and  Symptoms  of  Cholecystitis. 

3.  Cancer  of  the  Breast. 

Roundtable  Discussion: 

1.  Herniotomy. 

Clifford  J.  Barborka 
Associate  in  Medicine 
Northwestern  University  Medical  School 
Addresses: 

1.  Recent  Advances  in  Nutrition. 

2.  Management  and  Treatment  of  Obesity. 

3.  Diagnosis  and  Treatment  of  Peptic  Ulcer. 

Roundtable  Discussion: 

1.  Gastroenterology. 

All  guest  speakers  will  present  their  material  in  a manner 
to  make  it  of  special  value  to  the  general  physician. 

The  Committee  on  Scientific  Work  has  already  received 
from  Society  members  eleven  applications  for  presentation 
of  papers  and  case  reports  and  three  applications  for  space 
in  the  Scientific  Exhibit.  The  committee  has  made  a special 
effort  to  stimulate  members  in  the  smaller  communities  to 
participate  in  the  program.  It  is  gratifying  that  several  of 
these  applications  are  from  members  in  such  communities. 

POSTGRADUATE  LECTURES  IN  OBSTETRICS  AND  PEDIATRICS 
SUCCESSFUL 

The  series  of  postgraduate  lectures  in  obstetrics  and 
pediatrics  conducted  by  the  Society,  in  cooperation  with 
the  Oregon  State  Board  of  Health,  last  month  were  well 
attended  and  received. 

Programs  varying  from  four  to  eight  hours  in  length 
were  presented  in  nine  cities,  including  Astoria,  Albany, 
Eugene,  Salem,  The  Dalles,  Bend,  Medford,  Marshfield,  and 
Hood  River.  A total  of  fifty-one  hours  of  lecture  material 
was  presented  on  numerous  important  phases  of  obstetrics 
and  pediatrics.  In  all,  two  hundred  seventy-seven,  or  rough- 
ly one-fourth  of  the  physicians  in  the  state,  were  in  attend- 
ance in  the  nine  centers. 

Success  of  this  first  program  of  postgraduate  instruction 
was  largely  due  to  the  interesting  and  instructive  manner  in 
which  the  lecturers,  Daniel  G.  Morton  and  John  Mott 
Rector  of  San  Francisco,  presented  their  material. 

JOINT  MEETING  OF  COUNCIL  AND  STATE  BOARD  OF  HEALTH 

A joint  meeting  of  the  Council  and  the  Oregon  State 
Board  of  Health  will  be  held  early  in  June.  The  purpose  of 
the  meeting  is  to  discuss  policies  with  respect  to  a number 
of  matters  in  the  field  of  public  health  which  vitally  con- 
cern the  private  physician.  Among  the  subjects  which  may 
be  discussed  are  the  following: 

1.  Policies  governing  the  venereal  disease  control  program. 

2.  Policies  concerning  the  free  distribution  to  physicians 
of  drugs  for  the  treatment  of  persons  with  venereal 


and  other  communicable  diseases  who  are  unable  to 
pay. 

3.  Policies  with  respect  to  reporting  of  venereal  disease 
by  laboratories. 

4.  Policies  concerning  the  respective  responsibilities  of 
county  health  departments  and  county  public  welfare 
commissions  in  providing  medical  care  to  indigent  per- 
sons suffering  from  communicable  diseases. 

5.  Policies  governing  the  activities  of  the  State  Hygienic 
Laboratory. 

6.  Policies  relating  to  the  approval  of  laboratories. 

7.  Cooperation  in  the  enactment  of  public  health  legisla- 
tion. 

8.  Legislative  and  other  activities  of  lay  organizations, 
such  as  the  Oregon  Social  Hygiene  Society,  the  Oregon 
Mental  Hygiene  Society,  and  the  Oregon  Tuberculosis 
Association,  in  relation  to  the  State  Board  of  Health 
and  the  Oregon  State  Medical  Society. 

9.  Policies  with  respect  to  the  receipt  of  federal  funds 
and  the  imposition  by  the  federal  government  of  the 
conditions  under  which  the  funds  are  to  be  used. 

MEETINGS  OF  COMPONENT  SOCIETIES  ON  MEDICAL  LAW 
ENFORCEMENT 

Meetings  of  the  component  societies  are  being  arranged 
during  the  summer  months  to  discuss  local  problems  relat- 
ing to  the  enforcement  of  the  Medical  Practice  Act. 

Mr.  John  J.  Coughlin,  legal  counsel  of  the  Oregon  State 
Board  of  Medical  Examiners,  will  attend  each  of  the  meet- 
ings to  learn  at  first  hand  the  special  problems  in  each  com- 
munity from  the  standpoint  of  illegal  medical  practice. 

It  is  believed  that  these  meetings  will  develop  much  in- 
formation of  value  to  the  State  Board  of  Medical  Examiners 
in  its  efforts  to  attain  the  most  efficient  administration  and 
enforcement  of  the  Medical  Practice  Act. 


PROFESSIONAL  CLUB  AT  NEW  YORK 
WORLD’S  FAIR 

Physicians,  public  health  workers,  medical  scientists  and 
other  professionals  visiting  the  New  York  World’s  Fair 
1939  will  find  reserved  for  their  exclusive  use  The  Profes- 
sional Club.  Here  members  of  the  nation’s  professional 
health,  medical,  dental  and  nursing  associations  have  a 
place  to  meet  their  colleagues  in  quiet,  congenial  surround- 
ings. 

Unique  to  this  or  any  other  World’s  Fair,  the  Club  occu- 
pies an  area  of  5,000  square  feet  on  the  main  floor  of  the 
Medical  and  Public  Health  Building,  which  is  located  on 
the  Theme  Plaza,  its  main  entrance  being  directly  opposite 
the  Helicline  leading  around  the  Perisphere  to  the  Trylon, 
where  much  of  importance  takes  place  daily. 

The  visitor  will  find  awaiting  him  a comfortable  lounge, 
attractively  decorated  and  furnished,  a bar  and  a snack 
bar,  checking  facilities,  rest  rooms,  stenographic  service, 
telephones  and  other  conveniencs  of  a private  club. 

Membership  in  the  Club  is  limited  to  accredited  mem- 
bers of  the  medical  and  public  health  and  allied  professions 
and  to  representatives  of  exhibit  sponsors.  Professional 
members  pay  no  dues,  but  there  is  a small  certification 
charge  to  cover  the  cost  of  validating  credentials. 

Products  of  manufacturers  sponsoring  scientific  and  edu- 
cational exhibits  in  the  Medical  and  Public  Health  Building 
are  on  display  in  showcases  set  artistically  into  the  walls 
of  the  lounge.  The  Club  serves  as  a place  where  these  and 
other  sponsors  of  exhibits  in  the  main  exhibition  halls  may 
meet  members  of  the  medical  and  allied  professions  under 
pleasant  circumstances. 
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GOLDEN  JUBILEE  MEETING  WASHINGTON  STATE  MEDICAL  ASSOCIATION,  SPOKANE, 

AUGUST  28-30 


PRESIDENT’S  MESSAGE 


WASHINGTON  STATE  MEDICAL  ASSOCIATION  MEETING 
GOLDEN  JUBILEE 

The  Golden  Jubilee  Meeting  of  the  Washington  State 
Medical  Association  will  be  held  in  Spokane  August  28- 
29-30. 

Fifty  years  ago  Washington  Territory  became  a State  and 
was  admitted  to  the  Union,  that  same  year  (1889)  the 
Washington  State  Medical  Association  was  incorporated. 
At  this  fiftieth  annual  state  convention,  in  1939,  the  doctors 
of  today  will  honor  the  memory  of  the  pioneer  doctors 
who  belonged  to  that  class  of  representative  men  who 
brought  with  them  to  the  undeveloped  Northwest  the 
learning  and  culture  of  the  older  East  and  intelligently  met 
the  conditions  as  they  found  them,  utilizing  them  to  the 
best  advantage,  not  only  in  the  attainment  of  individual 
success  but  also  in  the  upbuilding  of  this  great  western 
empire. 

Every  doctor  in  the  State  should  want  to  have  a part 
in  this  celebration  of  the  progress  of  fifty  years  of  or- 
ganized medicine,  in  addition  to  taking  advantage  of  the 
extremely  interesting  and  instructive  scientific  programs 
planned  for  the  two  full  days  of  business  and  educational 
sessions.  Entertainment  features  and  the  Monday  Golf 
Tournament  will  help  to  balance  the  otherwise  strenuous 
sessions.  Present  indications  are  that  the  attendance  this 
year  will  far  outnumber  that  of  any  previous  annual 
meeting. 

We  are  fortunate  in  having  been  able  to  arrange  for  Dr. 
Olin  West,  Secretary  of  the  American  Medical  Association, 
to  come  from  Chicago  to  Spokane  to  give  us  the  informa- 
tion we  must  have  in  regard  to  the  economic  conditions 
which  now  confront  the  medical  profession.  Every  prac- 
ticing physician  must  realize  that  these  are  critical  times 
and  with  so  many  phases  of  government,  the  professions, 
business  and  industry,  and  the  very  standard  of  living 
changing  almost  over  night,  the  medical  profession  must 
know  what  it  will  have  to  face.  No  one  can  better  give  us 
this  information  than  Dr.  West  as  he  will  bring  to  us  the 
real  facts  direct  from  our  national  headquarters.  He.  will 
also  be  able  to  give  us  the  latest  data  concerning  the  public 
health  program  of  the  Federal  Government  and  tell  us 
how  it  will  affect  the  public  as  well  as  the  profession.  The 
press  reports  are  so  confusing  that  we  need  first  hand  in- 
formation. 

The  scientific  programs  will  be  presented  by  five  doctors 
from  Washington  University  School  of  Medicine,  St.  Louis, 
Missouri.  These  men  are  scholars  and  teachers  of  note, 
recognized  as  outstanding  speakers  and  authorities  in  sci- 
entific medicine  and  in  the  branches  in  which  they  spe- 
cialize. A rare  treat  is  in  store  for  all  who  attend.  The 
program  has  not  been  arranged  for  the  benefit  of  the 
state  officers  and  delegates  alone  but  for  every  man  in  our 
state  now  engaged  in  the  practice  of  medicine. 


From  present  indications  the  scientific  exhibits  will  far 
exceed  any  presented  previously  in  the  State  of  Washing- 
ton. Requests  for  space  are  coming  in  rapidly.  One  require- 
ment has  been  made  that  there  must  be  a constant  attend- 
ant on  hand  to  explain  the  exhibits;  this  will  provide  a 
liberal  education  for  those  willing  to  take  the  time  to 
look  and  listen. 

The  technical  exhibits  to  be  placed  by  outstanding  dealers 
in  all  kinds  of  commercial  supplies  of  interest  to  doctors 
will  almost  double  those  displayed  at  any  previous  meeting. 
The  space  already  applied  for  to  show  the  sixty-eight  scien- 
tific and  technical  exhibits  is  taxing  the  capacity  of  the 
Davenport  Hotel  and  other  requests  are  coming  in  as  to 
available  space. 

At  the  largest  previous  state  meeting  we  have  registered 
only  about  30  per  cent  of  our  state  membership.  Some 
eastern  and  midwestern  states  record  an  attendance  as  high- 
as  80  per  cent.  We  in  Washington  should  be  as  alert  to  the 
needs  and  advantages  of  a close  knit  organization  as  other 
states.  We  cannof  be  a thoroughly  coordinated  body  if  we 
do  not  have  a larger  percentage  of  men  attending  and  par- 
ticipating in  our  deliberations.  It  is  more  necessary  now 
than  ever  before  for  every  doctor  to  thoroughly  understand 
the  situation  facing  medical  practice  so  that  all  may  assist 
in  molding  public  opinion  as  to  the  benefits  to  the  people 
themselves. 

We  hear  a great  deal  today  about  “United  Front”  action. 
Our  State  Medical  Association  provides  such  a united  front 
if  we  will  but  take  advantage  of  its  potential  strength,  our 
County  Medical  Societies  are  its  component  parts,  but  each 
member  has  an  individual  duty  to  perform.  The  old  saying 
is  still  true  that  a chain  is  only  as  strong  as  its  weakest  link. 

If  the  men  over  the  State  who  seldom  attend  will  come 
to  Spokane  for  this  state  meeting,  sit  in  on  the  sessions  of 
the  House  of  Delegates,  become  acquainted  with  the  prob- 
lems of  the  day  and  come  to  realize  the  seriousness  of  the 
situation  we  face  they  will  go  home  filled  with  enthusiasm 
and  determination  to  help  carry  out  the  program  of  our 
state  organization  and  our  national  body  which  after  all  is 
our  own  individual  responsibility.  We  should  have  at  least  a 
70  per  cent  minimum  attendance  this  year. 

The  State  Medical  Auxiliary  meeting  will  be  held  on  the 
same  dates.  These  women  have  done  fine  work  this  year 
and  deserve  a great  deal  of  credit.  Bring  your  wife  with 
you.  If  she  is  a member  of  a County  Auxiliary  she  will 
probably  bring  you;  if  she  has  not  yet  become  interested 
bring  her  to  the  State  Auxiliary  meeting  and  she  will  go 
home  enthused  to  take  a more  active  part  in  the  health 
problems  of  your  community  and  of  your  profession.  You 
will  reap  the  benefits. 

There  are  just  seventy-eight  days  until  the  fiftieth  annual 
state  meeting  convenes  in  Spokane.  Make  your  plans  and 
reservations  now. 

H.  E.  Rhodehamel,  President, 

Washington  State  Medical  Association 
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MEDICAL  NOTES 


Hospital  Staff  Meeting.  Seventh  annual  open  staff 
meeting  of  St.  Joseph’s  Hospital,  Bellingham,  was  held  at 
the  hospital  May  29.  The  following  papers  were  presented: 
“Transplantation  of  Ureters,”  W.  D.  Kirkpatrick;  “Double 
Pneumonia — Peritonitis,”  J.  Reid  Morrison;  “Gangrene  of 
Caecum,”  W.  C.  Keyes;  “Wilm’s  Tumor,”  Lyle  A.  Green- 
wood; “T.  B.  Meningitis — Recovery,”  Ralph  L.  Taylor; 
“Hydronephrosis,”  Charles  Teel ; “Case  of  Purpura,”  George 
F.  Cook;  “Ringworm  of  Finger  Nails,”  F.  C.  Rykken; 
“Diabetes  Mellitus,”  C.  L.  Longstreth ; “Osteogenic  Sar- 
coma,” D.  C.  Keyes. 

Public  Health  Convention.  Fifth  annual  convention  of 
the  Washington  State  Public  Health  Association  was  held 
at  Spokane  May  fifth  and  sixth.  Speaker  at  the  annual 
banquet  was  Harry  E.  Rhodehamel,  president  of  the  Wash- 
ington State  Medical  Association. 

Hospital  Completed.  Wednesday,  May  third,  marked 
acceptance  of  the  recently  completed  hospital  at  Ilwaco.  It 
is  a one  story  frame  building  housing  ten  beds.  Modern 
surgery,  roentgen  and  other  equipment  is  to  be  installed. 
Cost  of  the  structure  was  about  seventeen  thousand  dollars. 

Health  Officer  Resigns.  R.  A.  Coke,  health  officer  of 
Whitman  County,  whose  leave  of  absence  has  been  extended 
to  July  first,  has  resigned.  Present  incumbent  of  the  office 
is  E.  N.  Layton. 

County  Physician  Resigns.  Harold  Marks,  assistant 
county  physician  for  Yakima  County,  has  resigned  his 
position  to  accept  a CCC  appointment. 

King  County  Health  Officer  Returns.  Wallace  Hunt, 
health  officer  of  King  County,  has  returned  from  a post- 
graduate course  at  Harvard  University. 

Obstetrics  Lectures.  Refresher  lectures  on  obstetrics 
were  given  at  Our  Lady  of  Lourdes  Hospital  at  Pasco  May 
18  by  Harold  Teel  of  Boston. 

Preschool  Round  Up.  Preschool  examinations  were  given 
in  Seattle  May  second  and  third.  Representatives  of  the 
Medical  Society  and  Pediatric  Society  examined  prospective 
school  students  at  eighteen  locations  throughout  the  city. 

Locations.  P.  S.  Garnett  has  opened  an  office  in  Che- 
halis.  He  is  a graduate  of  Creighton  University  and  served 
his  internship  at  St.  Joseph’s  Hospital  in  Tacoma.  Walter 
E.  Nawrocki  has  joined  C.  F.  Stafford  at  Cle  Elum.  He  is  a 
graduate  of  Georgetown  University  and  interned  at  Sacred 
Heart  Hospital,  Spokane.  Following  internship  he  took  an 
extended  European  study  tour  of  more  than  two  years.  E. 
K.  Gierre,  formerly  of  Texas,  has  moved  to  Ellensburg 
where  he  will  associate  with  J.  A.  Bickle.  He  replaces  David 
R.  Loree,  who  is  now  in  Vancouver.  Dr.  Gierre  is  a gradu- 
ate of  the  Minnesota  General  Hospital  in  1931.  After  three 
years  at  the  Mayo  Clinic,  he  became  an  instructor  in  the 
LTniversity  of  Minnesota  for  a year. 


OBITUARIES 


Dr.  Edward  Joseph  Callow  of  Seattle,  Washington, 
died  May  1 of  chronic  nephritis,  aged  56.  He  was  bom 
at  Kamilche,  Mason  County,  Washington,  May  25,  1883. 
His  collegiate  education  was  received  in  the  University  of 
Washington  where  he  graduated  as  an  engineer.  He  went 
to  Java  where  he  worked  for  the  late  Senator  Mark  Reed 
and  the  Dutch  Government.  Following  several  years  in  the 
Orient,  he  returned  to  Elma,  Washington,  where  he  entered 
business  with  a brother.  After  a short  time  in  this  occupa- 
tion, he  engaged  in  the  logging  industry  with  considerable 
financial  success.  In  1924  at  the  age  of  forty-one,  he  re- 
entered the  University  of  Washington  for  premedic  work. 
After  two  years  he  entered  the  University  of  Oregon  Mdical 
School  and  graduated  in  1930.  He  had  been  in  practice  in 
Seattle  since  1932. 

Dr.  Arthur  B.  Chapman  of  Pasco,  Washington,  died 
April  27  of  subacute  bacterial  endocarditis,  aged  45.  He 
was  born  June  8,  1893,  at  Colfax  and  received  his  premedic 
education  at  the  University  of  Idaho.  He  entered  the  Uni- 
versity of  Louisville  School  of  Medicine,  but  because  of  a 
serious  illness  was  forced  to  drop  out  in  his  third  year. 
Later  he  entered  the  University  of  Oregon  Medical  School 
from  which  institution  he  graduated  in  1923.  He  first  enter- 
ed practice  at  Shelton,  Washington,  and  also  practiced  at 
Olympia  and  Myrtle  Point,  Oregon.  He  had  been  in  prac- 
tice at  Pasco  for  eight  years. 

Dr.  Paul  C.  Ridpath  of  Spokane,  Washington,  died  in 
St.  Luke’s  Hospital,  Spokane,  April  19,  aged  64.  He  was 
born  at  Mt.  Pleasant,  Iowa,  in  1875,  and  at  five  years  of 
age  came  to  Spokane.  He  received  his  medical  degree  from 
Jefferson  Medical  College  in  1900.  He  associated  with  the 
Commonwealth  Edison  Company  in  Chicago  for  fifteen 
years  following  his  graduation.  During  the  World  War,  he 
served  in  France  with  the  army  medical  corps. 

Dr.  Harry  Hiram  Hewitt  of  Seattle,  Washington,  died 
suddenly  in  his  office  May  13,  aged  59.  He  was  bom  in 
Dundee,  New  Jersey,  in  1879.  He  received  his  medical  edu- 
cation at  the  University  of  Michigan  Medical  School,  grad- 
uating in  1902.  He  practiced  for  a time  in  the  east  and  came 
to  Seattle  in  1913.  During  the  World  War  he  served  with 
the  army  medical  corps  and  at  the  time  of  his  discharge  was 
a captain. 

Dr.  Benjamin  B.  Parish  of  Walla  Walla,  Washington, 
died  suddenly  April  29,  aged  54.  He  received  his  medical 
education  at  the  University  of  Louisville  School  of  Medi- 
cine, graduating  in  1910.  He  formerly  practiced  in  Ten- 
nessee and  was  a member  of  the  Tennessee  State  Medical 
Association,  but  for  several  years  had  been  associated  with 
the  Veterans  hospital  staff. 
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SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 
Dinner  meeting  of  Cowlitz  County  Medical  Society  was 
held  May  17  at  Hotel  Monticello,  Longview.  Laurence 
Selling,  of  Portland,  gave  an  interesting  paper  on  “Hernia- 
tions of  the  Intervertebral  Disk  of  the  Spine  and  Hyper- 
trophy of  the  Ligamenta  Flava  in  Relation  to  Low-Back 
Pain.”  His  lecture  was  illustrated  by  lantern  slides  showing 
the  results  of  the  injection  of  lipiodol  into  the  spinal  col- 
umn, which  definitely  proved  the  herniation.  Excellent  re- 
sults were  reported  in  the  cases  that  were  operated. 

John  Hand,  of  Portland,  gave  a paper  on  “Nephrolithia- 
sis.” His  paper  dealt  more  with  the  medical  management  of 
bilateral  lithiasis,  principally  with  the  newer  medication  for 
dissolving  kidney  stones  by  combination  of  hydrochloric 
and  phosphoric  acid.  He  definitely  demonstrated  that  cer- 
tain types  of  stones  showed  evidence  of  dissolution  after  a 
few  weeks  treatment.  Phosphate  stones  do  not  react  to  this 
form  of  medication.  To  date  he  has  only  reported  a few 
cases  which  have  shown  some  very  good  results. 

Dr.  W.  N.  Girling,  of  Longview,  was  elected  to  member- 
ship in  the  society. 


LINCOLN  COUNTY  MEDICAL  SOCIETY 
Pres.,  L.  J.  Bonney;  Secty.,  J.  E.  Anderson 
Lincoln  County  Medical  Society  met  in  the  office  of  L.  F. 
Wagner,  Harrington,  April  26.  L.  J.  Bonney  of  Odessa  was 
elected  president;  R.  E.  Nelson,  Harrington,  vice-president, 
and  John  Anderson,  Almira,  treasurer.  L.  F.  Wagner  was 
named  delegate  to  the  Golden  Jubilee  session  of  the  Wash- 
ington State  Medical  Association,  Spokane,  August  28, 
29,  30. 


OKANOGAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  M.  D.  Wood;  Secty.,  T.  P.  Conners 
April  meeting  of  Okanogan  County  Medical  Society  was 
held  at  Omak,  April  22.  Don  Palmer,  Spokane,  read  a 
paper  on  heart  disease ; T.  D.  Thompson,  Spokane,  discussed 
fractures  of  the  elbow,  -and  illustrated  his  talk  with  slides; 
R.  L.  Howard,  Spokane,  discussed  skin  diseases  and  also 
presented  slides.  W.  B.  Penney,  Tacoma,  president-elect  of 
the  Washington  State  Medical  Association,  spoke  on  work 
of  the  tuberculosis  committee  throughout  the  state. 


PIERCE  COUiNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Mattson;  Secty.,  T,  H.  Duerfeldt 
Annual  banquet  of  Pierce  County  Medical  Society  was 
held  at  Tacoma  Golf  and  Country  Club,  May  23.  W.  W. 
Mattson  was  installed  as  president.  W.  G.  Cameron  was  the 
recipient  of  a silver  tray  and  dishes  as  token  of  appreciation 
for  his  services  in  the  recent  session  of  the  Washington 
State  Legislature.  Albert  Ehrlich  was  voted  into  member- 
ship. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  J.  C.  Lyman;  Secty.,  R.  W.  Stevens 
Annual  meeting  of  Walla  Walla  Valley  Medical  Society 
was  held  at  Marcus  Whitman  Hotel,  Walla  Walla,  May  11. 
John  C.  Lyman,  Walla  Walla,  was  elected  president;  J.  T. 
Rooks,  Walla  Walla,  vice-president,  and  R.  W.  Stevens, 


Walla  Walla,  secretary.  Peter  Brink  of  Pomeroy  and  C.  H. 
Garrett  of  Walla  Walla  were  elected  members  of  the  board 
of  trustees.  J.  T.  Rooks  was  named  delegate  to  the  Golden 
Jubilee  meeting  of  the  Washington  State  Medical  Associa- 
tion, Spokane,  August  28,  29,  30. 

Speaker  of  the  evening  was  Harry  Rhodehamel  of  Spo- 
kane, president  of  the  W.  S.  M.  A.,  who  discussed  the  work 
of  that  organization  during  the  past  year.  Jack  M.  Geoff- 
roy,  executive  secretary  of  the  W.  S.  M.  A.,  was  introduced 
and  spoke  briefly  on  functions  of  the  central  office.  Out-of- 
town  guests  included  F.  M.  Cole  of  Caldwell,  Idaho,  presi- 
dent-elect of  the  Idaho  State  Medical  Association. 


YAKIMA  VALLEY  MEDICAL  SOCIETY 
Pres.,  G.  W.  Cornett;  Secty.,  H.  C.  Lynch 
The  May  meeting  of  Yakima  Valley  Medical  Society  was 
held  at  the  Commercial  Hotel,  Yakima,  May  8.  The  meet- 
ing was  addressed  by  John  Nelson,  Ray  Tennant  and  Fred- 
erick Exner,  all  of  Seattle,  who  are  addressing  all  county 
societies  of  the  state  on  the  subject  of  tuberculosis.  This  is 
part  of  the  program  of  the  tuberculosis  committee  of  the 
Washington  State  Medical  Association.  G.  W.  Cornett  and 
Herbert  Lynch  were  named  delegates  to  the  Golden  Jubilee 
session  of  the  W.  S.  M.  A.,  Spokane,  August  28,  29,  30. 


STATE  DEPARTMENT  OF  HEALTH 
ACTIVITIES 


This  month  has  seen  emphasis  given  to  the  health  of  the 
child  over  the  nation.  In  keeping  with  policies  of  the  de- 
partment, efforts  have  been  made  to  draw  together  all 
groups  that  are  interested  in  this  problem,  and  to  encourage 
them  in  the  mutual  support  of  their  various  activities  and 
and  endeavors. 

As  last  year,  May  Day  was  used  to  launch  another  year’s 
campaign  in  the  interest  of  child  health,  with  H.  L.  Moon 
of  Seattle  again  acting  as  May  Day  Chairman.  The  State 
May  Day  Committee  has  been  composed  of  representatives 
from  various  state  groups  concerned  with  the  problem, 
members  having  the  responsibility  of  coordinating  and 
stimulating  activities  of  members  of  the  local  groups  en- 
gaged in  this  work. 

Public  health,  as  a program,  is  as  strong  or  as  weak  as 
the  interest  of  all  those  coordinating  their  efforts  towards 
reaching  a common  goal.  The  above  arrangement  of  co- 
ordinated activities  again  emphasizes  that  there  is  no  place 
for  contests  of  authority  or  prestige  among  interested 
groups.  In  putting  on  this  program,  the  State  Department 
has  been  fortunate  to  obtain  cooperation  of  many  out- 
standing members  of  the  medical  profession,  whose  con- 
tacts and  experiences  have  been  of  extreme  value  in  mak- 
ing the  undertaking  a success. 

In  cooperation  with  the  Maternal  Welfare  Committee  of 
Washington  State  Medical  Association,  the  Division  of 
Maternal  and  Child  Hygiene  of  the  State  Department  of 
Health  is  engaged  in  offering  a refresher  course  in  obstetrics 
to  the  physicians  of  various  sections  of  the  state.  A similar 
program  was  well  received  last  year,  and  reports  thus  far 
this  year  indicate  that  the  service  is  desired  by  physicians 
of  the  state  where  such  courses  can  be  offered. 

Donald  G.  Evans,  M.D.,  Director. 
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WOMAN’S  AUXILIARY 


The  Woman’s  Auxiliary  to  the  Washington  State  Med- 
ical Association  is  now  in  its  eighth  year.  This  has  been  a 
very  happy  and  successful  year  and  I am  delighted  to  sub- 
mit the  report  of  our  activities  which  is  evident  proof  of 
the  interest  and  loyal  cooperation  of  the  entire  membership. 

Fourteen  county  auxiliaries  are  now  organized;  one  new 
auxiliary,  Mason-Thurston,  was  organized  this  year.  With 
a potential  membership  of  approximately  1 ISO  we  aspire 
to  a large  number  of  members  in  the  near  future. 

Two  State  News  Letters  were  published,  the  first  con- 
tained an  outline  of  our  programs  which  was  mailed  to 
more  than  seven  hundred  members,  the  second  contained 
reports  of  the  work  accomplished,  the  convention  plans  and 
program. 

In  order  to  stimulate  interest  in  membership  a directory 
of  members  of  County  Medical  Societies  has  been  published 
and  a star  placed  before  the  name  of  every  member  whose 
wife  is  a member  of  the  Auxiliary.  This  has  been  productive 
in  increasing  our  membership. 

Our  units  have  had  intensive  self  education  programs 
studying  and  discussing  socialized  medicine,  the  basic  science 
! law,  and  public  health  departments  both  state  and  national. 
Cancer,  tuberculosis,  syphilis  and  communicable  diseases 
were  studied  as  public  health  menaces.  Several  counties 
had  programs  on  diets,  radio  misinformation,  patent  medi- 
cines and  cosmetics.  Three  auxiliaries  have  weekly  radio 
broadcasts. 

A Filing  and  Lending  Library  is  maintained.  Copies  of 
papers  of  outstanding  merit,  reprints  from  the  American 
Medical  Association  and  book  reviews  are  sent  to  the  coun- 
ty auxiliaries  on  request. 

We  are  justly  proud  of  the  results  achieved  by  our  Hygeia 
Committee,  914  subscriptions  having  been  procured  to  date, 
an  increase  of  253  subscriptions.  One  county  received  hon- 
orable mention  in  the  Hygeia  Contest  and  eight  counties 
have  exceeded  their  quota.  Hygeia  has  been  put  before  the 
people  of  the  state  as  never  before.  All  elementary  schools 
in  Seattle  and  Tacoma  use  Hygeia  as  a text  for  health  edu- 
cation. Several  counties  have  placed  it  in  every  school. 

Library  committees  to  act  in  an  advisory  capacity  in 
checking  over  material  not  authentic,  have  been  formed  in 
two  counties.  Several  counties  maintain  in  the  County 


MODERN  PILOT’S  FITNESS  IS  CHECKED 
CAREFULLY  EVERY  NINETY  DAYS 

The  modern  pilot’s  fitness  for  flying  is  checked  every 
ninety  days  by  an  exacting  physical  examination,  complete 
in  every  detail,  Sibyl  Winser  Johnston,  Chicago,  states  in 
the  June  issue  of  Hygeia,  The  Health  Magazine. 

“If  any  physical  imperfection  shows  up,”  she  says,  “even 
if  only  slightly  out  of  the  ordinary,  steps  are  immediately 
taken  to  correct  it,  and  in  many  instances  as  a precau- 
tionary measure  the  pilot  is  ‘grounded’  until  he  is  back 
again  to  normal.” 

Between  tests  a pilot  must  report  immediately  whenever 
his  physical  condition  becomes  in  any  way  impaired,  and 
he  must  obtain  a physical  fitness  clearance  before  he  is 
again  permitted  to  fly  a plane. 

A typical  test  for  a pilot  or  stewardess  takes  two  hours. 
The  examinees  themselves  indicate  the  amount  and  kind  of 
exercise  they  take,  typical  meals  they  eat  and  illnesses  they 
have  suffered  and  injuries  sustained  since  the  last  examina- 
tion. 

A circulatory  efficiency  test,  indicating  the  behavior  of 


Medical  Library  a shelf  of  books  on  medical  subjects  for 
the  lay  reader. 

Our  members  are  urged  to  become  members  and  accept 
responsibile  offices  in  lay  organizations  and  over  80  per  cent 
are  affiliated  with  representative  groups.  The  members  have 
taken  an  active  part  in  County  Health  Councils  and  Health 
Institutes.  Your  president  wrote  an  article  on  Periodic 
Health  Examination  which  will  be  published  in  the  May 
issue  of  The  Washington  Parent  Teacher  Magazine. 

Each  county  has  a Cancer  Chairman  to  cooperate  with 
the  Women’s  Field  Army  For  Control  of  Cancer,  one  of 
our  members  is  the  State  Commander. 

The  chairman  of  Legislative  Committee  has  done  a very 
outstanding  piece  of  work.  At  least  one  legislative  meeting 
has  been  held  in  each  county.  The  women  of  the  state  at 
the  request  of  the  Public  Health  League  sent  thousands  of 
letters  to  the  legislators  to  defeat  vicious  medical  legislation 
and  we  are  happy  to  report  all  the  bills  were  defeated  or  did 
not  come  out  of  committee. 

A campaign  to  have  all  members  registered  to  vote  re- 
vealed that  practically  100  per  cent  were  registered.  Litera- 
ture was  sent  to  all  Chairmen  explaining  the  indictment  of 
the  American  Medical  Association  and  digests  of  all  bills 
pertaining  to  medicine  in  the  state  legislature.  Copies  of 
"On  The  Witness  Stand,”  “Shall  Medicine  Be  Socialized?” 
“Shall  Politicians  Control  Medicine?”  and  “The  Significance 
of  the  National  Health  Program,”  were  sent  to  all  County 
Presidents,  officers  and  Committee  Chairmen. 

Annual  meeting  of  the  Auxiliary  will  be  held  at  the  time 
of  the  Golden  Jubilee  of  the  Washington  State  Medical  As- 
sociation in  Spokane  August  28-29-30.  Every  doctor’s  wife 
in  the  state  is  invited  and  urged  to  attend  the  meeting. 

Mrs.  Richard  E.  Ahlquist,  Pres. 


Meeting  of  the  Woman’s  Auxiliary  to  the  Cowlitz  County 
Medical  Society  was  held  at  Hotel  Monticello,  Longview, 
May  17.  Mrs.  H.  D.  Fritz,  Cathlamet,  was  elected  president, 
Mrs.  A.  F.  Birbeck,  Longview,  was  named  president-elect, 
Mrs.  Justin  McCarthy,  Longview,  vice-president;  Mrs.  J. 
F.  Christensen,  Kelso,  secretary,  and  Mrs.  R.  J.  LaRue, 
Castle  Rock,  treasurer.  A.  L.  Ringle  of  Kelso,  acting  county 
physician,  explained  the  work  of  the  county  health  depart- 
ment. Mrs.  J.  F.  Christensen,  Kelso,  and  Mrs.  L.  S.  Roach, 
Kalama,  attended  the  national  meeting  at  St.  Louis  as  rep- 
resentatives of  the  local  auxiliary. 


the  heart  and  blood  vessels  under  rest  and  exertion,  is 
given.  To  check  his  equilibrium  the  pilot  is  required  to  stand 
on  one  leg  with  eyes  dosed  for  fifteen  seconds.  If  the  find- 
ings are  unfavorable,  he  is  placed  in  a chair  with  his  eyes 
closed,  is  rotated  from  side  to  side  and  asked  his  sensations. 
His  answers  show  the  fallibility  of  his  sense  of  direction,  and 
one  such  test  usually  convinces  him  that  he  cannot  rely  on 
his  sensations  when  flying  in  overcast  weather  without  any 
outside  visual  references  and  that  he  must  trust  his  instru- 
ments implicitly. 

Twenty-three  distinct  steps  are  included  in  the  eye  exam- 
inations. An  instrument  called  a rotoscope  checks  the  con- 
dition of  the  six  pairs  of  tiny  muscles  controlling  the  move- 
ments of  the  eyeballs.  Another  instrument  detects  the 
amount  of  night  blindness  in  the  pilot’s  eyes.  The  determina- 
tion of  his  depth  perception,  into  which  a “third  dimen- 
sion” factor  enters,  is  especially  important,  for  his  ability 
to  perceive  objects  in  relief  and  correctly  estimate  their 
relationship  to  and  distance  from  one  another  is  important 
when  taking  off  or  landing  a plane.  Of  course  the  usual 
more  common  eye  examinations  are  also  given. 
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ANNUAL  MEETING  IDAHO  STATE  MEDICAL  ASSOCIATION,  BOISE,  AUGUST  23-26 

Fischer,  J.  M.  Nelson,  Milo  Harris  and  J.  D.  Edgar,  all  of 
Spokane,  conducted  a symposium  on  “Asphyxia  of  the 
Newborn.” 


MEDICAL  NOTES 


Silicosis  Panel  Named.  The  Governor  recently  named 
a panel  of  six  physicians  to  advise  the  industrial  accident 
board  on  workmen’s  compensation  claims  arising  from 
silicosis.  Those  on  the  board  are:  F.  C.  Gibson,  Potlatch; 
D.  A.  Armstrong,  Moscow;  W.  A.  Clark,  Lewiston;  James 
L.  Stewart,  Boise;  A.  M.  Newton,  Pocatello  and  J.  N. 
Davis,  Twin  Falls. 

Hospital  Dedicated.  Teton  County  Hospital  was  dedi- 
cated May  third.  Speakers  were  Governor  C.  A.  Bottolfsen 
and  Ex-governor  Barzilla  W.  Clark. 

City  Physician  Appointed.  R.  L.  Rodwell  was  recently 
named  city  physician  for  Nampa  and  Howard  Chaloupka 
was  appointed  to  a similar  position  at  Boise. 

Occupational  Disease  Conferance.  A conference  of 
workers,  employers,  and  insurance  carriers  was  held  at  the 
State  House,  Boise,  April  twenty-first  to  discuss  measures 
which  would  reduce  industrial  health  hazards  in  Idaho. 
The  occupational  disease  law  passed  by  the  1939  legislature 
was  explained.  The  new  law  is  the  result  of  a survey  made 
in  1938  which  showed  that  45,000  Idaho  workers  were  ex- 
posed to  industrial  health  hazards  such  as  silicosis,  lead 
poisoning,  and  carbon  monoxide  poisoning. 

Weissross  Resigns.  Samuel  Weissross,  director  of  the 
bureau  of  industrial  hygiene  in  the  state  department  of 
health  has  resigned  to  enter  private  practice  in  Boise. 

Locations.  Max  P.  Schrank,  formerly  of  Fort  Douglas, 
Utah,  has  moved  to  Gooding  where  he  will  be  associated 
with  A.  H.  Cromwell.  He  graduated  from  the  University 
of  Iowa  and  served  his  internship  in  Salt  Lake  City. 

Preschool  Round  Up.  Annual  examination  of  pre- 
school children  was  held  at  Burley  May  fourth  and  fifth. 


OBITUARY 


Dr.  Frank  S.  Wright  of  Salmon,  Idaho,  died  April  19, 
aged  75.  He  was  born  in  Hamilton,  Ontario,  Canada,  Sep- 
tember 24,  1863.  At  the  age  of  sixteen,  he  left  his  home  and 
went  to  Kansas  City  where  he  worked  with  an  official  of 
the  Union  Pacific  Railroad.  He  later  entered  Willamette 
University  Medical  Department,  Salem,  Oregon,  and  re- 
ceived his  medical  degree  in  1887.  He  immediately  started 
practice  in  what  was  then  Idaho  Territory.  In  1889,  he  re- 
nounced British  citizenship  and  became  a naturalized  citizen 
of  the  United  States.  He  came  to  Salmon  in  1890  where  he 
had  a private  practice  and  also  worked  at  the  Indian 
agency  at  Lemhi.  In  1899,  Dr.  Wright  was  elected  a state 
senator,  but  declined  to  run  again  after  serving  one  term. 


SOCIETY  MEETINGS 


NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  E.  Carssow 
April  meeting  of  North  Idaho  District  Medical  Society 
was  held  at  Lewis-CIark  Hotel,  Lewiston,  April  18.  F.  R. 


POCATELLO  MEDICAL  SOCIETY 
Pres.,  D.  C.  Ray;  Secty.,  B.  C.  Eisenberg 
Regular  meeting  of  Pocatello  Medical  Society  was  held  at 
Pocatello  May  5.  Feature  of  the  evening  was  the  presenta- 
tion by  W.  W.  Brothers  of  a discussion  on  a peculiar  type 
of  fracture  resulting  from  ski  accidents.  Dr.  Brothers  saw 
a number  of  such  cases  at  Sun  Valley  during  the  past  win- 
ter, where  he  has  been  resident  physician.  A.  M.  Newton 
read  a paper  on  the  treatment  of  fractured  arms  of  children, 
and  demonstrated  a new  type  of  splint.  Joseph  Clothier, 
Ben  C.  Eisenberg  and  W.  W.  Brothers  were  named  dele- 
gates to  the  annual  meeting  of  the  Idaho  State  Medical  As- 
sociation, Boise,  August  23-26.  No  further  meetings  of  the 
Pocatello  Society  will  be  held  until  September. 


SOUTH  SIDE  MEDICAL  SOCIETY 
Pres.,  L.  M.  Kelly;  Secty.,  H.  L.  Stowe 
April  meeting  of  South  Side  Medical  Society  was  held 
at  Park  Hotel,  Twin  Falls,  April  18.  W.  F.  Howard  of 
Pocatello,  chairman  of  the  cancer  committee  of  the  Idaho 
State  Medical  Association,  discussed  the  cancer  control 
problem. 


STATE  ASSOCIATION  ITEMS 


Special  meeting  of  the  House  of  Delegates  of  the  Idaho 
State  Medical  Association  was  held  at  the  Rogerson  Hotel 
in  Twin  Falls  May  27.  Purpose  of  the  meeting  was  to  dis- 
cuss and  unify  plans  for  care  of  clients  of  the  Farm  Security 
Administration.  A full  report  of  the  meeting  will  appear  in 
the  July  issue  of  Northwest  Medicine. 

New  members  of  the  Association  are  Joseph  Walden 
Marshall,  Twin  Falls;  Helen  F.  Craig,  Boise;  J.  M.  Taylor, 
Boise,  honorary  member. 

MALPRACTICE  INSURANCE 
Attention  of  members  is  called  to  the  fact  that  Aetna  Life 
Insurance  Company  continues  to  write  malpractice  protec- 
tion for  all  members  of  the  Idaho  State  Medical  Associa- 
tion under  group  policy  No.  56  G 3.  Premium  for  the 
standard  policy  of  five  and  ten  thousand  dollar  limits  is  $25. 
For  ten  and  thirty  thousand  dollar  limits  the  premium  is 
$34.25. 


WOMAN’S  AUXILIARY 


Women’s  Auxiliary  of  the  Bannock  County  Medical  So- 
ciety held  a meeting  in  the  home  of  Mrs.  D.  C.  Ray,  Poca- 
tello, May  fourth. 

Women’s  Auxiliary  of  the  South  Side  Medical  Society 
held  its  regular  monthly  meeting  April  18  at  the  Park 
Hotel,  Twin  Falls. 

Auxiliary  of  the  Canyon  County  Medical  Society  met 
May  second. 
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RIVERTON  SANATORIUM 

ROUTE  9 SEATTLE 

Phone:  GLendale  1626 

Resident  Physician  Graduate  Nurses 


Established  by  private  endowment  for  the  treatment  of  tuberculosis,  the  Riverton  Sanatorium 
is  operated  on  a nonprofit  basis.  It  offers  modem  therapeutic  methods  as  well  as  comfortable 
accommodations . 

The  infirmary  and  steam  heated  cottages  are  situated  on  forty-five  acres  of  beautiful  grounds 
on  a wooded  slope  three  miles  south  of  Seattle. 

The  facilities  of  the  institution  are  available  to  physicians  who  wish  to  use  them  for  the  care 
of  their  private  patients. 


BOARD  OF  TRUSTEES 


Joshua  Green 

Dr.  Minnie  Burdon 

David  B.  Morgan 

Dr.  Caspar  W.  Sharpies 

Elmer  Todd 

Otto  Grunbaum 

BYRON  F.  FRANCIS,  M.D. 
Medical  Director 
Phone:  MAin  4646 


Honoria  Hughes 
L.  C.  Gilman 
Paul  M.  Carlson 
Frank  M.  Preston 
Hawthorne  K.  Dent 


MRS.  LOUISE  L.  HARRIS,  R.N. 
Superintendent 


CONVENIENT  OFFICE 
TREATMENT  FOR 

TRICHOMONAS 
VAGINITIS 


SILVER 


PICRATE 

WJyeth 


ThIS  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
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End-Results  in  the  Treatment  of  Gastric  Cancer, 
An  Analytical  Study  and  Statistical  Survey  of  Sixty  Years 
of  Surgical  Treatment.  By  Edward  M.  Livingston,  B.Sc., 
M.D.,  Associate  Visiting  Surgeon,  Bellevue  Hospital,  New 
York,  etc.,  and  George  T.  Pack,  B.Sc.,  M.D.,  F.A.C.S., 
Attending  Surgeon,  Memorial  Hospital,  New  York,  etc., 
With  a Foreword  by  Bowman  C.  Crowell,  M.D.,  Associate 
Director,  American  College  of  Surgeons.  179  pp.,  $3.00.  Paul 
B.  Hoeber,  Inc.,  Medical  Book  Department  of  Harper  & 
Brothers,  New  York,  London,  1939. 

This  is  not  a large  bulky  volume  but  still  consists  of  a 
very  extensive  and  intensive  study ; an  analytical  and 
statistical  survey  of  some  sixty  years  surgical  treatment  of 
carcinoma  of  the  stomach.  This  is  evidenced  by  the  fact 
that  it  is  reprinted  from  reports  of  142  international  work- 
ers in  this  surgical  field,  that  1,000  articles  were  reviewed 
and  that  14,000  cases  of  gastric  resections  were  gathered 
and  minutely  studied.  It  represents  a resume  of  the  world 
literature  pertaining  to  resection  of  the  stomach  for  cancer 
during  the  past  sixty  years. 

The  first  fifty  pages  are  devoted  to  presentation  and 
analysis  of  published  data  and  consist  for  the  most  part 
of  solid  easily  read  matter.  Included  are,  a short  history  of 
early  cures  of  cancer  of  the  stomach,  discussion  of  the  in- 
superable obstacles  to  such  cures,  a study  of  cures  by  de- 
cades, correlation  of  favorable  and  unfavorable  reports 
and  notes  on  the  significance  of  operability,  resectability 
and  mortality  rates,  also  included  are  measurements  and 
standards  of  measurements  of  cures  and  other  factors  per- 
taining to  the  resection  operation  for  treatment  of  car- 
cinoma of  the  stomach.  Following  this  there  are  appended 
some  eight  pages  giving  sixty-five  conclusions  which  in- 
clude practically  all  that  is  known  regarding  resection  of 
the  stomach  for  carcinoma.  This  brings  to  the  reader  a 
more  hopeful  aspect  of  what  was  once  known  as  the 
tragedy  of  cancer  of  the  stomach.  Every  surgeon  should 
be  acquainted  with  these  conclusions. 

The  last  126  pages  consist  of  a series  of  most  remark- 
able charts  and  tables  which  present  the  factual  data 
from  this  extensive  study.  In  charts  and  tables  which  are 
beautifully  executed  and  easily  readable,  are  given  the  sta- 
tistical facts  concerning  all  the  factors  involved  in  this 
study.  With  each  table  or  chart  there  are  raised  certain 
questions  regarding  the  purport  of  the  chart  and  the  con- 
clusions derived  from  it  are  definitely  stated.  This  repre- 
sents an  enormous  amount  of  work  and  study  and  should 
be  of  wonderful  value  to  the  surgeons  and  to  surgery. 

There  is  also  a very  complete  bibliography  which  in 
every  way  fits  in  with  the  wonderful  detail  shown  by  the 
authors. 

One  feels  that  this  volume  is  replete  with  a fund  of  def- 
inite information  which  every  surgeon  should  possess  who 
is  interested  in  gastric  surgery.  It  is  undoubtedly  the  most 
comprehensive  and  readable  work  on  gastric  resection  in 
the  treatment  of  carcinoma  of  the  stomach  which  has  been 
put  forth  since  the  first  successful  resection  operation  by 
Billroth  in  1881  and  since  the  first  study  of  such  cases  by 
Welch  in  1885.  The  volume  is  a very  timely  one  and  is 
recommended  strongly.  Conrad  Jacobson. 


Clinical  Studies  in  Psychopathology.  A Contribution 
to  the  Aetiology  of  Neurotic  Illness.  By  Henry  V.  Dicks, 
M.A.,  M.D.  (Cantab.),  M.R.C.P.  (Lond.)  Assistant  Medi- 
cal Director,  The  Tavistock  Clinic,  London,  Sometime 
Foundation  Scholar  of  St.  John’s  College,  Cambridge.  241 
pp.,  $4.75.  William  Wood  & Co.,  Baltimore,  1939. 

The  subject  matter  of  the  book  was  taken  from  a series 
of  postgraduate  lectures  over  the  past  five  years,  and  is  in 
no  sense  elementary,  nor  is  it  written  for  the  lay  public, 
but  rather  for  doctors  and  other  students  of  psychopathol- 
ogy with  some  clinical  experiences  of  the  psychoneuroses. 
The  volume  offers  a survey  of  a modern  psychopathological 
concept  which  has  been  gathered  and  compiled  from  the 
schools  and  theories  which  have  been  so  prevalent  in  the 
past  two  decades.  These  concepts  are  used  logically  and 
reasonably  in  the  reported  cases  where  they  seem  most 
applicable,  and  there  is  no  attempt  to  force  the  reported 
cases  into  a preconceived  theory  or  methodology,  as  so  often 
has  been  done  in  the  past.  The  psychopathological  concepts 
are  fitted  to  the  patient  and  to  the  clinical  material  rather 
than  the  patient  to  the  theory.  The  case  material  given  is 
adequately  reported,  and  the  discussion  of  each  is  offered 
in  a logical,  argumentative  way  without  didactic  formula- 
tion. There  is  no  discussion  of  therapeutic  methods  or  sta- 
tistical results.  The  author  stresses  importance  of  the  in- 
stincts of  self  preservation  and  its  accompanying  emotion 
of  fear,  which  is  now  taking  its  rightful  place  beside  the 
sexual  or  reproductive  instinct  which  has  held  the  key  posi- 
tion in  psychopathological  theories  for  so  long.  A modified 
and  simpler  classification  of  the  psychoneuroses  on  the 
basis  of  an  instinctive  source  is  offered  and  discussed.  On 
the  whole,  this  book  makes  an  effort  to  bridge  the  gap  be- 
tween the  philosophical  theories  of  psychopathology,  aris- 
ing from  the  various  schools  of  psychiatric  thought,  and  the 
reports  of  clinical  material,  between  which  we  have  been 
floundering  for  some  time.  It  is  an  interesting  and  valuable 
effort  by  an  able  and  experienced  clinician.  It  is  to  be 
recommended.  Baker 

The  Single  Woman  and  Her  Emotional  Problems.  By 
Laura  Hutton,  B.A.  Lond.,  M.R.C.S.  Eng.,  L.R.C.P.  Lond., 
Physician,  Tavistock  Clinic,  London,  with  a Foreword  by 
David  Forsyth,  M.D.,  F.R.C.P.  Second  Edition,  173  pp, 
$1.50.  William  Wood  and  Company,  Baltimore,  1937. 

This  small  booklet  discusses  several  of  the  psychological 
problems  which  are  prone  to  affect  the  sensitive  single 
woman.  Considerable  space  is  given  over  to  sexual  problems. 
The  book  is  written  for  lay  consumption. 


The  TEE  GEE  Maternity  Garter  Waist 

is  worthy  of  note  by  doctors. 
This  comfortable,  cool,  well 
balanced  garment  is  daily 
coming  into  greater  use.  TEE 
GEE  garments  are  the  only 
garter  waists  actually  giving 
balanced,  posture  - perfecting 
stocking  support  from  the 
shoulders.  The  TEE  GEE 
Maternity  Garter  Waist  is 
adjustable  to  any  size.  For 
complete  information,  con- 
sult: 

TEE  GEE  GARMENT 
COMPANY 

5029  17th  Northeast,  Seattle 
KEnwood  7754 


Northwest  Medicine 

THE  JOURNAL  OF  THE  STATE  MEDICAL  ASSOCIATIONS  OF  OREGON,  WASHINGTON,  IDAHO 

ISSUED  MONTHLY  BY  NORTHWEST  MEDICAL  PUBLISHING  ASSOCIATION 
Office  of  Publication,  230  Cobb  Building,  Seattle,  Wash. 


Entered  Mar.  14,  1903,  at  Post  Office,  Seattle,  Wn,  as  Second  Class  Matter,  under  Act  of  Congress  of  Mar.  9,  1879. 
Acceptance  for  mail  at  special  rate  of  Postage  provided  in  Sec.  1103,  Act  of  Oct.  3,  1917,  authorized  July  31,  1918. 


Vol.38  JULY,  1939  No.  7 


BOARD  OF  TRUSTEES 

G.  C.  Schauffler,  M.D.,  Portland,  Ore. 

K.  H.  Martzloff,  M.D.,  Portland,  Ore. 

E.  H.  McLean,  M.D.,  Oregon  City,  Ore. 

H.  G.  Willard.,  Tacoma,  Wash. 

J.  M.  Bowers,  M.D.,  Seattle,  Wash. 

R.  N.  Hamblen,  M.D.,  Spokane,  Wash. 

J.  L.  Stewart,  M.D.,  Boise,  Idaho. 

J.  T.  Wood,  M.D.,  Coeur  d’Alene,  Idaho. 

C.  R.  Scott,  M.D.,  Twin  Falls,  Idaho. 

<■ 

EDITORIAL  STAFF 

Clarence  A.  Smith,  M.D.,  Editor-in-Chief,  Seattle. 
Herbert  L.  H.artley,  M.D.,  Assistant  to  Editor,  Seattle. 

<• 

ASSISTANT  EDITORS 

M.  D.  Bridceman,  M.D.,  Portland,  Ore. 

V.  W.  Spickard,  M.D.,  Seattle,  Wash. 

J.  N.  Davis,  M.D.,  Twin  Falls,  Idaho. 

<$• 

ASSOCIATE  EDITORS 

Blair  Holcomb,  M.D.,  Portland,  Ore. 

C.  E.  Hunt,  M.D.,  Eugene,  Ore. 

H.  E.  Coe,  M.D.,  Seattle,  Wash. 

O.  M.  Rott,  M.D.,  Spokane,  Wash. 

Alexander  Barclay,  M.D.,  Coeur  d’Alene,  Idaho. 

S.  M.  Poindexter,  M.D.,  Boise,  Idaho. 


This  journal  goes  to  press  the  first  day  of  the  month. 
Material  for  publication  should  be  received  by  the  25th 
of  the  preceding  month. 

Reprints  will  be  furnished  by  the  printer  according  to 
the  schedule  of  prices  which  accompanies  the  galley  proofs 
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Illustrations  will  be  provided  by  the  journal  to  the  extent 
of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
correspondence. 


EDITORIALS 


OBSERVATIONS  ON  NEW  YORK’S  WORLD 
FAIR 

One  of  the  outstanding  features  of  the  World 
Fair  is  its  immensity.  Compared  with  the  Chicago 
fair  it  is  said  to  cover  three  times  as  much  area  and 
to  present  three  times  as  many  exhibits.  At  the 
same  time  an  equally  greater  effort  is  demanded  to 
view  its  entirety.  It  is  impossible  to  describe  briefly 
this  great  institution  but  each  visitor  is  impressed 
with  certain  features.  One  notices  particularly  the 
buildings  of  foreign  nations  and  our  own  states, 
wherein  are  displayed  numerous  historical  facts, 
educational,  agricultural  and  industrial  resources 
of  each. 

Forty-seven  foreign  nations  are  represented,  in- 
cluding five  from  South  America.  Even  Albania 
and  Czecho-Slovakia  have  their  buildings  with  ex- 
hibits, pathetic  though  they  appear,  considering 
their  recent  individual  annihilation.  Most  notice- 
able absence  is  that  of  Germany,  emphasized  by 
the  Czechs  efforts  to  hold  their  chins  up.  The  most 
conspicuous  foreign  exhibit,  is  that  of  Russia,  both 
as  to  size  of  building  and  setting.  The  U.  S.  S.  R. 
demonstrates  by  numerous  legends,  industrial 
models  and  diagrams  and  agricultural  presenta- 
tions that  the  people  are  prosperous  and  happy 
under  Soviet  form  of  government.  Quotations  from 
Lenin  and  Stalin  accompany  numerous  exhibits.  A 
caustic  critic  has  characterized  this  as  a skillful 
and  subtle  form  of  propaganda.  The  orient  is  rep- 
resented by  buildings  of  Japan  and  Iraq. 

State  buildings,  twenty  - one  in  number,  are 
worthy  of  careful  inspection,  indicating  the  won- 
derful variety  of  resources  and  products  character- 
izing the  richest  and  most  favored  nation  in  the 
world.  From  whatever  state  a visitor  hails,  he  can- 
not fail  to  take  pride  in  the  exhibits  which  have 
been  assembled  from  his  section.  The  great  major- 
ity of  buildings  are  those  of  eastern  and  southern 
states,  Washington  being  the  only  Pacific  Coast 
representative.  Inspection  of  these  buildings  offers 
one  a realization  of  the  stability  of  our  national  re- 
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sources,  unobtainable  elsewhere,  which  gives  confi- 
dence of  future  permanence,  whatever  may  main- 
tain in  other  parts  of  the  world. 

Cultural  and  educational  features  are  abundantly 
represented.  Contemporary  art  and  masterpieces  of 
art,  each  has  a building  with  numerous  galleries, 
where  works  of  art  are  assembled  in  a profusion 
rarely  found  in  this  country,  many  being  very 
valuable  loaned  objects.  Also  in  many  foreign  build- 
ings are  exhibited  paintings  and  sculpture  represen- 
tative of  their  distinguished  artists.  The  educator 
can  be  gratified  by  demonstrations  of  educational 
methods,  some  of  which  may  be  unfamiliar  to  him. 
Even  in  this  line  of  activity  we  cannot  claim  per- 
fection or  possession  of  supreme  efficiency. 

The  physician  will  view  with  interest  the  build- 
ing devoted  to  medicine  and  public  health.  Since 
this  fair  has  been  established  especially  for  enter- 
tainment of  the  general  public,  a suitable  exhibit 
cannot  be  expected  to  be  intriguing  to  the  medical 
practitioner.  The  average  visitor,  however,  is  keenly 
attracted  by  every  demonstration  pertaining  to 
bodily  development  and  function,  of  which  he  is 
usually  woefully  ignorant.  The  transparent  man, 
explained  periodically  by  an  informative  record,  al- 
ways has  a good  audience.  Demonstrations  of  heart 
action,  blood  pressure,  fluoroscopic  view  of  the 
thorax  and  many  other  physical  phenomena  provide 
useful  information.  Causes  and  prevention  of  dis- 
eases cannot  be  too  frequently  brought  to  the  at- 
tention of  eager  observers.  Models  showing  the 
monthly  development  of  the  embryo,  with  suitable 
instruction  for  care  of  the  baby,  always  have  a 
waiting  line.  Inspection  of  public  health  exhibits  is 
valuable  as  a demonstration  of  constant  govern- 
mental efforts  to  check  disease  and  increase  good 
health  of  the  nation.  While  these  exhibits  are  notice- 
able and  informative,  they  are  not  as  extensive  nor 
as  comprehensive  as  those  featured  at  the  Chicago 
fair,  due  largely  to  the  extensive  presentations  at 
the  latter  by  the  American  Medical  Association. 

In  various  industrial  exhibits  can  be  noted  dem- 
onstrations of  special  interest  to  the  physician.  Do 
you  know  how  the  rubber  glove  is  made?  In  the 
Goodrich  exhibit  this  is  quickly  learned.  Three 
pairs  of  model  hands  are  suitably  dipped  into 
coagulation  and  latex  solutions,  removed,  dried 
and  the  completed  gloves  are  there,  to  be  peeled  off 
as  if  from  human  hands.  A fascinating  attraction  is 
the  glass  building,  where  goblets  and  other  utensils 
are  evolved  under  one’s  inspection  with  astonishing 
precision.  Production  of  glass  thread  as  pliable  and 
stronger  than  cotton  and  its  subsequent  weaving 


into  fabrics  seem  almost  uncanny.  Here  is  a sub- 
stance pliable  as  cloth,  noninflammable,  useful  for 
numerous  applications.  Everyone  has  his  automo- 
bile and  believes  he  has  conquered  it.  Crosley  ex- 
hibits the  “car  of  tomorrow,”  two  cylinder,  speed 
fifty  miles  per  hour  and  fifty  miles  to  the  gallon, 
its  tank  holding  four  and  one-half  gallons,  cost 
$325,  F.O.B.  at  the  factory.  Form  your  own  opinion 
as  to  its  future  but  it  offers  engaging  possibilities. 

The  amusement  area  offers  the  usual  assortment 
of  freaks,  hair  raising  adventures  and  diversions 
found  at  all  fairs,  only  more  of  them.  Just  one  will 
be  mentioned.  If  you  are  interested  in  wild  animals, 
Buck’s  Jungle  is  fascinating.  Its  conspicuous  fea- 
ture is  a concrete  mountain  in  the  center,  adorned 
with  a multitude  of  projections  and  recesses,  sur- 
rounded by  a fence  and  moat.  This  is  the  play 
ground  of  “a  thousand”  monkeys.  Their  antics, 
childlike  playing,  scraps,  and  wrestling  matches 
offer  endless  and  laughable  entertainment.  The 
trained  animal  show,  from  monkeys  to  tigers,  pre- 
sents entertainment  familiar  but  always  fetching. 

One  may  comment  that  all  big  fairs  are  alike. 
In  a sense  this  is  true.  But  one  prepared  with  so 
great  an  expenditure  of  money  as  this,  assembling 
rare  and  instructive  exhibits  from  the  ends  of  the 
earth,  offers  something  worthwhile  for  everyone 
who  can  arrange  to  visit  it.  Incidentally  one  might 
comment  that  there  is  only  one  New  York  and  it 
offers  endless  attractions. 


PREVIEW  OF  ANNUAL  MEETINGS 

A revolutionary  plan  for  state  association  meet- 
ings is  this  year  being  put  into  effect  by  the  organ- 
izations of  the  three  northwest  states.  For  the  first 
time  the  meetings  are  to  be  coordinated  in  program 
and  exhibits. 

The  meeting  at  Boise  will  be  held  August  23-26, 
closing  on  Saturday.  On  the  following  Monday, 
August  28,  the  Spokane  session  will  commence,  to 
run  three  days.  On  Wednesday  of  the  next  week 
the  Gearhart  session  will  take  up.  It  starts  Septem- 
ber 6 and  continues  through  September  9.  Speakers 
and  programs  for  the  three  meetings  are  to  be 
almost  identical,  and  commercial  exhibitors  expect 
to  transfer  their  booths  from  meeting  to  meeting 
with  practically  no  lost  time. 

It  is  anticipated  that  this  arrangement  will  be  of 
distinct  advantage  to  the  speakers,  who  will  avoid 
preparation  of  extra  papers,  and  also  that  it  will 
be  of  marked  benefit  to  the  exhibitors  who  will 
reach  a large  audience  with  a minimum  of  expense 
and  inconvenience. 
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Savings  effected  by  the  associations  will  be 
utilized  to  provide  a more  varied  and  more  valu- 
able program.  Thus  attendance  this  year  should 
reach  a new  high  in  each  of  the  states.  . 

In  the  next  issue  of  Northwest  Medicine  will 
appear  full  programs  of  the  meetings,  photographs 
of  the  speakers  and  other  information  about  the 
sessions. 

The  meetings  this  year  promise  to  be  of  such 
unusual  value  that  every  member  of  the  three  asso- 
ciations will  be  anxious  to  attend. 


TRAFFIC  SAFETY 

Rapid  annual  increase  in  the  number  of  deaths 
from  automobile  accidents  has  finally  become  so 
disturbing  that  many  communities  in  various  parts 
of  the  country  have  begun  to  take  steps  for  con- 
trol. Strenuous  campaign  is  now  being  waged  by 
the  city  of  Seattle  and  the  results  have  been  so 
striking  that  it  is  to  be  extended  throughout  the 
state.  Officials  of  the  city  of  Portland  have  con- 
ferred with  those  in  charge  of  the  drive  and  it  is 
likely  that  Portland  and  perhaps  the  entire  state 
of  Oregon  will  make  similar  efforts  to  curb  traffic 
accidents. 

In  any  such  effort  it  might  be  well  for  the  medi- 
cal profession  to  lend  active  aid,  for  certainly  there 
can  be  no  lack  of  interest  in  anything  which  causes 
more  deaths  than  diabetes,  twice  as  many  as  ap- 
pendicitis and  about  half  as  many  as  tuberculosis. 

Indeed,  the  American  Medical  Association  has  in- 
terested itself  in  this  problem  and  at  the  last  annual 
session  heard  a report  of  a special  committee1  ap- 
pointed to  study  the  situation.  This  committee 
recognized  the  importance  of  certain  physical  de- 
fects such  as  those  of  the  special  senses  but  placed 
most  emphasis  on  determinations  of  concentration 
of  alcohol  in  the  blood,  urine,  saliva  and  breath. 
Such  estimations  have  become  quite  well  stand- 
ardized and  in  a number  of  courts  are  accepted  as 
evidence. 

It  has  been  quite  conclusively  shown  that  in- 
toxicating levels  of  alcohol  are  found  in  the  blood 
of  drivers  involved  in  accidents  much  more  fre- 
quently than  in  samples  taken  from  drivers  picked 
at  random.  It  has  also  been  demonstrated  that 
alcohol  plays  a very  important  part  in  the  increased 
number  of  accidents  at  night  and  those  over  the 
week  end.  When  a level  of  0.15  per  cent  of  alcohol 
is  found  in  the  blood  it  is  estimated  that  the  chances 
for  being  involved  in  a personal  injury  accident  are 
increased  fifty-five  times. 

1.  Report  of  Committee  to  Study  Problems  of  Motor 
Vehicle  Accidents.  J.A.M.A.,  112:2164-2166,  May  27.  1939. 


These  facts  should  be  conveyed  to  officials  in 
charge  of  traffic  control  and  facilities  should  be 
made  available  for  prompt  testing  of  those  involved 
in  accidents.  Such  tests  would  be  of  assistance  to 
the  innocent  as  well  as  corroborative  evidence 
against  the  guilty.  They  should  eliminate  the  guilty 
driver’s  own  estimate  of  his  consumption  of  alcohol 
and  should  relieve  the  physician  from  making 
guesses  as  to  the  degree  of  intoxication  when  called 
to  court. 

EDUCATIONAL  REQUIREMENTS  FOR 
PUBLIC  HEALTH  PERSONNEL 

The  American  Public  Health  Association  has  re- 
cently adopted  certain  reports  dealing  with  educa- 
tional qualifications  for  those  who  engage  in  various 
phases  of  public  health  work.  These  reports  are 
interesting  in  that  they  show  the  effort  which  is 
being  made  to  improve  the  personnel  of  those  in 
public  health  work  and  guard  against  unqualified 
persons  engaging  in  the  work. 

Without  exception  these  reports  are  put  forth, 
not  as  requirements  which  should  be  immediately 
put  into  effect  or  even  as  regulations  to  be  adopted 
by  communities  or  states  but  merely  to  serve 
as  a guide  or  a goal  toward  which  all  should  strive. 
The  reports  pertain  to  public  health  statisticians, 
school  health  educators,  public  health  engineers, 
sanitarians  and  sub-professional  field  personnel  in 
sanitation. 

Perusal  of  these  reports  is  enlightening  to  one 
not  engaging  in  public  health  work  since  the  duties 
and  activities  of  these  various  members  of  a good 
public  health  offices  are  not  always  appreciated. 
Thus,  public  health  engineers  are  expected  to  be 
interested  in  and  have  some  control  over  water 
supply  and  treatment,  sewage  and  industrial  waste 
disposal,  sanitation  of  recreational  areas,  swimming 
pools  and  public  gathering  places,  production  and 
distribution  of  milk,  sanitation  of  shell  fish,  sup- 
pression of  insects  and  rodent  control.  The  public 
health  engineer  should  also  have  something  to  say 
about  city  planning,  housing,  ventilation  of  build- 
ings, plumbing,  aerial  polution  and  noise.  It  can 
readily  be  seen  that  one  to  engage  in  public  health 
engineering  must  have  a broad  educational  founda- 
tion in  subjects  far  afield  from  the  ordinary  en- 
gineering course.  So  it  is  with  the  other  groups 
treated  in  these  reports. 

The  reports  are  a distinct  contribution  toward 
improvement  in  public  health  work.  They  may  be 
had  free  of  charge  by  writing  the  American  Public 
Health  Association,  50  West  50th  St.,  New  York 
City. 
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THE  WAGNER  BILL  MUST  BE  DEFEATED 

The  Wagner  Health  Bill  is,  without  doubt,  the 
most  serious  problem  confronting  the  medical  pro- 
fession today.  Its  purpose  obviously  is  to  increase 
the  domination  of  the  present  administration  over 
the  citizens  and  to  enhance  its  power  which  has 
already  passed  all  bounds  known  to  our  national 
history.  The  framers  and  backers  of  the  bill  care 
little  that  its  enactment  would  bring  ruin  to  the 
medical  profession  and  debasement  to  the  present 
high  standards  of  medical  care. 

At  the  recent  session  at  St.  Louis  the  House  of 
Delegates  of  the  American  Medical  Association  gave 
this  bill  the  most  careful  consideration.  The  com- 
mittee chosen  for  deliberation  on  the  measure  was 
the  same  as  that  which  formulated  the  report  on 
the  National  Health  Conference  at  the  Chicago 
session  last  September.  A more  sincere  or  careful 
group  could  hardly  be  found  either  in  the  medical 
profession  or  without.  The  report  presented  by  that 
committee1 2  is,  therefore,  to  be  given  the  utmost  con- 
sideration. 

The  House  accepted  the  report  with  acclaim  and 
there  was  neither  discussion  nor  dissenting  vote. 
The  findings  of  the  committee,  therefore,  become 
the  expression  of  the  entire  American  Medical  Asso- 
ciation and  should  be  thoroughly  understood  by 
every  member.  Not  only  should  they  be  perfectly 
understood  but  they  should  also  be  widely  publi- 
cized. Every  physician  should  call  attention  of  pa- 
tients and  friends  to  the  substance  of  the  bill  and 
should  also  write  letters  to  congressmen  and  sena- 
tors explaining  the  very  logical  reasons  for  opposi- 
tion to  it.  All  who  are  familiar  with  the  situation  at 
Washington  agree  that  these  letters  will  be  dis- 
tinctly helpful  and  that  they  should  be  written  im- 
mediately. 

Attention  should  be  called  to  the  fact  that  the 
bill  intends  to  still  further  increase  the  burden  of 
taxation,  which  is  rapidly  reaching  the  limits  of 
tolerability,  and  that  it  would  institute  a bureau- 
cratic federal  control  over  the  practice  of  medicine 
which  would  destroy  the  personal  relationship  be- 
tween patient  and  physician. 

Attention  should  also  be  called  to  the  fact  that 
the  medical  profession  itself  has  long  taken  the 
lead  in  demanding  improvement  in  public  health 
measures,  in  standardization  of  medical  schools, 
in  development  of  the  highest  requirements  for 
medical  licensure,  and  in  establishment  of  the 
most  stringent  regulation  of  hospitals. 

1.  Report  of  Reference  Committee  on  Consideration  of 
Wagner  National  Health  Bill.  J.A.M.A..  112:2295-2297, 
June  3,  1939. 
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PAPILLARY  TUMORS  OF  THE  KIDNEY 
PELVIS 

Franklin  P.  Johnson,  M.D. 

Assistant  Clinical  Professor  of  Urology, 
University  of  Oregon  Medical  School, 
PORTLAND,  ORE. 

I umors  of  the  kidney  may  be  conveniently 
divided  into  two  groups,  those  having  their  origin 
in  the  renal  parenchyma  and  those  arising  from  the 
epithelial  lining  of  the  renal  pelvis.  The  principal 
tumors  of  the  first  group  include  the  common 
adenocarcinoma,  frequently  called  hypernephroma 
or  Grawitz  tumor,  the  less  common  alveolar  car- 
cinoma and  papillary  cystadenoma,  and  the  em- 
bryonic (Wrilms)  tumors  which  occur  in  children. 
To  this  class  also  belong  those  rarer  tumors,  benign 
adenomata  and  malignant  sarcomata.  Tumors  be- 
longing to  the  renal  pelvis  are  again  divided  into 
two  groups:  the  papillary  and  nonpapillary. 

Papillary  tumors  are  the  more  common  and  like 
those  of  the  bladder,  begin  as  benign  growths,  but 
all  possess  a marked  tendency  to  become  malig- 
nant. As  they  do  not  give  rise  to  symptoms  early, 
the  majority  show  definite  evidence  of  malignancy 
at  the  time  of  discovery.  They  are  frequently  mul- 
tiple and  it  is  not  uncommon  to  find  implants  in 
both  the  ureter  and  bladder.  The  nonpapillary  or 
sessile  type  is  a more  highly  malignant  tumor  and 
is  usually  of  the  squamous  cell  variety.  The  latter 
are  frequently  associated  with  stone,  whereas  papil- 
lary tumors  are  seldom  found  where  stone  is  pres- 
ent. This  would  indicate  that  chronic  irritation 
caused  by  stones  is  a factor  in  producing  the  non- 
papillary tumors. 

Papillary  tumors  of  the  renal  pelvis  are  suffi- 
ciently rare  as  to  still  create  considerable  interest 
among  urologists,  especially  from  a diagnostic  point 
of  view.  In  1925  Smith  and  Gilbert1  reported  a case 
and  found  one  hundred  seventy-eight  cases  in  the 
literature,  of  which  one  hundred  forty-two  were  of 
the  papillary  type.  These  included  eight  cases  which 
Scholl-  had  reported  from  the  records  of  the  Mayo 
Clinic.  In  1934  Kimball  and  Ferris3  analyzed  a 
series  of  seventy-four  cases,  seventy-two  of  which 
were  collected  from  the  literature.  Of  these,  thirty- 
six  were  considered  benign  and  the  remaining  thirty- 
eight  malignant. 

1.  Smith,  G.  G.  and  Gilbert,  A.  C. : Malignant  Papilloma 
of  Kidney  Pelvis.  J.  Urol.,  13:25-42,  Jan.,  1925. 

2.  Scholl,  A.  J. : Papillary  Tumors  of  Renal  Pelvis. 

Surg.  Gynec.  & Obst.,  38:186-199,  Feb.,  1924. 

3.  Kimball,  F.  N.  and  Ferris,  H.  W. : Papillomatous 
Tumor  of  Renal  Pelvis  and  Similar  Tumors  of  Ureter  and 
Bladder.  J.  Urol.  31:257-304,  March,  1934. 


July, 1939 

KIDNEY  PELVIS 

TUMORS JOHNSON 

237 

Case  1 (W.  R.  H.) 

Case  2 (I.  B.) 

Case  3 (B.  P.) 

Date 

1934 

1936 

1938 

Sex  and  age 

Male,  56 

Male,  64 

Male,  48 

Occupation 

Clerk 

Farmer 

Logger 

History  of  injury 

None 

None 

Fell  across  stump.  No  hema- 
turia until  this  accident. 

Hematuria 
Previous  attacks 

Eighteen  months  previously 
had  several  light  attacks. 

Two  years  before  had  several 
attacks. 

None 

Hematuria 
Recent  attacks 

Several  severe  attacks  lasting 
one  urination  only;  clear 
urine  between  attacks. 

One  moderate  attack,  several 
days  duration. 

Recurrent  and  persistent,  se- 
vere, over  period  of  six  weeks. 

Pain 

None 

None 

Right  kidney  region  dull 
aching. 

Tenderness 

None 

None 

Moderate  on  palpation. 

Palpable  tumor 

None 

None 

None 

Cystoscopic  appear- 
ance of  bladder. 

Negative,  no  papillomas. 

No  papillomas,  moderate  in- 
travesical hypertrophy  of 
prostate  with  some  trabecula- 
tion. 

Negative,  no  papillomas. 

Observed  bleeding 

None  except  for  marked  ure- 
thral bleeding  following  in- 
strumentation. 

Ureteral  bleeding  observed  at 
second  cystoscopy. 

From  right  ureteral  orifice. 

Renal  function 
PSP  test 

Both  sides  normal. 

Both  sides  good. 

Left  good,  right  too  bloody 
for  satisfactory  test. 

Pyelograms 

Left  kidney  normal;  right 
kidney  pelvis  shows  filling 
defect  (see  fig.). 

Left  kidney  normal;  right 
pelvis  shows  filling  defect  (see 
fig.). 

Left  kidney  normal;  right 
shows  filling  defect  in  upper 
calyces. 

Urinalysis 

Urine  clear. 

No  RBC,  few  pus  cells. 

Urine  bloody. 
No  pus  cells. 

Urine  bloody. 
Pus  moderate. 

Blood 

RBC  3,110,000. 
Hgb  60% 

WBC  12,250. 

RBC  5,280,000 
Hgb.  99% 
WBC  14,550 

RBC  4,420,000 
Hgb.  88% 
WBC  16,950 

Clinical  diagnosis 

Tumor  right  kidney  pelvis. 

Tumor  of  right  kidney 
pelvis. 

Tumor  of  right  kidney  involv- 
ing upper  calyces. 

Treatment 

Nephrectomy  and  partial 
ureterectomy. 

Nephrectomy  and  partial 
ureterectomy. 

Nephrectomy  and  partial 
ureterectomy. 

Convalescence 

No  serious  complications. 
Discharged  from  hospital 
twenty  - eighth  post -operative 
day. 

No  complications;  discharged 
form  hospital  eighteenth  post- 
operative day. 

No  complications;  discharged 
from  hospital  twenty-seventh 
postoperative  day. 

Pathologic  diagnosis 

Papillary  carcinoma  of  kid- 
ney pelvis  transitional  cell 
type.  Low  grade  of  malig- 
nancy. 

Papillary  cell  carcinoma  of 
renal  pelvis  with  invasion  of 
kidney,  moderate  grade  of 
malignancy. 

Papillary  neoplasm  of  the 
renal  pelvis  of  the  transitional 
cell  type,  low  to  medium 
grade  of  malignancy. 

Outcome 

Living  and  well  after  five  Developed  small  papillary 

years.  Six  months  ago  had  tumors  of  bladder  which  were 

hematuria  which  proved  to  destroyed  by  fulguration. 

come  from  a small  papilloma  Died  two  years  after  opera- 

at  right  ureteral  orifice.  This  tion,  presumably  from  metas- 

was  fulgurated  and  further  tases. 

examination  was  negative. 

Table  1. 

Well  nine  months  following 
operation. 

A series  of  one  hundred  thirty  cases  of  all  renal 
tumors  seen  at  the  Cook  County  and  Mt.  Sinai 
Hospitals  during  a period  of  approximately  nine 
years  has  been  reported  by  Soloway.4  Ninety-one 
(72  per  cent)  of  these  were  classified  as  hyperne- 
phoma,  fifteen  (13  per  cent)  as  carcinoma  or  papil- 
lary adenocarcinoma,  two  (1.4  per  cent)  as  alveolar 
adenocarcinoma,  three  sarcoma  and  eight  Wilm’s 
tumor.  Tumors  of  the  renal  pelvis  were  as  follows: 
benign  papilloma  one,  squamous  cell  carcinoma, 
papillary  type  four,  sessile  type  two.  In  this  series, 
therefore,  papillomas  of  the  renal  pelvis  constituted 
about  5.4  per  cent  of  all  kidney  tumors.  A previous 

4.  Soloway,  H.  M. : Renal  Tumors:  Review  of  130 

Cases.  J.  Urol.  40:477-490.  Oct.,  1938. 


analysis  by  Hunt5  of  three  hundred  eighteen  ne- 
phrectomies for  renal  tumors  of  all  kinds  showed 
twenty-three  tumors  of  the  renal  pelvis  (fifteen 
papillary  and  eight  sessile)  or  7.2  per  cent  of  all 
kidney  tumors.  If  these  figures  are  averaged  it  will 
be  seen  that  renal  pelvis  tumors  constitute  approxi- 
mately 6.7  per  cent  of  all  renal  tumors,  and  of  these 
4.9  per  cent  are  of  the  papillary  type. 

Three  cases  of  papillary  tumor  of  the  renal  pelvis 
are  reported  in  the  present  paper  together  with 
some  of  the  difficulties  in  their  diagnosis.  For  ease 
of  comparison  these  cases  are  reported  briefly  in 
tabular  form.  (Table  1.) 

5.  Hunt,  V.  C.  and  Hager,  B.  H. : Review  of  271  Cases 
of  Malignant  Renal  Neoplasms.  S.  Clin.  North  America, 
9:149-159,  Feb..  1929. 
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With  regard  to  symptoms,  hematuria  is  the  earli- 
est and  most  constant.  Kimball  and  Ferris  found  it 
present  in  seventy-one  of  seventy-four  cases  or  95.8 
per  cent,  while  pain  was  next  in  importance,  pres- 
ent in  52.7  per  cent. 

The  chief  interest  of  my  own  cases  was  in  their 
diagnosis,  each  of  which  presented  difficulties  of  an 
unusual  nature.  A diagnosis  of  tumor  of  the  renal 
pelvis  is  made  on  the  basis  of  a filling  defect  and 
filling  defects  may  be  due  to  other  causes;  namely, 
blood  clots  in  the  pelvis,  inflammatory  processes,  in- 
complete filling  or  loss  of  the  opaque  medium 
around  the  catheter,  pressure  from  without,  or 
anatomical  variations.  It  is  not  always  easy,  there- 
fore, to  determine  the  cause  of  a filling  defect  and 
usually  several  studies  are  necessary  before  arriving 
at  a definite  conclusion. 

Case  1 had  had  several  light  attacks  of  hema- 
turia eighteen  months  previously  but  was  quite  well 
otherwise.  Each  of  these  attacks  of  bloody  urine 
lasted,  according  to  the  history,  for  one  urination 
only,  with  clear  urine  between  attacks.  As  the  pa- 
tient was  above  the  average  intelligence,  this  ob- 
servation could  not  be  set  aside  as  of  no  impor- 


Fig. 1.  Pyelogram  of  right  kidney  from  Case  I showing 
filling  defect  in  renal  pelvis. 

Fig.  2.  Kidney  of  Case  1 showing  tumor  in  renal  pelvis. 
Fig.  3.  Microscopic  section  of  tumor  from  Case  1. 

Fig.  4.  Pyelogram  of  right  kidney  from  Case  2 showing 
filling  defect  at  lateral  border  of  pelvis. 


tance.  It  was  only  after  considerable  persuasion 
that  the  patient  would  submit  to  cystoscopy  and 
pyelography,  so  sure  was  he  there  was  nothing 
seriously  wrong.  As  the  cystoscope  was  withdrawn 
there  was  a severe  hemorrhage  from  the  urethra, 
and  the  patient  insisted  that  his  previous  attacks 
of  bleeding  were  of  a similar  nature.  But  the  pyelo- 
gram of  the  right  kidney  revealed  a filling  defect, 
similar  to  but  not  as  definite  as  that  shown  in  fig.  1. 
After  more  persuasion  some  intravenous  pyelograms 
were  made  which  showed  the  same  filling  defect, 
but  again  precision  was  absent  and  a positive  diag- 
nosis uncertain.  Finally  a second  retrograde  study 
was  made,  care  being  taken  to  completely  fill  the 
pelvis.  Several  films  showed  exactly  the  same  filling 
defect. 

In  case  2 the  patient  was  seen  after  hematuria 
had  ceased.  Cystoscopy  revealed  some  intravesical 
prostatic  hypertrophy  and  trabeculation  but  no 
papillomata.  A faint  filling  defect  in  the  right  kid- 
ney was  disregarded  at  the  time  and  the  patient 
was  advised  to  return  in  two  week’s  time  or  sooner 
if  the  hemorrhage  recommenced.  He  returned  in 
one  month  with  hematuria.  Cystoscopic  examina- 


Fig.  5.  Microscopic  section  of  tumor  from  Case  2. 

Fig.  6.  Pyelogram  from  Case  3 showing  filling  defect 
in  upper  calyces. 

Fig.  7.  Kidney  from  Case  3 showing  tumor  in  upper 
pole  of  kidney. 

Fig.  8.  Microscopic  from  Case  3 showing  papillary  ar- 
rangement of  cells. 
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PATHOLOGIC  REPORTS 


Case  1 

Case  2 

Case  3 

Known  existence  of 
tumor  at  time  of  oper- 
ation as  determined  by 
symptoms. 

More  than  eighteen  months. 

More  than  two  years. 

No  data — probably  more  than 
two  years. 

Position  of  tumor 

Kidney  pelvis  near  uretero- 
pelvic  junction. 

Pelvis,  near  lateral  calyces. 

Pelvis,  upper  calyces. 

Shape  and  size  of 
tumor 

Spherical,  broad  pedicle,  3 to 
3.5  cm.  in  diameter. 

Irregular  diffuse  growth  about 
3.5  cm.  in  diameter. 

No  pedicle. 

Irregular  4.5  cm.  in  diameter. 
No  pedicle. 

Invasion  of  renal 
parenchyma 

None 

Considerable. 

Some,  through  entire  cortex 
in  one  area. 

Appearance  (gross) 

Whitish,  compact. 

Whitish,  diffuse. 

Nodular,  papillary  gray  in 
color. 

Appearance, 

(histological) 

Transitional  cells. 

Papillary  arrangement,  also 
compact  sheets  and  masses. 
Mitoses  few. 

Atypical  proliferation  of  epi- 
thelial cells.  Papillary  ar- 
rangement, mitoses  numerous. 

Transitional  cells. 

Papillary  arrangement,  also 
solid  cords  and  masses.  In 
most  places  separated  from 
renal  parenchyma  by  fibrous 
wall.  Mitoses  moderate  in 
number. 

Diagnosis 

Papillary  type  of  transitional 
cell  carcinoma  of  renal  pelvis. 

Papillary  cell  carcinoma  of 
renal  pelvis  with  invasion  of 

Transition  cell  carcinoma  of 
kidney. 

kidney. 


Table  2. 


tion  revealed  blood  coming  from  the  right  ureteral 
orifice  and  pyelography  established  the  filling  de- 
fect seen  in  fig.  4. 

Case  3 gave  a history  of  no  previous  bleeding. 
While  running  from  a dynamite  blast  he  fell  over 
a cut-off  stump,  striking  himself  in  the  right  side. 
The  hematuria  was  immediate  and  profuse.  It 
stopped  upon  rest  in  bed  but  recommenced  upon 
getting  up.  He  was  first  seen  by  the  author  one 
month  after  the  injury.  The  urine  was  bloody,  and 
there  was  pain  and  tenderness  in  the  right  kidney 
region.  Pyelography  revealed  a filling  defect  in  the 
upper  region  of  the  right  kidney  but  the  bleeding 
was  profuse  at  the  time  and  the  probability  of  blood 
clot  seemed  greater  than  that  of  tumor.  A second 
and  finally  a third  pyelographic  study  was  made  at 
intervals  of  three  and  four  weeks  with  similar  re- 
sults. In  this  case  the  diagnosis  was  made  not  only 
upon  the  filling  defect  but  upon  the  fact  that  hem- 
orrhage will  usually  cease  and  a contusion  heal 
when  the  patient  is  put  at  rest. 

COMMENT 

From  a pathologic  viewpoint  these  three  tumors 
are  closely  related,  being  of  a papillary  nature  and 
each  arising  within  the  renal  pelvis.  Yet  they  differ 
in  their  gross  appearance,  in  their  invasiveness,  and 
in  their  degree  of  malignancy.  Case  1 being  the 
more  pedunculated,  without  evidence  of  invasion  of 
the  renal  parenchyma  and  with  few  mitoses,  repre- 
sents a low  grade  of  malignancy.  Case  3 shows 
some  invasiveness  and  more  mitoses,  while  case  2 
shows  these  features  most  markedly  and  is  the  most 
malignant  of  the  three.  Other  pathologic  findings 
are  condensed  in  table  2 for  ease  of  comparison. 


The  finding  of  papillomata  in  the  renal  pelvis, 
ureter  and  bladder  concurrently  has  led  to  the  con- 
clusion that  those  of  the  ureter  and  bladder  are  off- 
spring from  the  tumor  in  the  renal  pelvis.  Accord- 
ing to  Hunt6  these  tumors  “tend  to  progress  by  ex- 
tension along  the  mucous  membrane  of  the  pelvis, 
ureter  and  bladder.”  There  is  no  question  that  as 
observed  clinically  the  picture  is  one  of  surface 
transplantation.  Certain  it  is  that  there  is  no  direct 
extension  along  the  surface,  and  no  metastases  by 
means  of  the  blood  or  lymphatic  channels  as  the 
flow  of  these  is  in  the  opposite  direction.  Certain 
it  is  also  that  tumors  in  the  bladder  and  ureter  de- 
velop after  the  tumor  in  the  renal  pelvis  has  been 
removed.  Yet  the  idea  of  surface  implantation  is 
difficult  to  entertain.  This  becomes  more  obvious 
when  one  considers  that  the  cells  which  break  off 
from  a tumor  are  the  top  cells  and  therefore  the 
least  viable  ones ; that  implantation  must  take  place 
on  a healthy  pavement  epithelium  with  its  present- 
ing cells  also  of  low  viability;  and  that  this  im- 
plantation must  take  place  in  the  presence  of  urine. 
Furthermore,  from  a surgical  point  of  view  it  is 
realized  how  difficult  it  is  to  obtain  primary  union 
of  highly  viable  epithelial  structures  in  the  presence 
of  urine.  The  same  objections  hold  true  for  multiple 
papillomata  of  the  bladder.  Might  it  not  be  that 
several  “seed”  exist  within  an  epithelium  to  begin 
with  and  that  these  start  to  grow  at  different  periods 
of  time?  In  other  words  why  a single  focus  for  all 
these  tumors?  In  my  own  Case  1 a small  bladder 
papilloma  was  found  four  and  one-half  years  after 

6.  Hunt,  V.  C. : Method  of  Metastasis  of  Papillary  Epi- 
thelioma of  Renal  Pelvis.  S.  Clin.  North  America,  9:853- 
861,  Aug.,  1929. 


240 


TORSION  OF  SPERMATIC  CORD SCOTT 


Vol.38, No.  7 


the  nephrectomy.  Could  this  possibly  be  regarded 
as  a transplant  from  the  tumor  in  the  renal  pelvis? 
I am  inclined  to  believe  that  multiple  papillomata 
have  multiple  origins,  all  the  result  of  the  same  un- 
known etiology,  but  that  none  are  actual  surface 
transplantations  from  others. 

CONCLUSION 

1.  Papillary  tumors  of  the  renal  pelvis  are  simi- 
lar to  those  of  the  bladder  and  ureter,  and  consti- 
tute a minority  group  of  tumors  of  the  kidney. 

2.  As  in  all  kidney  tumors  hematuria  is  frequent- 
ly the  only  symptom;  consequently  any  hematuria 
demands  complete  investigation. 

3.  The  diagnosis  is  made  by  pyelography,  a fill- 
ing defect  being  the  usual  picture. 

4.  Differential  diagnosis  between  the  filling  de- 
fects caused  by  blood  clots,  inflammatory  change, 
pressure  upon  the  kidney  pelvis  from  without,  and 
anatomical  variations  mast  be  made. 

5.  Difficulties  in  diagnosis  frequently  necessitate 
several  renal  studies. 


TORSION  OF  THE  SPERMATIC  CORD* 
Russell  T.  Scott,  M.D. 

LEWISTON,  IDA. 

Torsion  of  the  spermatic  cord  is  a condition 
caused  by  the  sudden  axial  rotation  or  twisting  of 
the  spermatic  cord,  which  constricts  the  blood  ves- 
sels of  the  cord,  resulting  in  an  acute  circulatory 
disturbance  in  the  testicle  and  adnexa.  While  this 
is  not  a common  pathologic  condition,  I believe  it 
is  much  more  common  than  one  would  infer  from 
a perusal  of  the  literature.  While  this  may  be  partly 
explained  on  the  basis  that  many  of  the  cases  are 
not  reported,  it  is  probably  also  because  of  the  fact 
that  many  of  the  cases  are  not  recognized.  Since 
torsion  of  the  spermatic  cord  is  always  a surgical 
emergency,  and  since  the  loss  of  a testicle  is  not  a 
matter  to  be  taken  lightly,  I feel  it  might  be  worth- 
while to  consider  this  condition  for  a short  time. 

INCIDENCE 

The  first  authentic  case  reported  was  in  1840  by 
Delarsiarve  who  reported  a case  of  torsion  in  an 
undescended  testicle  operated  upon  for  a supposed 
strangulated  inguinal  hernia.  Since  then,  numerous 
cases  and  several  comprehensive  reviews  have  been 
published.  The  most  recent  comprehensive  tabula- 
tions in  the  English  language  have  been  those  of 
Muschat  and  Carp1  who  collected  one  hundred 
ninety-four  cases  and  the  more  recent  excellent  re- 

* Read  before  the  annual  meeting  of  Spokane  Surgical 
Society,  Spokane,  Wash.,  April  8,  1939. 

1.  Muschat,  M.  and  Carp,  J. : Torsion  of  Testis.  Inter- 
nat.  Clin.,  4:253-261,  Dec.,  1931. 


view  by  Abeshouse2  who  found  three  hundred  fifty 
cases  of  this  condition  in  the  literature,  including 
three  personal  cases.  The  largest  individual  series 
reported  are  by  Ticozzi,3  eighteen  cases,  O’Conner4 
nine  cases,  and  Ormond’s5  recent  report  of  twelve 
personal  cases. 

While  torsion  of  the  cord  may  occur  at  any  age, 
the  majority  occur  during  adolescence.  Several 
cases  of  torsion  occurring  shortly  after  birth  have 
been  reported  and  several  also  in  men  past  fifty. 
The  twist  occurs  in  equal  frequency  on  the  right 
and  left  sides.  There  have  been  reported  twenty- 
four  cases  of  bilateral  torsion,  which  is  not  so  un- 
usual, since  the  predisposing  anatomic  factors  are 
always  bilateral.  Eleven  cases  of  torsion  of  an  in- 
tra  abdominal  testicle  have  been  reported.  Since 
cryptorchidism  occurs  only  in  from  one-tenth  to 
one  per  cent  of  the  population,  it  appears  that  the 
incompletely  descended  testicle  is  more  prone  to 
torsion,  even  though  large  series  of  reported  cases 
show  about  an  equal  number  of  each. 


ETIOLOGY 

There  has  been  much  theorizing  and  speculating 
as  to  the  exact  nature  of  the  etiologic  factors  in- 
volved in  torsion  of  the  cord,  but  it  has  not  been 
definitely  and  clearly  established  just  why  torsion 
does  occur.  We  do  know  that  a normal  testicle, 
whose  topographic  relations  are  not  altered  by 
congenital  abnormalities  or  previous  traumatic  dis- 
turbances, cannot  undergo  torsion.  Practically  all 
writers  are  agreed  that  no  single  causative  factor 
can  explain  every  case,  but  that  two  fundamental 
conditions  are  essential  for  the  development  of 
the  torsion.  These  two  conditions  are,  first,  hyper- 
mobility of  the  testicle,  due  to  various  anatomic 
changes;  and,  second,  an  internal  or  external  force. 
The  first  may  be  considered  the  predisposing  factor 
and  the  second  the  exciting  factor. 

Various  predisposing  factors  have  been  empha- 
sized by  different  writers,  the  most  common  of 
which  are:  (1)  loose  and  mobile  connections  be- 
tween the  testicle  and  epididymus,  (2)  loose  or 
faulty  connections  between  the  scrotal  contents 
and  tunica,  (3)  abnormal  attachment  of  cord  to 
testicle,  (4)  excessive  length  of  the  cord,  (5)  a 
roomy  tunica  vaginalis,  (6)  absence  or  faulty 
development  of  the  mesorchium,  (7)  high  invest- 
ment of  tunica  on  the  cord,  (8)  elongation  of  the 
globus  minor,  (9)  absence  or  faulty  development 


2.  Abeshouse,  B.  S. : Torsion  of  Spermatic  Cord.  Urol. 
& Cutan.  Rev.,  40:699-714,  Oct.,  1936. 

3.  Ticozzi,  E. : Torsione  del  funicolo  spermatico.  Osp. 

Maggiore,  20:333-344,  June,  1932.  . „ J „ 

4 O’Connor,  V.  J. : Torsion  of  Spermatic  Cord.  Gynec. 
& Obst.,  57:242-246,  Aug.,  1933. 

5 Ormond,  J.  IC. : Recurrent  Torsion  of  Spermatic  Cord. 
Am.  J.  Surg.,  12:497-482,  June,  1931. 
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of  the  gubemaculum.  The  exciting  factor,  of 
course,  is  the  force  that  actually  causes  the  tor- 
sion. It  is  generally  agreed  that  this  force  is  a 
strong  contraction  of  the  cremasteric  muscle.  The 
cremasteric  contraction  may  be  preceded  by  the 
greatest  variety  of  forces,  as  heavy  lifting  or  stren- 
uous physical  exertion  of  any  sort,  or  no  physical 
exertion  may  have  preceded  the  torsion,  since  cases 
are  reported  in  which  the  torsion  occurred  during 
sleep. 

PATHOLOGY 

There  are  two  types  of  this  condition,  the  intra- 
vaginal  and  extravaginal.  In  the  former,  which  is 
the  typical  and  by  far  more  common  type,  the 
twist  occurs  within  the  tunica  vaginalis,  while  in 
the  latter  the  twist  occurs  outside  the  tunica,  and 
the  entire  testicular  mass,  testis,  epididymus  and 
tunica  is  involved  in  the  torsion.  The  extravaginal 
type  of  torsion  most  frequently  occurs  in  the  in- 
guinal or  intra  abdominal  undescended  testis.  Path- 
ologic changes  are  the  result  of  occlusion  or  ob- 
struction of  the  spermatic  veins  by  the  twist  in  the 
cord.  In  the  very  early  stages  the  effects  are  those 
of  congestion  and  hemorrhage  which  is  soon  fol- 
lowed by  an  aseptic  necrosis  or  gangrene.  In  the 
neglected  case  the  testicle  and  epididymus  are  or- 
ganized into  a mass  of  fibrous  tissue  with  subse- 
quent atrophy  and  even  complete  disappearance. 

On  opening  the  scrotum  there  is  seen  to  be 
marked  edema  of  the  tunica  vaginalis  and  sur- 
rounding structure.  On  incising  the  tunica  it  is 
found  to  contain  a moderate  amount  of  serosan- 
guineous  fluid.  The  twist  in  the  cord  usually  occurs 
one  to  seven  centimeters  above  the  testicle.  The 
portion  of  the  cord  above  the  twist  is  little  changed, 
while  that  below  is  swollen  and  purple  or  black  in 
color.  The  amount  of  swelling  in  structures  below 
the  twist  depends  upon  duration  of  the  twist.  In 
the  acute  stage  the  testicle  may  be  double  or  triple 
its  usual  size.  During  the  first  few  hours  discolora- 
tion of  the  testicle  and  epididymus  is  not  marked, 
varying  from  a red  to  a mottled  brown.  The  central 
portion  and  the  portion  nearest  to  the  epididymus 
and  the  globus  minor  of  the  epididymus  appear  to 
be  involved  first.  By  the  end  of  forty-eight  hours 
the  entire  testicle  and  epididymus  become  purple 
or  black  and  are  soft  in  consistency.  Suppuration 
and  sloughing  are  rarely  observed.  Veins  below  the 
twist  are  greatly  dilated  and  thrombosed.  The  sper- 
matic artery  is  dilated  but  usually  pervious.  Upon 
incision  of  the  testicle  old  or  fresh  blood  escapes 
and  the  testicular  substance  has  the  appearance  of 
an  organized  blood  clot.  This  stage  is  soon  followed 
by  a process  of  aseptic  necrosis  or  gangrene  which 


is  subsequently  organized  into  a mass  of  fibrous 
tissue,  leading  to  atrophy  and  finally  complete 
disappearance  of  the  testicle. 

SYMPTOMS 

While  the  signs  and  symptoms  of  torsion  of  the 
cord  are  fairly  characteristic,  the  condition  may 
easily  be  confused  with  other  conditions  of  the 
scrotum  and  inguinal  regions.  The  symptoms  may 
be  both  local  and  general.  Pain  is  the  outstanding 
symptom,  consisting  of  a severe,  sudden,  sickening 
pain  localized  at  the  site  of  the  torsion.  It  may 
often  be  referred  to  the  inguinal  region  and  into 
the  lower  abdomen.  As  the  swelling  increases  dur- 
ing the  first  twenty-four  hours,  the  pain  becomes 
increasingly  severe  and  localized  in  the  testicle.  If 
the  condition  remains  untreated  the  pain  gradually 
subsides  after  a few  days,  but  the  swelling  and  ten- 
derness may  remain  for  two  weeks.  There  is  scrotal 
swelling  very  early  with  a characteristic  upward 
retraction  of  the  scrotal  contents  to  the  external 
inguinal  ring.  This  retraction  is  due  to  a shorten- 
ing of  the  cord  by  the  twist.  Careful  examination 
shows  that  the  swelling  of  the  testicle  extends  only 
as  high  as  the  twist  and  that  the  relationship  of 
the  testicle  and  epididymus  is  abnormal.  The 
epididymus  lies  anterior  or  lateral  to  the  testicle 
instead  of  posterior.  The  overlying  scrotal  tissues 
become  a dusky  red  and  are  edematous. 

If  the  torsion  occurs  in  an  inguinal  testicle  it 
may  easily  be  confused  with  a suppurative  inguinal 
adenitis.  Due  to  the  fluid  in  the  tunica  vaginalis, 
accurate  palpation  of  the  testicle  and  epididymus  is 
almost  impossible,  making  it  most  difficult  to  dif- 
ferentiate the  condition  from  an  acute  epididymitis. 
The  systemic  reaction  is  usually  mild.  The  tem- 
perature may  be  raised  to  100°,  very  occasionally 
101°,  with  a slight  increase  in  the  leukocyte  count. 
There  may  be  the  signs  and  symptoms  of  shock  in 
occasional  cases  but  they  occur  early  with  the  on- 
set of  the  severe  pain,  and  will  disappear  in  a 
short  time.  Nausea  and  vomiting  may  occur  at 
times  but  are  not  constant  findings.  If  any  urinary 
disturbances  occur,  they  are  very  mild  and  tran- 
sient in  character. 

DIAGNOSIS 

The  diagnosis  of  this  condition  is  not  easy  and 
frequently  is  not  made  in  time  to  save  the  testicle. 
Prior  to  1920  the  great  majority  of  cases  were  not 
diagnosed  before  operation.  Since  that  time  a 
greater  number  of  correct  preoperative  diagnoses 
have  been  made.  The  differentiation  of  this  condi- 
tion from  an  acute  epididymitis  is  always  a diffi- 
cult problem.  In  the  case  of  an  inguinal  testicle  it 
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may  be  impossible  to  distinguish  the  condition 
from  an  acute  suppurative  inguinal  adenitis  or 
strangulated  hernia.  It  is  extremely  important  that 
a diagnosis  be  made  within  a few  hours  following 
the  onset,  since  failure  to  do  so  will  result  in  loss 
of  the  testicle. 

DIFFERENTIAL  DIAGNOSIS 

The  conditions  to  be  differentiated  are:  (1) 
acute  epididymitis,  (2)  acute  orchitis,  (3)  stran- 
gulated hernia,  (4)  suppurative  inguinal  adenitis, 
(5)  acute  hydrocele  or  hematocele,  (6)  tumor  of 
the  cord  or  inguinal  glands. 

Acute  epididymitis:  Differentiation  here  may  be 
extremely  difficult,  but  it  is  important  as  treatment 
of  the  two  differs  radically.  Acute  epididymitis 
usually  does  not  begin  suddenly  with  an  excruciat- 
ing pain  as  does  torsion.  Evidence  of  specific  or 
nonspecific  infection  is  usually  present  in  the  urine, 
urethra  or  prostate  in  epididymitis  and  absent  in 
torsion.  Prehn6  has  described  a valuable  sign  in 
the  differentiation  of  acute  epididymitis  and  torsion 
of  the  cord.  Elevation  and  immobilization  of  the 
scrotum  almost  always  relieves  the  pain  of  an  acute 
epididymitis,  but  this  procedure  in  torsion  of  the 
cord  increases  the  pain  by  increasing  the  tension 
on  the  twisted  and  inflamed  cord.  Campbell7  has 
reported  an  interesting  case  of  torsion  occurring 
during  an  acute  gonorrheal  urethritis. 

Acute  orchitis : Orchitis  occurring  during  mumps 
should  not  cause  much  confusion.  Syphilitic  orchi- 
tis is  not  an  acute  disease  and  occurs  very  infre- 
quently in  young  adults. 

Strangulated  inguinal  hernia:  The  diagnosis  here 
may  be  difficult  since  torsion  of  an  inguinal  testicle 
is  not  so  uncommon  and  the  undescended  testicle  is 
very  frequently  accompanied  by  a hernia.  Abes- 
house  in  his  series  of  three  hundred  fifty  cases, 
found  twenty-two  cases  incorrectly  diagnosed  as 
strangulated  hernia.  Strangulated  hernia  usually 
occurs  later  in  life.  Its  course  is  usually  one  of  in- 
creasing severity,  while  the  pain  in  torsion  tends 
to  lessen  after  a lapse  of  several  hours.  Gastro- 
intestinal symptoms  are  usually  more  pronounced 
in  strangulated  hernia. 

Suppurative  inguinal  adenitis:  The  differentia- 
tion here  can  usually  be  made  by  a careful  search 
of  the  lower  extremities  and  external  genitalia  for 
an  infectious  process. 

Acute  hydrocele  or  hematocele:  The  pain  here  is 
never  so  severe  as  in  torsion.  There  is  no  upward 

6.  Prehn,  D.  J. : New  Sign  in  Differential  Diagnosis 
between  Torsion  of  Spermatic  Cord  and  Epididymitis. 
J.  Urol.,  32:191-200.  Aug.,  1934. 

7.  Campbell,  M.  F. : Torsion  of  Spermatic  Cord.  Surg., 
Gynec.  & Obst.,  44:311-316,  March,  1927. 


July, 1939 

retraction  of  the  testicles  and  often  transillumina- 
tion can  be  done. 

Tumors:  Tumors  of  the  spermatic  cord  or  in- 
guinal glands  should  rarely  cause  any  confusion. 
Tumors  are  slow  growing,  painless  in  the  beginning, 
and  occur  usually  in  older  people. 

Treatment:  It  should  be  emphasized  that  there 
is  no  expectant  treatment  in  this  condition.  If  the 
diagnosis  is  not  made,  and  treatment  instituted 
within  the  first  few  hours,  the  testicle  is  lost.  In 
only  a small  percentage  of  the  reported  cases  has 
the  diagnosis  been  made  early  enough  to  prevent 
destruction  of  the  testicle.  There  have  been  several 
cases  reported  in  which  detorsion  has  been  accom- 
plished without  exposing  the  testicle.  In  a case  re- 
ported by  O’Connor  the  physician  first  performed 
the  detorsion  and  the  patient  later  untwisted  the 
torsion  four  times  within  a period  of  six  months. 
Ormond  reported  a patient  who  successfully  per- 
formed detorsion  upon  himself  several  times.  While 
these  cases  are  interesting,  the  procedure  is  a blind 
one,  and  rarely  successful. 

Operative  treatment  is  a relatively  simple  pro- 
cedure and  offers  the  greatest  chance  for  preserving 
the  testicle.  In  the  cases  reviewed  by  Abeshouse, 
only  forty-five  were  operated  upon  in  time  to  save 
the  testicle.  Operation  consists  of  exposing  the 
testicle,  untwisting  the  torsion  and  anchoring  the 
testicle  to  the  scrotum  after  removing  the  greater 
portion  of  the  tunica  in  order  to  prevent  the  forma- 
tion of  a hydrocele. 

PROGNOSIS 

This  is  excellent  so  far  as  any  danger  to  life  is 
concerned  as  no  fatalities  have  been  reported  from 
this  condition.  However,  the  danger  of  loss  of  the 
testicle  is  very  great  as  the  figures  of  Campbell 
show  that  gangrene  or  atrophy  occurred  in  eighty- 
six  per  cent  of  the  cases  not  relieved  by  immediate 
operation. 

SUMMARY 

1.  Torsion  of  the  spermatic  cord  is  always  a 
surgical  emergency. 

2.  Diagnosis  must  be  made  and  treatment  in- 
stituted within  the  first  few  hours  or  loss  of  the 
testicle  will  result. 

3.  Suppuration  and  sloughing  are  rarely  ob- 
served. For  this  reason  operation  is  probably  not 
necessary  unless  performed  early,  since  the  testicle 
is  already  lost. 

4.  The  most  important  condition  to  be  differen- 
tiated is  acute  epididymitis. 

CASE  REPORT 

I wish  to  add  one  case  of  intravaginal  torsion  to  those 
already  reported.  Master  R.  B..  age  fifteen.  The  patient 
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was  seen  in  consultation  Februaiy  14,  19J8,  at  2 a.  m.  The 
past  history  was  entirely  negative  except  for  the  usual  child- 
hood diseases.  There  had  been  no  abnormalities  of  urina- 
tion. The  parents  stated  during  the  past  three  years  the  boy 
had  suffered  at  least  six  attacks  of  severe  pain  in  the  left 
testicle  and  groin.  These  attacks  had  only  lasted  for  an  hour 
or  two  and  had  then  subsided. 

The  present  attack  began  three  hours  before  admission, 
when  he  was  awakened  from  sleep  with  a severe,  sickening 
pain  in  the  left  testicle  and  groin.  He  was  nauseated  and 
had  vomited  once  before  admission.  Examination  showed  a 
healthy  boy,  complaining  of  a severe  constant  pain  in  the 
left  testicle  and  groin. 

The  general  physical  examination  was  negative.  The  left 
testicle  was  swollen  to  about  twice  normal  size  and  was 
retracted  upward  toward  the  external  inguinal  ring.  It  was 
exquisitely  tender  and  accurate  palpation  was  not  possible 
but  there  was  apparently  an  increase  of  fluid  within  the 
tunica  vaginalis  and  the  epididymus  lay  lateral  to  the  tes- 
ticle. The  right  testicle  was  normal.  There  was  no  urethral 
discharge.  Rectal  examination  showed  the  prostate  to  be 
normal  in  size,  outline  and  consistency;  the  expressed  secre- 
tion was  normal.  Examination  of  the  urine  was  negative, 
both  chemically  and  microscopically.  A diagnosis  was  made 
of  torsion  of  the  spermatic  cord  and  operation  performed 
immediately. 

Operation : Nitrous  oxide  anesthesia.  A left  scrotal  in- 
cision was  made.  The  tunica  vaginalis  was  moderately  dis- 
tended with  fluid.  On  incising  the  tunica  the  testicle  and 
epididymus  were  found  to  be  moderately  swollen,  bluish 
black  in  color,  and  a twist  was  present  in  the  cord  of  one 
hundred  eighty  degrees.  The  torsion  was  relieved  and  after 
three  to  five  minutes  the  testicle  was  approximately  normal 
in  color.  The  tunica  vaginalis  was  resected,  the  testicle  an- 
chored to  the  scrotum  and  the  incision  closed  without  drain- 
age. His  postoperative  course  was  uneventful,  and  he  was 
discharged  from  the  hospital  on  the  fifth  postoperative  day. 
He  was  seen  recently  and  has  had  no  attacks  of  pain  since 
operation. 

GENITAL  SORES 

DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT* 

W.  Ray  Jones,  M.D. 

SEATTLE,  WASH. 

A chancre  is  an  infected  inflammatory  area  about 
the  genitalia,  characterized  by  tissue  destruction 
and  some  association  with  sexual  activities.  In  prac- 
tice, extragenital  primary  luetic  lesions  and  other 
sores  limited  to  the  external  genitalia,  are  also  called 
chancres. 

History  suggests  the  affliction,  clinical  examina- 
tion makes  the  diagnosis  and  laboratory  tests  fur- 
nish confirmation.  Significant  elements  to  be  noticed 
in  the  examination  are  cleanliness,  single  or  multiple 
sores,  tissues  destruction,  character  of  the  discharge, 
odor,  induration,  sensitivity  and,  most  important, 
adenopathy. 

Luetic  chancres  and  the  primary  of  lymphgranu- 
loma  inguinale  characteristicly  have  associated  ad- 
jacent adenopathy.  It  is  irregular  or  absent  with 
the  others,  unless  there  be  a mixed  infection.  Since 

•From  Venereal  Disease  Clinic,  King  County  Hospital. 


the  principal  lymphatic  drainage  in  woman’s  case 
is  into  the  plevic  and  periprocteal  areas,  she  may 
have  no  external  adenopathies  and  her  subjective 
symptoms  be  principally  internal. 

LUETIC  CHANCRES 

The  anaerobic,  pale  treponema  grows  in  the  lym- 
phatic and  blood  vessel  walls.  Infiltration  then  ren- 
ders them  a mass  of  obstructed  vessels,  surrounded 
by  a fibrous  protective  area.  This  may  remain  as  a 
painless,  subcutaneous,  nonsuppurating  nodule,  or 
necrose  centrally.  Better  personal  cleanliness  has 
now  changed  chancre  characteristics  from  the  for- 
mer prominent  nasty  ulcer  to  a rather  innocuous 
appearing  affair. 

Clinical  characteristics  vary  with  location.  Upon 
mucous  membranes  the  lesion  may  be  a painless, 
indurated  open  sore.  Upon  protected  skin  it  may  re- 
semble a single  or  several  small,  firm  collapsed 
blisters  which  later  ulcerate.  Upon  the  hairy  areas 
it  may  appear  as  an  inconspicuous,  almost  symptom- 
less furuncle.  Upon  the  exposed  areas  of  the  labia 
it  may  be  symptomless  except  for  a nodule  with 
surrounding  soft  tissue  edema.  An  anal  or  perineal 
chancre  may  be  completely  masked  by  complicat- 
ing hemorrhoids.  Hardness  is  not  a necessary  char- 
acteristic. 

An  urethral  luetic  chancre  in  either  sex  may 
resemble  a burn  with  a swelling  and  pouting  of  the 
meatus.  There  is  a serous  discharge  which,  when 
stained,  shows  but  a few  pus  cells  and  a saprophytic 
organisms.  Real  ulceration  about  the  meatus  is  un- 
common until  secondaries  appear.  Because  of  the 
urethral  lymphatic  drainage  being  into  the  pelvic 
area,  inguinal  adenopathy  is  unusual  and  distress 
may  be  mainly  pelvic. 

Any  sign  suggestive  of  primary  lues  may  be  due 
to  previous  local  treatment,  examinations,  secondary 
infections  or  lymphatic  drainage  peculiarities.  Non- 
specific infections,  as  interdigital  ringworm  below 
poupart’s,  may  cause  an  inguinal  adenopathy. 

Darkfield  diagnosis  is  essential  in  all  genital 
sores,  though  not  entirely  reliable.  There  are  many 
saprophytic  sprilla  which  are  easily  confused  by 
experts.  In  securing  serum  for  this  test,  pontocaine 
local  anesthesia  permits  better  scarifying  and  does 
not  affect  the  treponema.  When  serum,  not  blood, 
exudes,  a capillary  pipet  held  with  distal  end  down 
collects  it  by  both  gravity  and  capillary  attraction. 
The  tubes  ends  need  be  sealed  with  vaseline  before 
being  sent  to  the  laboratory.  If  the  first  specimen 
is  found  negative,  one  can  dress  the  sore  with 
thymol  iodide  or  boric  acid  powder  which  do  not 
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affect  the  pale  spirochete  and  secure  another  speci- 
men the  next  day. 

If  the  darkfield  and  Wassermann  are  both  nega- 
tive, one  can,  by  perserverance,  plus  flooding  the 
sore  with  saline,  obtain  a sufficient  quantity  of 
strongly  antigenic  serum  for  a serologic  test. 

Ordinary  cleanliness,  plus  dusting  with  a mild 
powder,  as  thymol  iodide  or  boric  acid,  is  usually 
sufficient  local  treatment.  Wet  boric  acid  dressings 
may  be  more  comforting. 

*.  CHANCROID 

An  insignificant  papule  appears  within  from  one 
to  five  days  after  exposure.  This  breaks  down,  be- 
comes more  painful  and  spreads  in  all  directions. 
New  ulcers  develop  wherever  one  touches.  These 
are  nonindurated  unless  treated.  Adenopathy  is  in- 
significant, unless  secondary  organisms  enter.  The 
nodes  may  then  suppurate.  Women  may  convey  the 
infection  without  showing  active  lesions  themselves. 

Diagnosis  made  by  finding  the  Ducrey  diplo- 
bacilli  in  currettings  from  the  sore  is  somewhat  un- 
reliable. The  organisms  are  difficult  to  find  and 
others  resemble  them  closely.  They  appear  as  a few 
clusters  of  small  gram-positive  pleomorphic  diplo- 
bacilli,  both  intra-  and  extracellular  and  upon  the 
repair  cells. 

An  intradermal  antigen  injection  test1,  2 can  be 
made,  using  a laboratory  culture  of  the  dead  bacilli, 
though  its  reliability  is  none  too  certain.  A positive 
test  is  shown  by  a hard,  bluish  nodule  developing 
at  the  point  of  the  injection. 

Treatments  are  multiple  and  specific  in  the  hands 
of  their  promulgators.  The  common  principle  of  all 
is  coagulation,  to  be  followed  with  bland  moist 
dressings. 

A popular  treatment  is,  under  anesthesia,  prefer- 
ably general,  coagulate  but  once  with  full  strength 
formaldehyde.  Cleansing  wet  dressings  are  the  after- 
treatment.  A less  severe  office  treatment  is  under 
local  anesthesia  to  daily  fill  the  sore  with  crystals 
of  mild  silver  proteinate,  argyrol  or  mercurochrome. 
The  malodorous  iodoform  powder  serves  without  an 
anesthetic. 

Failure  of  therapy  is  most  often  due  to  a mis- 
taken diagnosis  or  using  the  coagulation  treatment 
before  sufficient  local  immunity  has  been  produced 
to  cooperate  to  the  fullest  extent.  It  is  well  to  treat 
symptomatically  with  cleansers  and  local  pain  re 
lievers  for  a week  or  ten  days  before  coagulating. 

1.  Greenblatt,  R.  B.  and  Sanderson,  E.  S. : Intradermal 
Chancroid  Bacillary  Antigen  Test  As  Aid  in  Differential 
Diagnosis  of  Venereal  Bubo.  Am.  J.  Surg.,  41:384-392, 
Sept.,  1938. 

2.  Sanderson,  E.  S.  and  Greenblatt,  R.  B. : Chancroid 
and  Associated  Venereal  Diseases.  Urol.  & Cutan.  Rev., 

42:717-720.  Oct..  1938. 


Opening  a chancroidal  bubo  requires  hospitaliza- 
tion. Cases  of  unexplained  sudden  death  have  re- 
sulted. Occasionally  the  adjacent  blood  vessel  walls 
may  have  become  so  weakened  that  removal  of  the 
protective  pressure  permits  a rupture  and  hemor- 

r*laSe-  PHAGADENA 

Phagadenic  ulcerations  of  the  genitalia  are  not 
truly  venereal,  since  they  may  follow  such  things 
as  thermal  or  chemical  bums,  abscesses,  etc.1 2 3  It  is 
not  a disease  entity,  but  a symptom-complex,  result- 
ing from  secondary  infections  implanted  upon  vari- 
ous others  involving  the  unclean  regions,  eventuat- 
ing in  progressive  and  persistent  ulceration  of  the 
skin  and  underlying  tissues.  The  common  factor  is 
that  of  the  area  being  soiled  with  feces.  Streptococci 
seem  to  be  the  most  necessary  organisms.  Treatment 
is  symptomatic,  depending  upon  the  complicating 
conditions.  This  disease,  preferring  cachetic  individ- 
uals, complicates  treatment. 

Vincent’s  ulcerations 
(The  fourth  disease) 

Clinical  characteristics  are  a whitish  necrotic, 
sloughing  area  overlying  a raw  bleeding  surface, 
plus  a foul  trench  mouth-like  odor.  Associated  con- 
ditions are  a balanitis  and  tight  foreskin.  Distinct 
lymphatic  streaks  may  lead  to  adjacent  glands. 

This  infection  prefers  the  cachetic,  uncircumcised 
male.  Constitutional  symptoms  of  a toxemia  may 
be  marked.  It  may  affect  women  as  a secondary  in- 
fection, following  local  genital  diseases  or  injuries. 
It  is  not  confined  to  those  given  to  sexual  perver- 
sions, but  is  more  common  among  such  individuals. 

The  diagnosis  is  confirmed  by  finding  the  large 
long,  pointed  bacilli,  and  the  lightly  staining  spiril- 
lum in  the  discharge. 

Treatment — Exposure  by  a dorsal  slit  and  perox- 
ide dressings  are  insufficient.  Much  cleansing,  plus 
prolonged  antiseptic  dressings,  are  needed.  Dead 
plaques  should  be  washed  not  picked  away  to  pre- 
serve all  the  tissue  possible.  Sulfanilamide  is  of 

value.  GRANULOMA  INGUINALE 

This  affliction  of  the  unclean  parts  of  unclean 
people  begins  as  a papule,  or  herpetic-like  sore, 
which  breaks  down  and  spreads  superficially  in  all 
directions.  It  is  a skin  and  not  a systemic  infection. 
Deeper  tissues  and  adjacent  glands,  if  involved,  are 
but  mildly  so.  The  inguinal  region  of  the  male  and 
perineal  regions  of  the  females  are  areas  of  predilec- 
tion, with  the  colored  race  being  the  most  affected. 

Diagnosis  is  confirmed  by  finding  Donovan’s 

3.  Holman,  E. : Phagedenic  Ulceration  — its  Recognition 
and  Treatment.  Surg.,  Gynec.  & Obst.,  60:304-317,  Feb. 
(No.  2A),  1936. 
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bodies  in  scrapings  from  the  sore,  when  stained 
with  Wright’s  stain.  Depth  of  staining,  size  and  re- 
lationship as  to  cells  vary.  Superficially  they  re- 
semble large  gonococci  in  mononuclear  cells. 

Intravenous  tartar  emetic  or  one  of  the  more  ele- 
gant proprietary  preparations  of  antimony,  as  fua- 
din,  is  specific  for  this  disease.4  It  is  given  in  doses 
of  from  a half  to  one  and  a half  grains  in  10  cc.  of 
water  at  least  twice  weekly,  until  muscle  or  joint 
stiffness  or  peripheral  neuritis  appears.  The  dose  is 
then  reduced  to  sufficient  to  continue  a slight  joint 
and  muscle  stiffness. 

VIRUS-CAUSED  ULCERATIONS 

These  are  the  primary  lesions  of  lymphogranu- 
loma inguinale,  genital  herpes,  venereal  warts  and 
possibly  the  endocrine  or  aphthous  ulcers  of  the 
genitalia.  Only  in  the  case  of  lymphogranuloma  in- 
guinale has  sufficient  investigation  been  done  to 
completely  clarify  the  causal  relationship. 

LYMPHOGRANULOMA  INGUINALE 

This  disease  also  known  as  tropical  bubo,  climatic 
bubo  and  Nicholas  Favre’s  disease  begins,  most 
often  in  from  one  to  four  weeks  after  exposure  as  a 
flat  papule,  ]/s  to  ]/2  inch  in  diameter,  or  a herpetic- 
like  sore.5  It  may  resemble  a true  hard  or  soft 
chancre.  There  is  little  or  no  destruction  of  tissue, 
with  the  primary  being  most  often  unnoticed. 

The  severe  and  painful  adjacent  adenopathy  is 
the  dominant  symptom.  The  glands  enlarge  and 
become  most  painful.  The  overlying  skin  may  be- 
come bluish  with  all  the  signs  of  pus  formation.  If 
the  bubo  is  then  opened  or  breaks  of  its  own  ac- 
cord, serum,  not  pus,  exudes.  The  patient  feels  re- 
lieved, only  a secondary  infection  enters  to  become 
chronic. 

Woman’s  symptoms  may  be  those  of  a frozen 
pelvis.  Secondary  infection  may  cause  a perirectal 
abscess.  Rectal  strictures  often  follow. 

Diagnosis  is  made  upon  clinical  findings,  by  ex- 
clusion of  the  similar  conditions  and  the  Frei  intra- 
cutaneous  antigen  test.  If  this  material  is  good,  it 
gives  too  many  false  positives.  If  old,  and  it  deteri- 
orates rapidly,  the  error  is  opposite.  This  antigen  is 
made  as  a dilute  emulsion  (1-10)  of  the  glands  of 
a known  case.  Commercial  antigens,  made  from 
mouse  brains,  etc.,  are  not  yet  entirely  beyond 
the  experimental  stage. 

These  glands  should  not  be  opened,  as  this  merely 
permits  secondary  infections  to  enter.  Radical  dis- 

4.  Randall,  A.:  Therapeutic  Value  of  Two  New  Syn- 
thetic Antimony  Compounds  in  Cases  of  Granuloma  In- 
guinale. J.  Urol.,  9:491-504,  June,  1923. 

5.  Wilmoth,  C.  L. : Lymphogranuloma  Inguinale:  J. 

Urol.,  37  : 394-398,  Mar.,  1937. 


section  is  permissible.  Permitting  spontaneous  rup- 
ture subjects  the  patient  to  unduly  long  distress 
and  too  often  eventuates  in  a pepper  box  arrange- 
ment of  draining  sinuses.  Roentgen  treatment  is 
advocated  by  some,  but  approaches  too  close  to  the 
sexual  glands  for  entire  safety.  Some  claim  good  re- 
sults from  infrared.  Antimony  as  for  the  granuloma 
inguinale  is  much  used. 

Though  treatment  is  similar,  granuloma  inguinale 
and  lymphogranuloma  inguinale  are  distinctly  dif- 
ferent entities.  Granuloma  inguinale  is  a local  dis- 
ease, causing  but  mild  systemic  disturbances,  while 
lymphogranuloma  inguinale  is  a local  manifestation 
of  a systemic  infection. 

HERPES  PROGENITALIS 

Genital  fever  sores  are  more  distressing  than  the 
lip  variety.6  Both  sexes  are  affected.  The  causative 
virus  is  akin  to  that  of  herpes  zoster  and  chicken 
pox.  Experimental  inoculations  have  shown  trans- 
missions being  possible,  with  a local  immunity  being 
developed.  Susceptibility  in  adjacent  areas  still  con- 
tinues indefinitely.  The  blebs  are  characteristically 
associated  with  some  kind  of  sexual  activity,  be  it 
the  usual,  manual  or  mental. 

Treatment  is  psychic,  plus  local  application  of 
spirits  of  camphor  or  a 10  per  cent  guaiacol  in 
glycerin  which  acts  both  as  a local  anesthetic  and 
antiseptic. 

VENEREAL  WARTS 

Condylomata  acuminata  are  mildly  contagious, 
soft  papillomata,  involving  the  genital  regions  of 
both  sexes.7  Causative  organism  is  probably  a fil- 
terable virus  not  yet  positively  identified.  Infection 
results  from  repeated  exposures  by  contact. 

Clinical  course  is  chronic.  They  may  become  con- 
glomerate or  confluent  and  may  spread  to  the  anal 
area.  The  majority  disappear  within  from  a few 
days  to  three  or  four  months  if  kept  clean. 

If  only  a few,  cautery  treatment  is  recommended. 
If  many  and  distressing,  radiotherapy  in  skin  dosage 
is  specific.  Ten  per  cent  guaiacol  in  glycerin  causes 
an  initial  burning  pain,  followed  by  relief  lasting 
for  some  time.  Dusting  powders  are  much  used. 

Condylomata  lata,  always  associated  with  syph- 
ilis, are  flatter  than  the  acuminata.  Luetic  inguinal 
and  pelvic  adenopathies  always  accompany  them, 
whereas  the  acuminata  cause  only  circumscribed 
symptoms.  Other  signs  of  secondary  lues  assist  in 
making  the  diagnosis.  With  appropriate  antiluetic 

6.  Ullmann,  E.  V. : Prevention  of  Recurring  Herpes. 
Northwest  Med.,  38:15-18,  Jan.,  1939. 

7.  Jacobson,  L.  H.  and  Jones,  W.  R. : Venereal  Warts,  a 
Misnomer  and  Specific  Treatment:  Urol.  & Cutan.  Rev., 
41:28-29,  Jan.,  1938. 
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treatment  and  cleanliness,  the  growths  quickly  dis- 
appear. 

ENDOCRINE  ULCERS 

(Genital  canker  sores) 

These  affect  women  about  the  menstrual  time 
and  men  suffering  from  the  combination  of  genital 
uncleanliness  and  psychosexual  upsets.8  Clinical  ap- 
pearance is  almost  identical  with  the  mouth  canker 
sores,  which,  in  woman's  case,  accompany. 

They  usually  appear  just  before  the  menstrual 
period,  though  I have  seen  them  affect  an  ovariec- 
tomized  woman.  Duration  is  about  a week  or  until 
the  flow  stops.  Duration  in  man’s  case  is  also  about 
a week  with  no  regular  time  of  appearance.  Recur- 
rences in  the  same  individual  are  the  rule.  Distress 
is  quiet  considerable.  The  cause  is  still  speculative. 

Treatment  is  purely  symptomatic  since  they  are 
self-limited.  A cotton  pledget  carrying  a local  anes- 
thetic gives  relief.  Maintaining  local  cleanliness  as- 
sists nature  in  repairing  the  damage. 

MISCELLANEOUS 

Kraurosis  vulva,  the  end-result  of  puritis  vulvae, 
is  a thickened  and  eczematous  condition  of  the 
vulvar  epithelium.  Mold  and  yeast  infections  may 
be  contributing  factors  in  causing  the  itching.  Paint- 
ing the  parts  twice  weekly  with  2 per  cent  gentian 
violet  in  10  per  cent  alcoholic  solution  relieves 
many,  particularly  those  carrying  yeast  infections.9 
Painting  with  10  per  cent  guaiacol  in  glycerin,  fol- 
lowed by  radiant  heat,  serves  better  in  some  cases. 
Injections  of  alcohol  into  the  tissues  or  surgery 
may  be  a last  resort. 

Occasionally  unusually  vigorous  manual  mastur- 
bative  efforts  result  in  edema  of  the  vulva  or  penis 
or  even  epithelial  breaks.  Both  sexes  are  given  to 
consulting  the  physician  in  bewilderment,  as  to  how 
their  solitary  sin  could  have  resulted  in  a chancre. 
The  true  reason  for  the  rubbing  is  seldom  given. 

Other  conditions  classified  as  chancres  by  the  pa- 
tient are  almost  unlimited.  All  needed  for  a diag- 
nosis is  a guilty  conscience  and  a spot  about  the 
genitalia.  Sebacous  cysts,  haircuts,  linear  breaks 
in  the  integument,  a burn  from  venereal  prophy- 
lactic, medication  in  general,  scabies,  blisters,  in- 
significant discolorations  and  papules  are  a few  of 
the  more  common  conscience  chancres. 

CONCLUSIONS 

Diagnosis  of  genital  sores  must  still  rest  upon 
history,  plus  clinical  findings  confirmed  by  the  lab- 
oratory tests.  Of  these,  clinical  findings  are  probably 

8.  Ziserman,  A.  J. : Ulcerative  Vulvitis  and  Stomatitis 
of  Endocrine  Origin.  J.  A.  M.  A.,  104:826,  Mar.  9,  1935. 

9.  Sutton,  R.  L«.,  Jr.:  Gentian  Violet  as  Therapeutic 

Agent  with  notes  on  Case  of  Gentian  Violet  Tatto.  J.  A. 
M.  A„  110:1733-1738,  May  21,  1938. 


the  most  important,  particularly  in  differentiating 
the  various  kinds  of  nonluetic  sores.  In  all  non- 
luetic  cases  it  is  well  to  repeat  the  physical  exam- 
ination and  Wassermann  test  three  and  six  months 
after  disappearance  of  all  clinical  symptoms. 

In  the  case  of  luetic  sores,  granuloma  inguinale 
and  condylomata,  the  treatment  approaches  stan- 
dardization. With  all,  the  physician  first  relieves 
the  acute  symptoms,  then  makes  a diagnosis  and 
finally  assists  nature  in  effecting  a cure.  Local  med- 
ication is  more  efficient  after  nature  has  had  a 
chance  to  develop  some  local  immunity  than  in  the 
early  stages  of  the  infections.10 * 

INTRAVENOUS  ANAESTHESIA  WITH 
PENTOTHAL  SODIUM  IN 
GENERAL  SURGERY* 

Arthur  O.  Tucker,  M.D. 

SEATTLE,  WASH. 

The  writer  has,  for  many  years,  been  interested 
in  anesthesia,  and  has  been  eager  to  find  some  way 
in  which  the  induction  stage  of  a general  anesthetic 
could  be  made  more  pleasant,  and  the  recovery 
therefrom  devoid  of  the  misery  and  agony  that 
many  patients  endure.  The  gases  and  spinal  anal- 
gesics are  limited  in  usefulness  while  ether  has,  to 
say  the  least,  left  a toll  of  unpleasant  memories. 

Much  effort  has  been  expended  to  produce  a 
perfect  anesthetic  agent  but  this  will  not  be  ac- 
complished until  an  agent  is  found  that  is  simple 
to  administer,  pleasant  to  take,  produces  perfect 
relaxation  and  is  nontoxic  in  effect. 

Various  drugs  have  been  used  intravenously  to 
produce  anesthesia  since  Ore  first  attempted  it  in 
1872,  with  chloral  hydrate.  However,  it  has  only 
been  since  1929  when  Zerfas  and  his  associates 
first  used  sodium  amytal,  that  any  real  progress  in 
intravenous  anesthesia  has  been  made.  Nembutal 
was  first  used  as  an  intravenous  anesthetic  in  1930, 
evipal  soluble  in  1932  and  pentothal  sodium  in 
1934.  There  is  a vast  difference  in  the  effect  pro- 
duced by  various  barbiturates  when  used  intraven- 
ously. Lundy1  divides  them  into  three  groups  based 
on  duration  of  effect.  (1)  prolonged  effect  e.g.  so- 
dium amytal,  (2)  sustained  effect  e.g.  nembutal, 
and  (3)  transient  effect  e.g.  evipal  soluble  and  pen- 
tothal sodium. 

The  intention  of  this  paper  is  to  call  attention  to 
a comparatively  recent  drug  known  as  sodium  ethyl 

10.  Kahn,  R.  S. : Tissue  Immunity.  Chas.  C.  Thomas, 
Springfield,  111.,  1936. 


* Read  before  a meeting  of  the  King  County  Medical  So- 
ciety, April  17,  1939. 

1.  Lundy,  J.  S. : Intravenous  Anesthesia  Especially  With 
Evipal  Soluble  and  Pentothal  Sodium.  Am.  J.  Surg.,  34 : 
559-570,  Dec.,  1936. 
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1-methyl  butyl  thiobarbituric  acid  (pentothal  so- 
dium), and  to  present  statistics  and  observations 
on  a series  of  three  hundred  and  seventy-seven  an- 
esthetics, summarizing  the  interesting  features  that 
presented  themselves  in  its  use  as  an  intravenous 
anesthetic  in  general  surgery. 

CHEMISTRY 

Pentothal  sodium  is  closely  related  to  sodium  iso- 
amyl ethyl  barbituric  acid  (sodium  amytal)  and 
sodium  ethyl  1-methyl  butyl  barbituric  acid  (nem- 
butal).2 Pentothal  differs  from  nembutal  in  that 
one  atom  of  oxygen  has  been  replaced  by  an  atom 
of  sulphur  on  the  urea  side  of  the  molecule,  making 
it  40  to  50  per  cent  more  potent  without  increas- 
ing its  toxicity  over  that  of  evipal  soluble.  Pen- 
tothal is  a lemon  yellow  powder  with  a bitter 
taste  and  a sulphur  odor,  readily  soluble  in  water 
and  alkaline  in  reaction.  The  drug  is  dispensed  in 
one-half  and  one  gram  ampules  of  sufficient  size  to 
hold  ten  and  twenty  cc.  of  fluid  respectively.  When 
dissolved  in  this  amount  of  fluid  it  makes  a 5 per 
cent  solution.  If  used  in  a 5 per  cent  solution  each 
cc.  will  represent  three-fourths  grain  of  the  drug. 

PHYSIOLOGIC  ACTION 

In  discussing  the  physiologic  action  of  pentothal 
sodium  remarks  will  be  confined  as  much  as  pos- 
sible to  observations  at  the  operating  table  and 
during  recovery  from  the  effect  of  the  drug. 

The  effect  produced  by  pentothal,  when  given 
intravenously,  can  be  divided  into  four  stages: 
(1)  amnesia,  (2)  hypnosis,  (3)  anesthesia  and, 
(4)  depression.  These  stages  follow  one  another  in 
rapid  succession;  this  is  especially  true  of  the  in- 
terval between  the  stage  of  anesthesia  and  that  of 
depression.  Deep  anesthesia  is  accomplished  by  this 
agent  only  by  inducing  a profound  hypnosis. 

Pentothal  is  comparable  to  evipal  in  action,  but 
the  increased  potency  of  pentothal  produces  an  in- 
duction that  is  smoother,  faster  and  more  certain. 
Pentothal  seldom  causes  twitchings  and  restlessness 
during  induction  or  recovery  from  its  effect. 

Pentothal  sodium,  like  all  barbiturates,  is  a res- 
piratory depressant.  Almost  immediately  after  in- 
jecting one  or  more  cc.  a change  in  the  normal  res- 
piratory rhythm  will  be  noted. 

At  first  the  breathing  will  be  slower  and  deeper, 
changing  as  the  anesthesia  deepens  to  a more  shal- 
low and  rapid  breathing  but  regular  at  all  times. 
With  this  marked  change  in  the  respiratory  pattern 
never  has  cyanosis,  as  one  might  expect,  been  a 
troublesome  factor.  However,  two  patients  in  this 

2.  Garofalo,  M. : Present  Status  of  Pentothal  Sodium 
As  An  Anesthetic  Agent.  J.  Connecticut  Soc.,  2:550-557, 
Nov.,  1938. 


series  stopped  breathing,  both  of  these  occuring  in 
the  early  stage  of  the  anesthesia,  and  undoubtedly 
due  to  a too  rapid  injection.  In  both  cases  respira- 
tion was  reestablished  promptly  by  rhythmic  pres- 
sure on  the  chest  and  administration  of  carbon  di- 
oxide and  oxygen  under  light  pressure. 

When  properly  administered,  pentothal  sodium 
causes  little  change  in  the  pulse  rate.  A patient  un- 
der deep  anesthesia  will  occasionally  show  an  in- 
crease in  pulse  rate  of  from  ten  to  twenty  beats, 
depending  on  the  depth  of  anesthesia.  It  is  ap- 
parent that  patients  who  received  pentothal  left 
the  operating  table  in  much  better  condition  than 
those  patients  who  had  received  ether  (chart  1). 

THE  EFFECT  OF  PENTOTHAL  SODIUM 
ON  THE  PULSE  F^ATE  AS  COMPARED  WITH 
ETHEF^ 


THE  FIGURES  IN  THE  GRAPH  REPRESENT  THE 
AVERAGE  PULSE  RATE  OF  TWO  HUNDRED  PATIENTS 
WHO  RECEIVED  PENTOTHAL  SQDIUM  AND  A LIRE 
NUMBER  OF  PATIENTS  WHO  RECEIVED  ETHER 

® Perrto-tha.1  Sodium  ■ E-ther> 

Chart  1. 

The  pulse  was  not  only  slower  but  the  quality  was 
invariably  better.  This,  however,  was  due  in  part 
to  the  fact  that  the  patients  who  received  pentothal 
also  received  intravenous  fluid  during  operation. 
This  wTas  not  true  of  patients  who  received  ether. 

To  determine  the  value  of  intravenous  fluid  given 
during  operation,  one  hundred  records  were  re- 
viewed; fifty  records  of  patients  who  received  the 
pentothal  without  intravenous  fluid  (direct  method) 
and  fifty  records  of  patients  who  received  the  pen- 
tothal with  intravenous  fluid  (indirect  method). 
Pulse  rate  was  taken  from  the  record  the  evening 
before  operation,  immediately  following  operation 
and  six  hours  later,  and  an  average  rate  calculated 
as  is  shown  in  chart  2. 

It  is  seen  that  the  average  pulse  rate  immedi- 
ately following  operation  was  fourteen  beats  slower 
in  patients  who  received  the  pentothal  with  intra- 
venous fluid,  notwithstanding  the  fact  that  the 
majority  of  patients  who  received  the  pentothal 
without  intravenous  fluid  underwent  short  opera- 
tions lasting  thirty  minutes  or  less. 
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COMPARISON  OF  PULSE  RATE  AFTER  PENTOTHAL 
SODIUM  WAS  GIVEN  DIRECTLY  WITH  THAT 
GIVEN  INDIRECTLY 


THE  FIGURED  IN  THE  GRAPH  REPRESENT  THE  AVERAGE 
PULSE  RATE  OF  SO  PATIENTS  WHO  DIO  NOT  RECEIVE 
INTRAVENOUS  FLUID  AND  A LIRE  NUMBER  OF  PATIErfT? 
WHO  DID  RECEIVE  INTRAVENOUS  FLUID. 

■1  direct EZ2  indir»ecrtjy 

Chart  2. 


There  was  little  change  in  blood  pressure.  If  any 
change  occurred  it  was  usually  found  in  the  early 
stage  of  anesthesia,  and  was  noted  as  a fall  of  not 
more  than  twenty  points  returning  shortly  to  its 
former  level.  An  over  dose  may  cause  a sudden 
fall,  which  remains  until  the  anesthesia  lightens, 
when  it  returns  to  its  previous  level. 

Pentothal  sodium  used  alone  was  unsatisfactory 
for  abdominal  surgery,  in  the  average  case,  as 
muscular  relaxation  was  not  adequate.  However, 
when  proper  preliminary  medication  was  used  mus- 
cular relaxation  was  entirely  satisfactory  to  most 
surgeons,  some  of  whom  had  been  accustomed  to 
operating  under  spinal  analgesia. 

In  most  patients,  the  throat  reflexes  were  not 
completely  abolished,  even  under  deep  anesthesia. 
If  the  reflexes  were  present  it  was  impossible  to 
use  an  airway.  By  turning  the  patient’s  face  to  one 
side  and  extending  the  head  well  back  there  was 
seldom  any  need  for  an  airway  nor  was  it  necessary 
to  support  the  jaw. 

If  the  anesthesia  were  allowed  to  become  too 
shallow,  slight  movements  of  the  hands,  feet,  head 
or  some  other  part  of  the  body  would  appear,  in- 
dicating a transition  from  the  stage  of  anesthesia 
to  that  of  hypnosis.  Although  advisable  to  use  such 
movements  as  a guide  for  further  injections  of  pen- 
tothal in  minor  surgery  or  other  types  of  surgery 
where  such  movements  were  not  objectionable,  it 
is  obvious  that  such  movements  should  not  be  al- 
lowed to  occur  during  abdominal  surgery. 

The  skin  remains  warm  and  dry  at  all  times.  No 
patient  in  this  series  perspired  during  anesthesia. 
Eye  signs  are  practically  of  no  value  as  a guide  to 
depth  of  anesthesia. 

Induction  with  pentothal  was  always  remarkably 
quiet.  There  was  no  struggling  whatever.  Patients 


merely  closed  their  eyes  and  went  to  sleep.  The 
awakening  from  effect  of  the  drug  was  equally 
pleasant. 

The.  duration  of  postoperative  sleep  was  found  to 
depend  chiefly  upon  two  factors,  the  kind  and 
amount  of  preliminary  medication  employed  and 
the  amount  of  pentothal  sodium  used.  To  determine 
these  factors,  twenty-five  records  of  patients  who 
received  the  routine  preliminary  medication  and 
pentothal  in  5 per  cent  solution,  selected  at  ran- 
dom from  one  hundred  and  fifty  records  studied, 
were  used.  While  most  patients  would  apparently 
sleep  much  longer,  a patient  was  considered  to  be 
awake  when  he  could  be  aroused  and  would  answer 
questions  coherently. 


Amount  of 

Drug  Used  Duration  of  Sleep 


Case  No. 

cc. 

hours 

minutes 

16986 

15 

1 

16995 

20 

35 

16966 

20 

1 

40 

16941 

20 

1 

20 

16983 

30 

1 

17 

16978 

30 

1 

45 

17018 

20 

1 

*16984 

15 

20 

*16984 

10 

Awake 

*16984 

10 

20 

17053 

16 

50 

17001 

35 

2 

30 

1 7063 

25 

1 

15 

17079 

50 

3 

5 

17077 

20 

1 

45 

17C80 

24 

2 

20 

17086 

45 

3 

50 

17093 

50 

45 

17108 

25 

i 

30 

**16216 

60 

3 

10 

17544 

25 

50 

17561 

40 

1 

20 

17917 

35 

i 

18375 

50 

2 

25 

18405 

♦Same  patient. 

20 

1 

10 

**Duration  of  anesthetic  4 hours,  20  minutes. 


Table  1.  Duration  of  postoperative  sleep  following  the 
use  of  pentothal  sodium  as  an  intravenous  anesthetic. 

It  is  seen  from  a study  of  table  1 that  the  dura- 
tion of  post  operative  sleep  varies  greatly  in  indi- 
viduals, e.g.  patient  16995  received  one  gram  of 
pentothal  and  slept  thirty-five  minutes,  while  pa- 
tient 16966  also  received  one  gram  and  slept  one 
hour  and  forty  minutes.  Patient  17079  received 
two  and  a half  grams  and  slept  three  hours  and 
five  minutes,  while  patient  17093  received  the  same 
amount  of  pentothal  and  slept  only  forty-five  min- 
utes. Patient  16216  received  three  grams  during  an 
operation  lasting  four  hours  and  twenty  minutes 
and  slept  three  hours  and  ten  minutes.  Narcotics 
were  seldom  required  for  pain  and  restlessness  be- 
fore six  hours  and  many  patients  went  as  long  as 
twelve  hours  before  receiving  any. 

Post  operative  nausea  and  vomiting  were  prac- 
tically unknown  in  this  series.  Only  in  a few  cases 
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were  nausea  and  vomiting  of  any  consequence  and 
in  the  majority  of  these  the  cause  could  easily  be 
traced  to  a sensitivity  to  narcotics,  or  to  some 
factor  following  a particular  type  of  surgery. 

Number 


Types  of  Operations  of  each 

1.  Appendectomy  77 

2.  Gastric  resection  1 

3.  Intestinal  resection  3 

4.  Operation  on  the  gall  bladder 12 

5.  Nephrectomy  4 

6.  Nephrotomy  2 

7.  Hysterectomy  41 

8.  Removal  of  ovarian  cyst 9 

9.  Salpingectomy  9 

10.  Suspension  of  uterus 12 

11.  Resection  of  rectum 2 

12.  Exploratory  laparotomy  3 

13.  Colostomy  1 

14.  Spleenectomy  1 

15.  Perineorrhaphy  and  trachelorrhaphy 17 

16.  Operation  on  the  abdominal  wall  and  hernia 18 

17.  Curettage  17 

18.  Mammectomy 

a.  Simple  3 

b.  Radical  9 

19.  Fractures 

a.  Closed  reduction  28 

b.  Open  reduction  6 

20.  Plastic  operation  on  face 3 

21.  Rib  resection  3 

22.  Operation  on  accessory  sinuses 11 

23.  Submucous  resection  S 

24.  Operation  on  the  eye 

a.  Enucleation  S 

b.  Cataract  extraction  7 

25.  Prostatectomy  (suprapubic)  9 

Transurethral  resection  8 

26.  Hemorrhoidectomy  6 

27.  Urethrotomy  (internal)  2 

28.  Removal  of  tumor  from  knee  joint 1 

29.  Miscellaneous  .. 42 

Total  377 

Evipal  Soluble  was  administered  in  S3  cases. 


Table  2.  Variety  of  operative  procedures  done  under 
pentothal  sodium  intravenous  anesthesia. 

PRELIMINARY  MEDICATION 

There  exists  at  the  present  time  some  difference 
of  opinion  as  to  what  constitutes  proper  preliminary’ 
medication  for  pentothal  sodium  anesthesia.  It  has 
been  found  in  this  series  of  observations  that  pre- 
liminary medication  is  invaluable.  This  is  due  to 
the  fact  that  in  maintaining  anesthesia  with  pento- 
thal in  operations  associated  with  any  great  amount 
of  pain  much  larger  doses  are  required  to  produce 
the  desired  effect  without  preliminary  medication. 
In  attempt  to  keep  the  patient  quiet  an  overdose  is 
apt  to  result. 

Preliminary  medication  used  by  the  author  has 
given  the  desired  results  and  briefly  is  as  follows: 

1.  All  patients  received  ample  sedation,  usually 
one  of  the  slower  acting  barbiturates  being  used, 
such  as  sodium  amytal,  nembutal  or  ipral  sodium, 
the  night  before  operation.  This  medication  not 
only  insures  the  patient  a peaceful  night’s  rest,  but 
supplies  the  anesthetist  with  important  data  as  to 


the  patient’s  reaction  to  the  barbiturates.  This  in- 
formation is  often  valuable. 

2.  On  the  morning  of  operation,  all  adult  pa- 
tients receive  not  more  than  one-sixth  grain  of  mor- 
phine and  1/150  grain  of  atropin  by  hypo  forty- 
five  minutes  before  surgery.  Patients  who  are  ex- 
tremely apprehensive  are  given  one  of  the  slower 
acting  barbiturates  one  and  a half  hours  before 
surgery. 

3.  All  abdominal  cases  receive  four  drams  of 
paraldehyd  and  one  and  one-half  cc.  of  benzyl- 
alcohol  in  three  ounces  of  saline  solution,  per  rec- 
tum, one  and  a half  hours  before  surgery.  In  upper 
abdominal  surgery  four  ounces  of  a 60  per  cent 
ether  in  olive  oil  is  substituted  for  the  paraldehyd 
and  is  given  thirty  minutes  before  surgery. 

4.  Children  over  ten  years  of  age  receive  this 
medication  in  proportion  to  age. 

The  use  of  paraldehyd  or  ether  per  rectum  as  a 
supplement  to  pentothal  sodium  intravenously  im- 
proves muscular  relaxation  to  a point  where  the 
surgeon  does  abdominal  surgery  with  ease  and 
dispatch.  Their  use  does  not  retard  recovery  to  any 
great  extent.  When  paraldehyd  is  used  it  requires 
no  special  attention  to  the  rectum,  other  than  the 
usual  enema  the  evening  before  operation.  How- 
ver,  in  using  ether  it  is  necessary  to  have  the  rectum 
cleansed  the  evening  before  operation  with  one  or 
more  enemas  and  a plain  water  enema  the  morning 
of  operation,  at  least  thirty  minutes  before  the 
ether  is  given.  Ether  remaining  in  the  rectum  after 
surgery  should  be  removed,  and  the  rectum  flushed 
with  plain  water  after  which  two  ounces  of  olive 
oil  are  instilled. 

TECHNIC  OF  ADMINISTRATION 

Administration  of  pentothal  sodium  is  by  frac- 
tional or  intermittent  injections  as  outlined  in 
chart  3,  a typical  example  of  the  average  case. 

The  amount  necessary  to  induce  anesthesia  varies 
greatly  in  individuals  and  often  in  the  same  patient 
on  subsequent  use.  Likewise,  this  wide  variation  is 
often  found  in  maintenance,  some  patients  requiring 
as  much  as  two  grams  to  maintain  surgical  anes- 
thesia for  an  hour  while  other  patients  require  a 
less  amount  for  a satisfactory  anesthesia  for  three 
hours.  The  drug  has  a cumulative  action,  evidenced 
by  the  fact  that  the  longer  the  operation  continues, 
the  less  of  the  drug  is  needed  to  maintain  anes- 
thesia. 

When  the  author  began  using  pentothal  sodium 
as  an  intravenous  anesthetic  about  four  years  ago, 
the  syringe  needle  technic  was  employed.  With  this 
technic  the  drug  was  injected  directly  into  the 
vein.  This  method  was  found  to  be  very  unsatis- 
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GRAPH  SHOWING  AMOUNT  AND  INTERVAL 

BETWEEN  INJECTIONS  OF  PENTOTHAL  SODIUM 

MAF^CH  20.  1937  CASE  INO. 


m-j-n-u-tres 


It  If  tjjj  Ijj 

20  as  3 

— ■ 

5? 

jjrf 

ijjj 

ii 

ilfa 

iib 

jjr 

ui: 

W| 

i'i 

; 1 y(||  L 

lift 

JiU 

±Hj 

ijj; 

jijj 

wt 

A 

Al’ 

im 

jiii 

1 !!:  ' 

; M‘ 

§ 

luj 

i 

j 

1 

' 

Tt7 

ffl 

i 

I II 

1 l 

III 

ffl 

B 

k 

U’ 

| 

til 

I 

in; 

III 

1 

4 

9 A-  13  ia. 

gla.psed  'trfTne  between  ^njec.-tr iotis  . 


FEMALE  AGE  AJ  HEIGHT  G5"  WEIGHT  '\Gf’ 

CHOLECYSTECTOMY  AMD  APPENDECTOMY.  DURATION  OF  OPERATION  l' 40" 
8L00D  PRESSURE  BEFORE  124/7^  • AFTER^  II8/70  PULSE- BEFORE  88-AFTEf^90 
PENTOTHAL  SODIUM  1 GRAM.  NORMAL  SALINE  SOLUTION  900  CC 
NUSCULAfR  RELAXATION  GOOD  PATIENTS  GENERAL  C0NDITI0H  GOOD 


Chart  3. 


factory,  especially  in  long  surgical  procedures, 
because  (1)  it  required  that  the  anesthetist  devote 
his  entire  time  to  holding  the  needle  in  the  vein, 
preventing  him  from  attending  other  duties  on  the 
operating  team,  (2)  the  needle  would  often  become 
clogged  and  would  have  to  be  replaced,  which 
might  happen  when  the  patient  required  more 
pentothal  and,  (3)  venipuncture  is  at  times  rather 
difficult  and  when  so,  causes  an  unnecessary  delay. 

After  many  discouraging  experiences  with  the 
syringe  needle  or  direct  method  it  became  apparent 
that  an  improvement  in  technic  was  necessary.  Tak- 
ing advantage  of  the  fact  that  intravenous  fluid  is 
of  great  value  to  the  patient  during  long  surgical 
procedures  it  was  decided  to  utilize  this  means  of 
introducing  pentothal  into  the  blood  stream.  The 
method  is  very  simple.  It  consists  of  setting  up  an 
intravenous  outfit  for  the  infusion  of  fluids.  In  the 
rubber  tubing  leading  from  the  container  to  the 
intravenous  needle  is  incorporated  a Murphy  drip, 
the  one  without  the  hole  in  the  side  being  used.  This 
provides  a visible  guide  for  regulating  the  flow.  The 
flow  is  regulated  by  placing  a Hofman  clamp  on 
the  tubing  above  the  drip.  Any  kind  of  intravenous 
fluid  may  be  used  including  citrated  blood,  and  the 
amount  regulated  so  that  the  patient  receives  from 
three  hundred  to  fifteen  hundred  cc.  depending  on 
the  length  of  operation. 

Most  of  the  anesthetics  were  given  by  using 
either  the  median  basilic  or  median  cephalic  vein. 
Sometimes,  however,  it  is  impossible  to  use  a vein 
in  this  region.  When  this  occurs  one  can  often  be 
successful  in  locating  a vein  on  the  anterior  surface 
of  the  wrist  or  on  the  dorsum  of  the  hand  or  wrist. 
The  vein  selected  for  venipuncture  must  be  large 
enough  to  admit  a needle  not  smaller  than  twenty 
gauge,  in  order  that  at  least  five  hundred  cc.  of 
fluid  will  flow  through  it  in  an  hour.  Preparation 


of  the  skin  for  venipuncture  requires  no  special 
technic. 

The  pentothal  sodium  is  dissolved  in  the  original 
ampule-  using  the  fluid  employed  for  infusion  in 
sufficient  quantity  to  make  a 5 per  cent  solution. 
The  solution,  when  crystal  clear,  is  aspirated  into 
a twenty  cc.  syringe  through  a long  needle.  This 
long  needle  is  detached  and  a short  needle,  not 
larger  than  a 25  gauge,  with  a long  bevel  and  a 
very  sharp  point,  is  attached  to  the  syringe.  This 
type  of  needle  is  necessary,  to  avoid  the  possibility 
of  dislodging  a small  piece  of  rubber  into  the  lumen 
of  the  tubing,  thence  into  the  blood  stream.  Punc- 
ture is  made  as  near  the  intravenous  needle  as 
possible  by  passing  the  needle  obliquely  through 
the  wall  of  the  tubing  into  the  lumen. 

In  beginning  the  anesthetic  one  should,  without 
fail,  note  carefully  the  patient’s  particular  type  of 
breathing.  Then  an  initial  two  cc.  of  pentothal 
solution  is  injected,  after  one  minute,  another  two 
cc.  is  injected.  Usually  after  injecting  this  amount 
one  should  be  able  to  draw  a fairly  sound  conclu- 
sion as  to  the  patient’s  need  for  subsequent  injec- 
tions by  his  response  to  the  drug  and  its  effect  on 
respiration. 

One  or  two  more  injections  of  one  or  two  cc. 
each  will,  in  the  average  case,  produce  surgical 
anesthesia.  After  the  patient  is  in  surgical  anes- 
thesia one  again  should  note  the  patient’s  type  of 
breathing  and  use  it  as  his  guide  during  the  re- 
mainder of  the  anesthetic. 

Any  tendency  toward  imperceptible  breathing 
with  an  increasing  pulse  rate  is  a danger  signal. 
If  the  overdose  has  not  been  excessive,  and  if  no 
more  pentothal  is  given,  the  patient’s  previous  type 
of  breathing  will  shortly  reappear. 

If  the  overdose  has  been  excessive,  use  of  artifi- 
cial respiration  and  administration  of  carbon  diox- 
ide and  oxygen  under  light  pressure  may  be  neces- 
sary to  establish  the  previous  type  of  breathing. 

Beyond  this  no  unpleasant  experience  was  en- 
countered. However,  in  reviewing  the  literature,  it 
seems  to  be  the  opinion  of  most  writers  that  in  res- 
piratory failure  due  to  a temporary  paralysis  of  the 
respiratory  center,  adequate  doses  of  picrotoxin  or 
metrazol  should  be  employed  with  artificial  res- 
piration and  administration  of  carbon  dioxide  and 
oxygen  under  light  pressure. 

In  the  use  of  pentothal  sodium  as  an  intravenous 
anesthetic,  the  author  disagrees  with  writers  who 
recommend  its  use  in  short  operations  only,  and  as 
an  induction  agent,  as  this  agent  has  successfully 
been  used  by  him,  in  general  surgery. 
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Number 
of  cases 


1.  Those  over  four  hours 1 

2.  Those  over  three  hours 27 

3.  Those  over  two  hours 99 

4.  Those  over  one  hour 109 

5.  Those  under  one  hour 141 

Total  377 


Table  3.  Duration  of  anesthesia. 

INDICATIONS 

Pentothal  sodium  is  especially  indicated  for: 

1.  Operations  on  the  face,  head,  neck  and  upper 
chest.  The  anesthetist,  by  using  some  vein  in  the 
extremity  for  its  administration,  can  remain  out- 
side the  field  of  operation. 

2.  It  can  be  used  with  safety  in  operations  where 
the  cautery  or  diathermy  is  employed. 

3.  This  type  of  anesthetic  is  advantageous  to 
surgeons  in  operations  where  quiet  breathing  is 
essential. 

4.  It  is  especially  indicated  for  patients  who  are 
suffering  from  any  of  the  acute  diseases  of  the 
throat,  bronchi  or  lungs,  such  as  head  colds,  acute 
bronchitis,  early  stages  of  pneumonia  and  in  early 
pulmonary  tuberculosis. 

5.  It  is  the  anesthetic  of  choice  in  nervous  and 
mental  cases  and  for  patients  who  have  fear  of  the 
anesthetic  mask. 

6.  It  is  valuable  as  a preliminary  to  any  other 
type  of  anesthetic,  especially  in  persons  who  insist 
on  being  asleep  when  they  arrive  in  the  surgery. 

CONTRAINDICATIONS 

Safety  in  the  use  of  pentothal  sodium  as  an  in- 
travenous anesthetic  depends  in  a great  measure  on 
recognition  of,  and  respect  for,  the  contraindica- 
tions to  its  use,  which  are: 

1.  It  should  not  be  used  in  any  of  the  advanced 
pulmonary  diseases,  or  in  any  conditions  producing 
a mechanical  obstruction  in  or  about  the  respira- 
tory apparatus,  which  would  in  any  way  interfere 
with  the  free  interchange  of  air. 

2.  It  should  be  used  with  caution  in  operations 
on  the  larynx  and  pharynx  as  the  throat  reflexes 
remain  active  in  most  patients  even  under  deep 
anesthesia. 

3.  Tuohy3  reports  that  children  under  ten  years 
of  age  do  not  tolerate  intravenously  administered 
barbiturates  well  because  of  their  susceptibility  to 
respiratory  depression.  Coe4  claims  that  he  has 
used  pentothal  as  an  intravenous  anesthetic  in 
children  as  young  as  five  years  of  age  with  very 
good  results  and  without  bad  effect.  He  uses  only 
experienced  anesthetists. 

3.  Tuohy,  E.  B. : Intravenous  Anesthesia  with  Pento- 
thal Sodium.  Anes.  & Analg.,  16:169-167,  May-June,  1937. 

4.  Coe,  Herbert  E. : Personal  Communication  to  the 
Author. 


4.  Most  authorities  agree  that  pentothal  is  de- 
toxified by  the  liver  and  should  not  be  used  in  any 
advanced  disease  of  that  organ. 

5.  Pentothal  has  not  been  used  as  an  anesthetic 
in  obstetrics  or  obstetrical  operations  because  of  its 
possible  depressant  effect  on  the  fetus.  It  is  felt, 
however,  that  it  could  be  used  in  Cesarian  sections 
with  comparative  safety,  where  it  is  possible  to 
deliver  the  child  not  later  than  fifteen  minutes 
after  beginning  the  anesthetic. 

6.  It  should  not  be  used  following  ingestion  of 
food  without  first  emptying  the  stomach  by  lavage. 

7.  Obese  and  extremely  ill  patients  are  not  good 
risks  for  pentothal  sodium  anesthesia. 

8.  Although  cachexia  and  dehydration  are  con- 
sidered as  contraindications  by  some  authors,  this 
series  of  observations  has  not  substantiated  this 
contention.  Cachextic  and  dehydrated  patients 
seem  to  do  very  well  where  fluids  are  given  during 
operation. 

ADVANTAGES 

1.  The  induction  stage  is  rapid  and  pleasant.  Re- 
covery is  seldom  accompanied  with  nausea  and 
vomiting. 

2.  Patients  may  take  food  or  liquids  immediately 
following  recovery  from  the  effect  of  the  drug. 

3.  Use  of  narcotics  for  relief  of  pain  and  rest- 
lessness for  the  first  twelve  hours  is  minimized  and 
very  often  unnecessary. 

4.  Patients  are  carried  through  an  operative 
period  of  one  to  three  hours  and  returned  to  their 
room  in  better  condition  than  with  any  other  type 
of  anesthetic. 

5.  The  element  of  psychic  shock  is  eliminated 
and  patients  will  take  pentothal  sodium  for  subse- 
quent anesthetics  without  protest. 

6.  In  abdominal  surgery  the  use  of  paraldehyd 
or  ether  in  oil  per  rectum  as  a supplement  produces 
deep  surgical  anesthesia,  with  a satisfactory  de- 
gree of  muscular  relaxation.  Less  pentothal  is  re- 
quired where  the  rectal  preliminary  is  used,  thus 
increasing  the  safety  factor. 

7.  Post  anesthetic  nursing  is  reduced  to  a mini- 
mum. 

DISADVANTAGES 

1.  Pentothal  sodium  used  as  an  intravenous  an- 
esthetic has  a few  contraindications. 

2.  Its  action  varies  greatly  in  individuals  and 
often  in  the  same  patient  on  subsequent  use. 

3.  Its  use  for  deep  anesthesia,  in  the  hands  of 
the  inexperienced  anesthetist,  is  not  as  safe  as  ether 
because  in  maintaining  a patient  in  deep  anesthesia 
the  anesthetist  is  obliged  to  depend  on  a type  of 
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respiration  that  is  characteristic  of  pentothal  so- 
dium. It  is,  therefore,  necessary  that  he  be  familiar 
with  this  particular  type  of  breathing  before  it 
can  be  used  as  a guide  to  depth  of  anesthesia. 

4.  Pentothal  sodium  anesthesia  is  not  well 
adapted  to  emergency  abdominal  surgery,  for  the 
reason  that  there  is  no  time  for  preliminary  seda- 
tion. 

5.  Small  veins  are  a great  disadvantage  making 
venipuncture  difficult  and  sometimes  impossible. 

RECOMMENDATIONS 

1.  The  anesthetist  who  uses  pentothal  sodium  as 
an  intravenous  anesthetic  should  have  access  to  a 
gas  machine  for  the  administration  of  carbon  di- 
oxide and  oxygen  to  combat  respiratory  depression, 
should  it  ensue. 

2.  Patients  who  are  given  pentothal  sodium  in 
large  doses  over  a long  period  of  time,  should  be 
given  oxygen  and  7 per  cent  carbon  dioxide  a few 
minutes  each  hour,  for  the  first  twelve  hours  foL 
lowing  operation. 

3.  Lewis5  reports  that  where  patients  have  re- 
covered to  a mild  degree  of  hypnosis  following 
operation  and  show  a disturbing  degree  of  rest- 
lessness requiring  sedation,  morphine  should  not 
be  given,  unless  in  divided  doses,  e.g.  give  one- 
sixth  grain  then  one-twelfth  grain  forty-five  min- 
utes later  rather  than  one-fourth  grain  at  one 
time.  Fatalities  attributed  to  pentothal  sodium  are 
in  his  opinion  not  due  to  pentothal  itself  but  to 
the  use  of  morphine.  He  believes  the  effect  to  be 
caused  by  synergistic  action. 

SUMMARY 

The  use  of  pentothal  sodium  has  definitely  es- 
tablished itself  in  the  field  of  surgery  as  possessing 
many  advantages  over  other  anesthetic  agents.  Its 
use  is  safe,  if  administered  by  one  who  is  capable 
of  recognizing  its  danger  signs  and  qualified  to 
deal  with  them  in  an  intelligent  manner  should 
they  arise. 

The  use  of  paraldehyd  for  lower  and  ether  in 
oil  for  upper  abdominal  surgery,  per  rectum,  as  a 
supplement  to  the  pentothal  intravenously  has 
made  it  possible  to  obtain  a satisfactory  degree  of 
muscular  relaxation.  It  is  felt  that  without  this 
rectal  preliminary  much  of  this  type  of  surgery 
could  not  have  been  done.  Some  work  has  been 
done  with  dogs,  using  intravenous  ether  as  a sup- 
plement but,  while  the  results  to  date  have  been 
most  gratifying,  further  experimentation  is  neces- 
sary before  applying  this  technic  to  humans. 

During  long  surgical  procedures  the  use  of  in- 


Age  in  years 

Under  15  years 

15-20  years  

20-30  years  

30-40  years  

40-50  years  

50-60  years  

60-70  years  

70-80  years  

80-90  years  

Total 

Youngest  

Oldest  

Table  4.  Age  groups. 


Number 
of  cases 

21 

43 

74 

112 

52 

35 

23 

11 

6 

377 

.10  years 
.84  years 


travenous  fluid  is  most  valuable  in  maintaining 
body  fluids  somewhere  near  their  normal  level  thus 
avoiding  shock  by  supporting  the  circulation.  The 
use  of  intravenous  fluid  has  also  simplified  the 
technic  of  administration  of  the  pentothal  sodium. 

Pentothal  sodium  in  the  hands  of  the  experienced 
anesthetist  can  be  used  with  comparative  safety 
in  general  surgery,  in  operations  lasting  three  hours 
or  more.  Patients  take  the  drug  with  ease  and  com- 
fort and  will  submit  to  subsequent  anesthetics 
without  protest. 

In  this  series,  no  post-operative  pulmonary  com- 
plications developed,  and  no  anesthetic  fatalities 
occurred. 

St.  Luke’s  Hospital. 


LOW  CARBOHYDRATE  DIET  IN  FUNC- 
TIONAL DISORDERS  OF  LARGE  BOWEL* 
Walter  L.  Voegtlin,  M.D. 

SEATTLE,  WASH. 

Since  the  comparatively  recent  concept  of  colitis 
has  been  more  widely  accepted,  an  almost  uniform 
therapeutic  tendency  has  been  toward  a bland 
dietary  in  most  disorders  of  the  large  bowel.  Quite 
properly  the  past  decade  has  seen  a gradual  relega- 
tion of  harsh  bulk-producing  foods  such  as  bran  in 
the  treatment  of  these  condtions  in  favor  of  a bland 
regime,  and  clinical  results  have  vindicated  their 
abolition.  A few  physiologic  and  chemical  consid- 
erations, however,  have  led  to  a question  as  to 
whether  the  usual  high  carbohydrate  bland  diet 
prescribed  so  often  today  is  not  chosen  with  the 
idea  of  satisfying  our  tactile  sensibilities  of  smooth 
texture  and  our  preconceived  notions  of  easy  di- 
gestibility rather  than  to  satisfy  the  need  of  the 
colon  in  furnishing  it  with  an  intestinal  aliment 
that  will  not  become  irritating  as,  in  its  necessary 
role  of  substrate,  it  furnishes  the  culture  medium 
for  the  myriad  organisms  that  normally  reside  there. 
There  is  no  evidence  to  support,  and  in  fact  there  is 


5.  Lewis,  A.  E. : Intravenous  Pentothal  Sodium  Anes- 
thesia. Northwest  Med..  37:206-210,  July,  1938. 


* Read  before  a meeting  of  Seattle  Academy  of  Surgery, 
Seattle,  Wash.,  Nov.  26,  1938. 
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much  evidence  against,  the  assumption  that  man  is 
better  equipped  to  digest  carbohydrate  than  protein 
and  fat.1, 2 

It  has  been  known  since  the  time  of  Moses  that 
the  fermentation  of  sugars  and  other  carbohydrates 
by  bacteria  causes  the  liberation  of  gas  and  the 
production  of  alcohol  and  certain  by-products.  It 
has  been  shown  by  later  science  that  these  by- 
products consist  of  organic  acids  and  higher  alcohols 
and  that  the  gas  is  carbon  dioxide.  More  recently 
it  has  been  shown  that  the  colon  bacillus  types  of 
organisms,  with  which  we  are  primarily  concerned 
in  this  regard,  are  capable  of  this  fermentation  and 
this  reaction  will  occur  in  the  colon,  if  carbohydrate 
should  be  deposited  in  that  region.  The  products  of 
this  fermentation  are  definitely  noxious  to  the  large 
bowel  and  their  continued  presence  in  the  colon 
leads,  first,  to  a minor  and  later  a more  severe  irri- 
tation of  the  organ. 

Under  normal  conditions  of  digestion  it  is  proba- 
ble that  little  or  no  undigested  carbohydrate  residue 
survives  the  action  of  the  pancreatic  and  intestinal 
enzymes.  In  such  a condition  as  colitis,  however,  the 
increased  rate  at  which  the  aliment  is  propelled 
along  the  small  bowel  may  well  allow  insufficient 
time  for  complete  digestion  or  absorption  of  the 
products  of  digestion  and  may  thus  allow  the  deposi- 
tion of  considerable  amounts  of  fermentable  carbo- 
hydrate in  the  colon.  The  rate  of  passage  of  the 
aliment  in  colitis  is  known  to  be  two  to  three  times 
that  of  the  normal  bowel  and  is  due  to  a heightened 
irritability  (a  magnified  enterocolic  reflex).  Under 
these  circumstances  it  is  entirely  possible  for  carbo- 
hydrates or  their  products  of  partial  digestion  to 
reach  the  colon,  there  to  encounter  the  organisms 
that,  possessing  the  ability  to  ferment  carbohy- 
drates, produce  the  irritating  products  of  such  a 
reaction  causing  local  colonic  irritability,  a reflex 
increase  in  the  intestinal  rate  with  the  deposition  of 
more  carbohydrate  in  the  colon  and  the  completion 
of  a vicious  cycle. 

Fermentation  in  the  upper  intestines  is  of  lesser 
importance,  since  bacteria  are  less  numerous  and 
the  products  of  fermentation,  if  they  do  arise  in 
small  quantities,  are  not  irritating  because  of  the 
fundamental  differences  between  the  intestinal  and 
colonic  mucosa.  We  have  no  satisfactory  evidence 
that  any  of  the  products  of  carbohydrate  fermenta- 
tion, or  even  glucose  for  that  matter,  are  absorbed 
in  appreciable  quantities  by  the  colon.  Another 

1.  Voegtlin,  W.  L.,  Greengard,  H.  and  Ivy,  A.  C. : Re- 
sponse of  Canine  and  Human  Pancreas  to  Secretin.  Ain. 
Jour.  Physiol.,  110:198-244,  Nov.,  1934. 

2.  Lieb,  C.  W. : One  Year’s  Exclusive  Meat  Diet  and 

Seven  Years  Later.  Am.  J.  Digest  Dis.,  2:473-475,  1936. 


factor  which  may  be  operative  in  allowing  undi- 
gested carbohydrate  to  reach  the  large  bowel  is  a 
deficiency  of  the  diastatic  enzyme  in  the  pancreatic 
or  intestinal  secretions.  This  factor  may  be  of  etio- 
logic  importance  in  occasional  instances.  It  is  known 
that,  in  some  cases,  colitis  patients  are  benefited  and 
their  flatulence  and  colic  alleviated  by  the  admin- 
istration of  diastase  with  meals  or  by  strict  carbo- 
hydrate restriction.  It  is  regrettable  that  no  simple 
method  exists  for  the  determination  of  enzymatic 
efficiency  in  the  small  bowel  other  than  the  usually 
unsatisfactory  stool  examination. 

One  standard  objection  to  a minimal  carbohy- 
drate diet  is  the  fact  that  the  lack  of  this  substance 
allows  the  full  force  of  the  bacterial  activity  to  be 
vented  on  the  protein  contents  of  the  bowel  with 
the  formation  of  aporrhegmas  or  so-called  pto- 
maines. This  protein  sparing  action  of  carbohy- 
drates in  the  diet  is  well  proven.  It  has  not,  however, 
been  proven  that  absorption  of  cleavage  products 
of  protein  putrefaction  in  the  intestine  are  toxic  in 
the  presence  of  the  normal  detoxifying  mechanism 
of  liver  and  kidneys.1 2 3  Certain  it  is  that,  aside  from 
the  purely  hypothetical  systemic  effect  of  the  split 
protein  molecule,  there  is  no  local  irritation  in  the 
colon  as  a result  of  the  putrefaction  of  proteins. 

Insofar  as  the  question  has  been  investigated, 
fats  give  rise  to  the  same  products  during  putrefac- 
tion as  during  normal  digestion,  fatty  acids  and 
glycerol.  The  putrefaction  of  fat  is  a slow  process 
and  is  accompanied  by  the  liberation  of  only  in- 
finitesimal amounts  of  fatty  acids,  a quantity  in- 
sufficient to  act  as  a local  irritant  in  the  colon.  A 
generous  amount  of  fat  in'  the  diet,  however,  serves 
a definite  purpose  in  that  it  lowers  the  threshold  of 
muscular  irritability  in  the  stomach  and  intestine 
through  the  characteristic  inhibitory  action  of  fats 
on  the  gastrointestinal  motility.  Thus  the  necessity 
for  the  administration  of  antispasmodics  becomes  a 
less  important  factor  in  the  colitis  regime.  In  addi- 
tion, fats  serve  as  a valuable  source  of  calories,  re- 
placing to  some  extent  those  lost  through  carbo- 
hydrate restriction  and,  unless  unduly  stressed,  will 
not  endanger  the  fatty  acid-glucose  ratio  because 
of  the  simultaneous  high  measure  of  protein. 

The  foregoing  paragraphs  have  been  intended 
to  present  briefly  the  rationale  for  the  treatment  of 
colitis  by  means  of  a low  carbohydrate  and  high  fat- 
protein  diet  by  showing  that,  of  the  three  food 
groups  making  up  the  human  diet,  carbohydrate  is 
most  apt  to  become  irritating  to  the  colon,  either 

3.  Alvarez,  W.  C. : Intestinal  Autointoxication.  Physio- 
logical Rev.,  4:352-393,  July,  1924. 
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if  fed  in  excess  or  if  it  is  improperly  digested  or 
absorbed  by  virtue  of  either  a deficient  diastatic 
activity  in  the  digestive  ferments  or  by  an  increased 
intestinal  rate.  It  is  believed  that  the  latter  factor, 
initiated  by  habitual  catharsis  and  kept  alive  by  the 
vicious  cycle  involving  the  fermentation  of  carbo- 
hydrates in  the  large  bowel,  is  responsible  for  the 
larger  proportion  of  colitis  cases  seen  today. 

It  should  be  remembered  that  nervous  tension 
alone  is  able  to  increase  markedly  the  rate  of  in- 
testinal motility  and  may  operate  over  a period 
of  time  to  the  same  end-result  as  habitual  catharsis, 
ultimately  establishing  a similar  vicious  cycle.  How- 
ever, the  combination  of  nervous  instability,  present 
or  past  catharsis  and  colitis  is  so  well  established 
that  the  absence  of  any  one  of  the  triad  may  well 
speak  against  the  diagnosis  of  a purely  functional 
disturbance  of  the  bowel.  The  usual  diet  prescrip- 
tion in  colitis  is  predominantly  carbohydrate  and, 
while  it  may  be  entirely  bland  upon  ingestion,  it 
may  become  very  irritating  to  the  large  bowel  be- 
cause of  the  fermentative  mechanism  described 
above. 

In  view  of  the  concent  just  presented,  various 
diet  regimes,  such  as  chart  1,  have  been  worked 
out,  ultilizing  large  amounts  of  protein  and  fat  and 
decreasing  carbohydrate  intake  to  a minimum.  On 
this  diet  it  is  most  gratifying  to  note  that,  in  almost 
every  case,  depending  upon  the  cooperation  of  the 
patient,  there  has  been  a rapid  disappearance  of 
typmanites  and  its  associated  colic  and  the  appear- 
ance of  formed  stools  in  seven  to  ten  days.  In  most 
cases,  glucose  is  well  tolerated  and  may  be  given 
in  place  of  sugar  or  as  a sweetening  for  cooked 
fruits,  gelatin,  etc.,  although  it  should  be  given 
cautiously  only  after  a two  weeks  trial  of  the 
simple  diet. 

Weight  loss  is  usually  noted,  due  to  the  with- 
drawal of  calories  formerly  supplied  by  the  carbo- 
hydrate intake.  While  this  is  beneficial  in  the  occa- 
sional obese  patient  with  colitis,  it  may  become 
rather  embarrassing  in  the  usual  asthenic  type. 
In  this  connection  the  presence  of  a slow  pulse 
and  hypotension  in  the  latter  type  of  colitis  patient 
should  suggest  a determination  of  the  basal  meta- 
bolic rate  or  the  cautious  exhibition  of  thyroid  med- 
ication. A dramatic  gain  in  weight  may  follow  the 
restoration  of  a low  metabolic  rate  to  the  normal 
figure. 

Bowel-conscious  patients  require  frequent  assur- 
ance that  a daily  evacuation  is  not  essential  or  even 
normal  under  certain  circumstances  of  diet  and 


LOW  CARBOHYDRATE  DIET 

The  following  foods  are  to  be  avoided  entirely: 

Cereals:  starch,  flour,  macaroni,  bran,  spaghetti,  breakfast 
cereal,  bread  (of  all  kinds),  crackers,  rice,  bakery  products. 

Vegetables:  potato,  cabbage,  cauliflower,  radishes,  lettuce, 
celery,  broccoli,  cucumber,  com,  rutabaga,  turnip,  onion. 
No  raw  vegetables  are  to  be  eaten. 

Fruits:  pineapple,  berries,  citrus  fruits.  No  raw  fruits  are 
to  be  eaten  (except  bananas). 

Miscellaneous:  candy,  sugar,  syrup,  honey,  milk,  pastries, 
chocolate,  condiments,  French  dressing,  nuts,  pickles,  creamed 
gravies  and  sauces,  carbonated  or  sweetened  drinks,  alcoholic 
beverages. 


The  following  foods  may  be  eaten  freely: 

Soups:  cream  of  puree  made  with  cream  and  water  in- 
stead of  milk.  The  following  vegetables  should  be  used  as 
puree:  clear  soups,  bouillon,  consomme. 

Vegetables  must  be  cooked  and  sieved:  carrots,  spinach, 
beets,  asparagus,  peas,  prunes,  tomato,  string  beans,  rhubarb, 
squash  (summer),  beet  greens,  mushrooms. 

Fish:  all  varieties,  cooked  in  any  way  except  fried.  Shell 
fish. 

Meat:  of  all  varieties  cooked  in  any  way  except  fried. 

Cheese:  all  varieties.  Cottage  cheese  is  beneficial. 

Salads:  made  only  with  cottage  cheese,  gelatin,  cooked 
fruit  or  avocada  with  mayonnaise. 

Fruits:  all  except  those  noted  above.  Fruits  must  be  cooked 
and  unsweetened  (except  banana).  Saccharine  may  be  used 
to  sweeten  cooked  fruits. 

Eggs:  cooked  in  any  way  except  fried. 

Drinks:  coffee,  tea,  postum,  cream  (no  milk),  buttermilk. 

Desserts:  gelatin  with  whipped  cream,  bananas,  cooked 
fruit,  sherbet. 

Miscellaneous:  peanut  butter,  mayonnaise,  olive  oil,  but- 
ter, salad  oil,  cod  liver  oil. 

Chart  1 

that  cathartics  are  never  necessary.  In  patients  who 
have  been  whipping  the  bowel  with  cathartics,  a 
period  of  apparent  constipation  will  naturally  follow 
their  withdrawal.  This  should  be  explained  on  its 
physiologic  basis  and  an  oil  retention  enema  given, 
if  perchance  the  bowel  has  not  evacuated  by  the 
fourth  day  following  withdrawal  of  the  cathartic. 
The  fallacy  of  “autointoxication”  must  be  explained 
and  the  fear  of  “poisoning”  from  excessive  meat 
intake  must  be  allayed.  “Constipation  headache” 
should  be  explained  on  a reflex  basis  rather  than  as 
being  due  to  toxemia.  Diagnosis  should  be  accurate 
and  specific  types  of  colitis  should  receive  specific 
treatment,  although  this  diet  is  indicated  in  both 
ulcerative  and  amoebic  types  of  colitis.4 

4.  Fernan-Nunez,  M. : Amebiasis;  Its  Clinical  Aspects 
and  Control.  Wisconsin  M.  J.,  33:191-196,  March.  1934. 


Tuberculosis  Among  College  Students.  During  1937- 
1938  over  64,000  students  were  given  tuberculin  tests  with 
25.8  per  cent  showing  positive  reactions.  Since  1932-1933 
when  the  first  figures  were  collected  there  has  been  a steady 
increase  in  the  number  of  tests  and  a slow  but  steady  fall 
in  the  percentage  of  reactors.  “The  value  of  the  tuberculosis 
program  to  the  individual  student,  whether  he  be  the 
patient  or  the  protected,  it  incalculable,”  reports  the  Com- 
mittee. “The  effort  of  finding  tuberculosis  is  justified  by  the 
educational  value  alone.  It  is  a demonstration  of  how  lives 
can  be  saved  and  the  community  safeguarded.  This  is  hy- 
giene that  actually  operates.”  Annual  Rep.  Tuber.  Comm, 
of  Amer.  Student  Health  /Issra.,  1937-1938. 
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RINGWORM  OF  FEET 

PREVENTION  OF  INFECTION 

O.  J.  Blende,  M.D. 

SEATTLE,  WASH. 

The  rapid  spread  of  ringworm  afflictions  is  un- 
disputedly  a problem  of  national  importance.  Much 
has  been  said  regarding  the  therapeutic  progress 
toward  combating  this  mycotic  infection.  Various 
authors  have  presented  valuable  information  cover- 
ing their  work,  and  in  a great  number  of  cases  the 
primary  stages  and  even  the  secondary  pyogenic 
infections  of  varying  degrees  of  severity  have  re- 
sponded favorably  to  treatment. 

Present  available  methods  of  treatment  have 
utterly  failed  to  curb  the  prevalence  of  this  peren- 
nial contamination.  Authorities  agree  that  mycosis 
tinea  trichophyton  has  increased  in  the  United 
States  alone  400  per  cent  since  the  World  War. 
Proper  and  effective  prophylaxis  at  this  time  is  a 
dire  need.  Evidence  shows1  that  almost  the  entire 
adult  population  carry  the  ringworm  fungi  on  their 
feet.  Many  persons  merely  act  as  carriers,  but  those 
who  are  susceptible  develop  clinical  signs  of  the 
infection. 

The  most  common  of  all  manifestations  is  the 
slight  scaling,  bogginess  or  Assuring  of  the  epidermis, 
especially  between  the  fourth  and  fifth  toes.  Trou- 
blesome secondary  bacterial  infection  and  occa- 
sionally dangerous  lymphangitis  may  occur  as  com- 
plicating factors.  Favus  conditions  of  the  hands 
result  directly  or  indirectly,  marked  by  itching, 
eczematoid  outbreaks  in  circumscribed  patches,  and 
often  small  groups  of  tiny  vesicles  appear  on  the 
sides  of  the  fingers.  Many  patients  presenting  these 
symptoms  on  the  hands  are  not  aware  that  the  feet 
are  involved ; therefore,  the  feet  must  be  thoroughly 
examined. 

The  first  step  in  the  very  cumbersome  and  de- 
tailed scheme  of  prophylaxis  is  a thorough  search 
of  the  patient  for  the  mycotic  foci  which  may  cause 
reinfection  to  the  interdigital  spaces  or  in  contami- 
nating of  others. 

Osborne2  states:  “We  realize  that  any  method 
of  prophylaxis  is  doomed  to  failure  or  at  least  par- 
tial success  without  the  wholehearted  support  of 
the  public  authorities,  school  children,  college  stu- 
dents and  adults  engaged  in  athletics  or  in  indus- 
try.” The  reasons  are  summarized  as  follows:  (1) 
lack  of  any  efficacious  measure,  (2)  curtailed 

1.  Parkhurst,  H.  J. : Treatment  of  Ringworm  of  Feet. 
Ohio  State  M.  J.,  34:288-291,  March,  1938. 

2.  Osborne,  E.  O. : Personal  Experiences  in  Prophylaxis 

and  Treatment  of  Ringworm  of  Hands  and  Feet.  New 
York  State  J.  Med.,  33:1270-1274,  Nov.  1,  1933. 


budgets  by  health  authorities  who  hesitate  to  as- 
sume any  new  procedure  entailing  expenditures  of 
money  without  absolute  assurance  of  the  efficacy 
of  the  prophylactic  measure.  To  emphasize  the  im- 
portance of  prophylaxis  in  this  disease,  no  public 
bath  or  gymnasium  entailing  the  use  of  runways 
should  be  allowed  to  operate  without  adequate  pro- 
visions for  prophylaxis  of  ringworm  of  the  feet. 
Rubber  pads  and  open  wells  containing  solutions  of 
sodium  thiosulphate  or  like  preparations  are  doomed 
to  failure,  due  to  lack  of  interest  and  supervision 
by  those  in  charge  of  prophylaxis.  Refilling  and 
cleaning  of  pans  or  pads  is  usually  delegated  to 
some  locker  room  boy  who  takes  his  duty  lightly 
and  frequently  allows  the  pans  or  pads  to  go  un- 
touched for  weeks  at  a time. 

Other  contributing  factors  why  prophylaxis  meas- 
ures have  failed  is  that:  (1)  solutions  diminish  in 
strength  upon  being  exposed  to  air  and  moisture; 
(2)  dripping  bodies  tend  to  dilute  the  original 
strength  of  solutions  intended;  (3)  the  brief  period 
of  contact  with  the  foot  is  too  short  a time  to  be 
fungicidally.  effective;  (4)  it  is  chiefly  through 
hypersensitization  reactions  that  grave  disorders 
arise  and  which  are  attributed  to  chemotherapeutic 
dermititis. 

Radiotherapy  has  no  place  in  the  prophylactic 
regime.  Solutions  most  commonly  used  in  prophy- 
lactic baths  are:  (1)  sodium  thiosulphate,  (2)  zinc 
chloride,  (3)  copper  sulphate,  (4)  Blank’s  solu- 
tion, (5)  potassium  permanganate.  Sterilization  of 
clothes  is  next  important.  Since  positive  cultures 
have  been  obtained  from  shoes,  reinfection  should 
be  avoided  by  this  means.  Formaldehyde  fumigation 
can  be  applied  by  the  box  method  or  by  sponging 
within  the  shoes.  Care  should  be  taken  that  for- 
maldehyde dermititis  will  not  result  from  inade- 
quately dried  shoes.  It  is  claimed  that  dry  cleaning 
solvents  are  only  slightly  disinfectant  in  action.  Ten 
minutes,  however,  at  75°  C.  completely  annihilates 
fungus  embedded  in  skin  scales  or  in  cultures  grown 
on  fabrics.  Socks  and  stockings  should  be  boiled  in 
water  for  at  least  twenty  minutes  and  changed 
frequently. 

Let  us  look  at  figures  and  facts.  Consider  the 
reason  why  skin  diseases  produced3  by  fungi  make 
up  the  largest  group  of  dermatologic  diseases  and 
for  that  matter  comprise  the  most  common  diseases 
of  man.  This  is  especially  true  where  people  congre- 

3.  From  Department  of  Correction,  Hospital  Derma- 
tologic Service  of  V.  Cornell,  and  Skin  and  Cancer  Unit 
of  N.  Y.  Post-Graduate  Hospital  and  Medical  School  of 
Columbia  University  (George  MacKee,  Director,  Service  of 
Fred  Wise). 
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gate  frequently  as  in  colleges,,  schools,  institutions, 
dormitories,  ships,  clubs,  prisons,  bathing  beaches 
or  pools  and  any  other  place  where  people  gather. 
In  large  urban  communities  especially,  the  public 
health  aspects  of  the  prophylaxis  problem  are  much 
more  important  and  much  less  certain  of  results. 
Logically  infected  people  should  be  kept  away  from 
the  centers  where  fungus  infection  can  be  spread 
Since  the  majority  of  people  with  fungus  infection 
of  the  feet  experience  little  discomfort  from  their 
disease,  few  will  stay  away  voluntarily. 

Taking  cognizance  of  the  need  for  an  effective, 
yet  practical  prophylaxis  to  combat  the  spread 
of  this  disease,  an  experiment  has  just  been  com- 
pleted. Definite  progress  has  been  made  in  this  field 
and  a solution  of  this  problem  may  be  the  ultimate 
result.  Beginning  September  17,  1938,  an  inspection 
of  the  male  students  at  Seattle  Pacific  College  was 
made.  Seventy-six  students  in  the  men’s  dormitory 
represented  a prevalence  of  87.5  per  cent  tinea 
trichophyton  infection.  It  must  be  borne  in  mind 
that  this  prevalence  represented  those  with  dis- 
tinct clinical  evidence  of  the  disease.  Had  micro- 
scopic examinations  of  the  scrapings  been  made  of 
the  remaining  12.5  per  cent,  no  doubt  a large  per- 
centage would  have  showed  positive  evidence  of 
ringworm  disease. 

Each  student  was  given  an  individual  card  bear- 
ing his  name,  age,  past  history  of  fungus  infection, 
nature  of  treatment  and  results.  Personal  habits  re- 
garding change  of  socks  and  shoes  were  investi- 
gated. Classification  of  each  case  was  made  which 
showed  the  majority  of  cases  of  interdigital  ring- 
worm of  the  feet  were  caused  by  various  species  of 
the  genus  trichophyton,  about  75  per  cent  by  the 
Kaufman-Wolf  type.  Several  species  of  the  epider- 
mophyton  genus  and  occasionally  monilia  “yeasts” 
also  were  detected. 

Prophylaxis  involving  personal  supervision  is  not 
possible,  due  to  the  time  and  expense  required.  Con- 
sidering the  factors  that  spelled  failure  to  previous 
methods  of  prophylaxis,  a mechanical  dispenser  of 
a solution  was  created.  This  required  the  manufac- 
ture of  an  oblong  metal  cabinet  of  approximately  4 
inches  in  height,  30  inches  in  width  and  60  inches 
in  length,  the  width  being  such  that  it  would  fit 
and  conform  with  a doorway  so  that  it  would  avoid 
any  unintentional  lack  of  use  by  persons  passing 
through  the  doorway  to  or  from  showers,  locker 
rooms,  etc.  The  actual  mechanism  involves  a flat 
grill  platform  which  is  depressed  when  stepped  on. 
Pressure  on  the  grill  platform  depresses  a support- 
ing rack  which,  in  turn,  compresses  a valve  inserted 


in  a piston,  forcing  the  liquid  which  is  nebulized 
with  air  out  on  the  feet.  As  each  step  is  made  on 
the  machine  in  the  actual  gait  of  walking,  no  effort 
is  exerted  to  accomplish  the  spraying  of  the  feet. 
In  operation,  a person  walking  across  the  cabinet  in 
bare  feet  compresses  first  with  one  foot  the  nearest 
section  of  the  movable  platform,  thus  causing  a fine 
spray  to  be  forced  up  and  engulf  the  entire  foot. 
On  advancing  one  step,  the  other  foot  compresses 
the  farther  section  of  the  movable  platform,  thus 
repeating  the  ejection  of  medical  preparation  against 
that  foot  (fig.  1). 


Fig.  1.  Shows  movable  platform  for  spraying  feet  while 
one  walks  across  it. 

The  primary  advantages  of  this  dispensing  device 
over  existing  methods  of  prophylaxis  are: 

1.  Each  application  consists  of  a fresh,  clean, 
individual,  full  strength  spray  unaffected  by  the 
amount  of  use  the  cabinet  receives. 

2.  Being  completely  enclosed,  the  cabinet  has  the 
further  advantage  of  being  easily  cleaned  of  any 
litter  or  refuse  dropped  on  it.  Tanks  or  pads  soon 
become  polluted  with  dirt,  lint,  cigarette  stubs, 
matches  and  other  refuse,  thus  causing  the  more 
esthetic  type  of  person  to  avoid  their  use.  Each 
compression  of  the  movable  platform  ejects  ap- 
proximately 10  minims  of  liquid  which  is  auto- 
matically mixed  with  air  at  a ratio  of  about  25 
per  cent  liquid  with  about  75  per  cent  air. 
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It  is  estimated  that  3,024  people  could  pass  over 
the  machine  and  receive  one  application  on  each 
foot  from  one  gallon.  The  machine  would  carry 
five  gallons  of  solution  which  would  not  require 
attention  or  refilling  until  after  approximately 
15,000  people,  based  on  the  above  figures,  had 
passed  over  it.  Particular  interest  was  given  to  the 
appearance  and  with  the  psychologic  reason  that 
it  was  inviting  to  walk  over. 

The  solution  used  was  made  of  ingredients  long 
used  and  accepted  as  fungicidal  and  parasiticidal, 
incorporated  in  an  oily  base  to  permit  nebulization. 
It  was  interesting  to  note  that  the  feet  would  track 
the  solution  the  full  length  of  the  runway  after  the 
student  had  passed  over  the  machine.  This  would 
execute  a certain  degree  of  sterilization  to  the  floor. 

Following  is  a description  of  the  solution  used: 
salicylic  acid  3.5  per  cent,  thymol  iodide  3 per  cent, 
oil  wormwood  5.5  per  cent;  beta  napthol,  which 
is  employed  as  a vehicle,  exceeds  the  percentages 
of  other  ingredients.  The  above  have  been  blended 
with  oils  to  allow  nebulization.  The  cooling,  ting- 
ling effect  of  the  solution  pleased  the  students  and 
added  to  their  willingness  to  cooperate  with  the 
experiment.  Weekly  examinations  indicated  a rapid 
drop  in  the  percentage  afflicted. 

Two  weeks  after  the  machine  was  installed  in  the 
men’s  dormitory,  tinea  trichophyton  had  decreased 
nearly  17  per  cent;  the  third  week  38  per  cent;  the 
fourth  week  43  per  cent  and  at  the  end  of  six- 
weeks  of  continuous  daily  use  of  the  prophylaxis 
the  disease  had  dropped  64  per  cent.  Following  this 
examination  the  machine  was  installed  in  the  girls’ 
dormitory  which  showed  a lesser  number  of  afflicted 
feet.  Of  fifty-two  female  students,  36  per  cent 
showed  clinical  forms  of  tinea.  As  the  girls  adopted 
more  stringent  hygienic  practices,  this  probably  ac- 
counted for  the  lesser  number  of  afflicted  from 
that  of  the  male  students.  Despite  this  fact,  and 
that  the  girls  made  their  appearance  for  examina- 
tion immediately  after  they  had  bathed  their  feet, 
they  presented  more  severe  cases  and  failed  to  re- 
spond as  favorably  to  the  prophylaxis  as  did  the 
male  students.  The  fact  has  not  been  forgotten  that 
this  experiment  was  solely  intended  as  a preventive 
measure.  However,  it  exceeded  expectations  and 
actually  effected  a surprising  number  of  negative 
cases. 

Evidence  that  cleanliness  plays  little  part  in  favus 
conditions  was  borne  out  by  several  cases  on  the 
hands  of  the  female  students.  The  test  was  not  ex- 
tended over  the  same  length  of  time  as  with  the 
boys.  This  may  account  for  the  fact  that  the  final 


results  were  not  as  favorable  as  with  the  male 
students.  Two  weeks  after  installing  the  prophy- 
laxis in  the  girls’  dormitory  a decrease  of  8 per 
cent  was  noted;  the  third  week  it  dropped  27  per 
cent  and  the  fourth  and  final  week  38  per  cent. 

On  December  8 reexamination  of  the  male  stu- 
dents revealed  that  several  of  the  cases  which  had 
been  diagnosed  negative  had  again  showed  positive. 
At  the  same  instant  several  positive  cases  then  pre- 
sented negative  results.  In  summing  up  the  total 
results  it  was  satisfactorily  recorded  that  ringworm 
of  the  feet  had  decreased  in  the  two  dormitories 
slightly  more  than  50  per  cent. 

CONCLUSIONS 

Ringworm  of  the  feet  has  increased  approxi- 
mately 400  per  cent  in  the  last  two  decades.  This 
spread  is  mainly  due  to  the  high  contagion  in  locker 
rooms,  shower  baths,  etc.  At  the  present  time  there 
is  no  adequate  method  of  prophylaxis.  Preliminary 
tests  show  this  mechanical  dispenser  as  resulting  in 
the  decrease  of  as  high  as  64  per  cent  tinea  tricho- 
phyton in  six  weeks’  time.  Further  tests  and  results 
obtained  with  this  or  other  prophylactic  methods 
will  be  greatly  appreciated  by  the  author. 


CHARCOT’S  JOINT 

K.  K.  Sherwood,  M.D. 

and 

L.  R.  Hutchins,  M.D. 

SEATTLE,  WASH. 

Charcot’s  joint  is  one  of  the  bizarre  forms  of 
joint  disease,  easily  diagnosed,  but  occasionally 
atypical  and  of  importance  in  relationship  to  in- 
dustrial compensation.  While  the  diagnosis  may  be 
made  in  the  advanced  case  by  casual  inspection,  its 
early  diagnosis  is  dependent  upon  a thorough 
examination  and  accurate  observation  of  the  reac- 
tions of  the  patient.  Inasmuch  as  thoroughness  of 
examination  and  accuracy  of  observation  were 
Charcot’s1  outstanding  characteristics,  it  is  espe- 
cially fitting  that  this  peculiar  arthropathy  be  des- 
ignated by  his  name. 

We  have  reviewed  the  paper  of  J.  K.  Mitchell,2 
which  some  authors  have  used  to  dispute  Charcot 
as  being  the  first  to  describe  this  joint  malady,  and 
are  convinced  that  none  of  his  cases  were  true 
neuro-arthropathies. 

ETIOLOGY 

All  observers  are  united  upon  the  theory  that  the 
immediate  etiology  of  this  degenerative  joint  con- 

1.  Charcot,  J.  M. : Lectures  sur  les  maladies  du  system 
nerveux.  Arch,  de  Physiol.  1:161,  1866. 

2.  Mitchell,  J.  K. : On  a New  Practice  in  Acute  and 
Chronic  Rheumatism.  Am.  J.  M.  Sc.,  8:35,  1831. 
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dition  is  multiple  traumata.  Charcot  believed,  and 
this  has  been  advocated  by  other  students,  that  the 
disease  was  conditioned  or  preceded  by  a trophic 
change  in  the  joints.  The  two  arguments  advanced 
for  this  are  first,  that  there  early  occurs  a sub- 
chondral condensation  of  bone,  and  second,  some 
cases  develop  full  blown  arthropathies  with  little 
demonstrable  neurological  disease.  The  more  widely 
held  theory  was  originated  by  Volkmann3 4 *  who  be- 
lieved that  loss  of  deep  sensibility  resulted  in  oc- 
currence of  repeated  injuries;  in  other  words  we 
are  dealing  with  an  anesthetic  joint  which  allows 
multiple  injuries  without  the  individual  being 
cognizant  of  the  trauma.  Eloesser1  has  shown  ex- 
perimentally that  section  of  the  posterior  roots  plus 
trauma  will  yield  a joint  condition  similar  to  Char- 
cot’s joint.  It  has  been  pointed  out  by  various  con- 
temporaries that  Eloesser  may  have  sectioned  tro- 
phic nerves  when  he  sectioned  the  sensory  roots. 
The  second  point  which  needs  emphasis  is  that  this 
anesthesia  of  the  joint  merely  makes  possible  mul- 
tiple traumata  which  give  rise  to  degeneration. 
These  may  be  inflicted  in  a short  space  of  time, 
in  which  case  the  relationship  is  very  apparent  or, 
the  joint  degeneration  in  a cautious  sedentary  in- 
dividual may  only  develop  years  after  the  nerve 
injury.  This  is  of  importance  clinically  since  the 
healing  of  tabes  by  antiluetic  treatment  does  not 
preclude  later  development  of  a Charcot’s  joint. 
The  industrial  compensation  angle  frequently  enters 
into  these  cases  of  Charcot’s  joint  because  with  mild 
or  absent  neurological  symptoms,  a sudden  single 
trauma  may  precipitate  the  joint  lesion.  The  dis- 
covery of  neurological  evidence  of  tabes  in  a patient 
who  has  suffered  a joint  disability  while  at  work 
may  not  only  explain  the  pathology  but  the  actual 
reason  why  this  patient  was  injured,  that  is,  he  was 
an  individual  mildly  ataxic. 

PATHOLOGY 

Pathologically  this  disease  should  be  of  unusual 
interest  to  orthopedists.  We  are  dealing  with  a 
joint  which  has  suffered  repeated  acute  traumatic 
insults,  resulting  in  cartilage  dislocations,  chip  bone 
fractures,  capsule  tears;  in  fact,  all  the  gross  path- 
ology which  may  occur  in  a traumatized  joint. 
Further,  we  have  an  opportunity  to  see  how  nature 
without  the  cooperation  of  the  patient  deals  with 
these  derangements.  The  result  makes  one  only 
moderately  enthusiastic  about  the  healing  powers 
of  nature.  There  is  marked  connective  tissue  prolif- 
eration, occasionally  aseptic  necrosis,  but  only  rare- 

3. Volkmann,  centralbl.  f.  chir.,  89,  1888. 

4.  Eloesser,  Leo:  On  the  Nature  of  Neuropathic  Affec- 

tions of  the  Joints.  Ann.  Surg.,  66:201,  Aug.,  1917. 


ly  sign  of  healing.  Microscopically  this  trauma  is 
evidenced  by  old  and  recent  hemorrhage  and  con- 
nective tissue  hyperplasia.  It  is  important  to  realize 
that  there  is  neither  a local  luetic  nor  a vascular 
basis  for  the  changes  in  the  joints. 

INCIDENCE 

Various  series  5>  6-  7>  8>  9> 10’  11!> 12> 13  are  reported  in 
which  it  is  stated  that  Charcot’s  joint  occurs  in 
from  5 per  cent  to  10  per  cent  of  tabetics  and  those 
with  similar  degenerative  joint  changes,  in  25  per 
cent  of  the  cases  of  syringomyelia.  We  have  ob- 
tained our  15  cases  by  checking  the  diagnosis  of 
36,000  individuals  who  have  had  roentgenograms 
at  the  King  County  Hospital.  These  36,000  were 
selected  from  135,000  admissions.  The  fifteen  cases 
were  the  same  number  we  found  suffering  from 
osteitis  deformans  and  half  the  number  suffering 
from  primary  bone  malignancy.  (Tables  1 and  2.) 


Pos. 

Joints  Pos.  JPass. 
Age  1st  Neur.  Bl. 
Author  No.  Male  Fe.  Range  Sign  Exam.  & Sp. 

Steindler  64  11  48  40 

Carmichael  1 37  0 1 

Wile  & Butler 88  55  33  35-55  ....  61  50 

Van  Buskirk  2 2 0 2 2 2 

Epstein  8 7 1 45-50  av.  0 8 8 

Haldeman  & 

Soto-Hall 40  30  10  

Warfield  2 2 0 20-52  ....  1 1 

Key  69  50  19  30-68  23  69?  50 

Henderson  312  206  106  22-70  ....  244  .... 

Personal  15  9 6 35-72  13  12  11 

Table  1 


In  Table  1 are  summarized  the  findings  of  586 
cases  collected  from  the  literature  plus  our  15  cases. 
This  table  emphasizes  the  fact  that  neurological  ex- 
amination will  usually  be  positive  and  that  multiple 
joint  involvement  occurs  in  a third  of  the  cases. 

SYMPTOMATOLOGY 

The  one  factor  which,  more  than  any  other, 
should  suggest  the  diagnosis  in  this  disease  is  the 

5.  Steindler,  Arthur : The  Tabetic  Arthropathies.  J.  A. 
M.  A.,  96:250-256,  Jan.  24,  1931. 

6.  Carmichael,  P.  A.:  Multiple  Neurotrophic  Joint  Dis- 
ease of  the  Charcot  Type  with  Case  Report.  J.  Kansas  M. 
Soc.,  32:186.  June,  1931. 

7.  Wile,  U.  J.  and  Butler,  Mildon : A Critical  Survey  of 
Charcot's  Arthropathy.  J.A.M.A.,  94:1053,  April  5,  1930. 

8.  Van  Buskirk,  E.  M. : Charcot’s  Disease  of  the  Foot. 
J.  Indiana  M.  H.,  28:475-479,  Oct.,  1905. 

9.  Epstein,  Samuel : Medical  and  Surgical  Aspects  of 
Charcot  Joints.  The  American  Journal  of  Syph.,  20:386- 
393,  July,  1936. 

10.  Haldeman.  Keene  O.  and  Soto-Hall,  Ralph:  Neuro- 
pathic (Charcot)  Joint  Disease  and  Its  Relation  to  Injury. 
Pacific  Coast  Medicine,  6:6,  Jan.  1,  1939. 

11.  Warfield,  C.  H. : Charcot’s  Disease  of  the  Elbow 
Joint.  Am.  J.  Roentgenol.,  29:530-532,  April,  1933. 

12.  Key,  J.  Albert:  Clinical  Observations  on  Tabetic 
Arthropathies  (Charcot  Joints).  American  Journal  of 
Syph.,  16:429-446,  Oct.,  1932. 

13.  Henderson,  V.  E.  : Joint  Affections  in  Tabes  Dor- 
salis. J.  Path.  & Bact.,  10:211-264,  Feb.  6,  1904. 
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Authors 

Multiple  Knee 

Hip 

Ankle  & 
Foot 

Spine  U pper 

Steindler 

...Not  stated  42 

18 

21 

8 

3 

Carmichael  

1 

1 

1 

1 

1 

0 

Wile  & Butler .. 

25 

58 

5 

22 

6 

9 

Van  Buskirk  .... 

0 

0 

0 

2 

0 

0 

Epstein  

5 

5 

1 

4 

2 

3 

Haldemann  & 
Soto-Hall 

16 

0 

0 

0 

0 

0 

Warfield  

0 

0 

0 

0 

0 

3 

Key  

23 

39 

15 

29 

5 

4 

Henderson  

103 

214 

94 

39 

0 

40 

Personal  

5 

12 

4 

5 

0 

0 

Table  2. 

Joints  affected. 

disparity  between  the  patient’s  complaints  and  the 
physical  findings.  When  the  physical  findings  are 
suggestive  of  fracture  or  joint  destruction  yet  the 
patient  complains  more  of  instability  than  of  pain, 
a neuropathic  joint  should  always  be  thought  of. 

Further,  the  cases  may  be  divided  into  two  gen- 
eral classes.  In  one  class  we  have  the  development 
of  joint  symptoms  in  known  tabetics  who  may  or 
may  not  be  under  treatment.  In  this  group  joint 
symptoms,  while  frequently  of  moderate  severity, 
may  be  characterized  as  just  one  more  complaint 
added  to  the  patient’s  already  long  list.  The  fact 
that  in  spite  of  their  complaints  about  the  joint, 
their  consideration  of  it  is  casual,  differentiates  it 
sharply  from  the  arthritides.  The  second  group  of 
cases  consists  of  those  individuals  whose  initial 
tabetic  complaint  is  of  joint  disturbance.  This  group 
may  be  subdivided  into  two  groups  the  first  division 
consisting  of  those  cases  which,  following  a minor 
fall,  develop  rheumatism  and  in  which  a fracture  is 
found  to  have  occurred.  We  have  had  two  such  in- 
dividuals present  themselves  at  the  arthritic  clinic 
with  fractured  hips.  One  was  fortunate  enough  to 
be  injured  while  working  and  secured  industrial 
compensation  for  his  fracture. 

The  more  usual  story,  however,  is  that  of  the 
development,  rather  suddenly,  of  an  acutely  swollen 
moderately  painful  knee.  In  a short  time  the  swell- 
ing and  pain  become  less  acute.  The  patient  is  able 
to  be  up  and  around  upon  his  joint  but  notices 
residual  pain,  weakness  and  unsteadiness.  It  is  in 
this  type  of  case  that  the  typical  flail  joints  occur.  On 
examination,  the  discrepancy  between  the  obvious 
disintegration  of  the  joint  and  the  patient’s  com- 
plaint, the  hypermobility  rather  than  the  restricted 
motion  leads  one  to  suspect  the  disease.  It  is  im- 
portant to  emphasize  that  these  patients  do  have 
pain  in  their  joints  and  that  this  pain,  while  par- 
tially a matter  of  distention  of  the  skin,  is  not 
exclusively  so.  As  great  an  aid  in  diagnosis  as  the 
disparity  between  symptoms  and  findings  is  the 


usual  location  of  the  disease.  The  knee  is  the  most 
frequently  affected,  the  hip  next.  The  ankle,  foot, 
spine,  and  upper  extremity  are  occasionally  in- 
volved. In  no  class  of  arthritic  cases  is  general  ex- 
amination of  the  patient  more  important  than  in 
Charcot’s  tabetic  arthropathy.  In  a collected  series 
of  cases  from  the  literature,  over  80  per  cent  had 
evidence  of  organic  disease  of  the  nervous  system. 
In  our  small  series  we  found  positive  evidence  of 
nervous  system  disease  of  all  cases  thoroughly  ex- 
amined and  in  three  cases  not  seen  by  us  no  note 
was  made  on  the  chart  as  to  the  presence  or  absence 
of  neurological  findings.  (Table  3.) 


Males  2:1 

Age  20-72 

Positive  neurologic  findings 80% 

Positive  Wassermann  60% 

Multiple  joints  35% 

Knee  60% 

Hip  20% 

Ankle  and  foot 98% 

Spine  and  upper  extremities 12% 


Table  3.  601  collected  and  personal  cases. 

LABORATORY 

The  laboratory  is  a distinct  aid  in  making  the 
diagnosis.  In  80  per  cent  of  our  series,  positive  blood 
or  spinal  fluid  was  obtained.  In  two  hundred  thirty- 
four  collected  cases,  a positive  Wassermann  was 
found  in  152.  The  majority  of  these  cases,  however, 
were  not  investigated  completely.  We  feel  that  the 
positive  laboratory  evidence  of  syphilis  is  impor- 
tant if  it  supplements  the  physical  examination  but 
care  should  be  taken  to  regard  it  as  a supplement 
and  not  as  a diagnostic  measure.  Other  laboratory 
findings  are  essentially  those  of  complicating  con- 
ditions. 

ROENTGEN  FINDINGS 

In  the  roentgenograms  the  same  disparity  be- 
tween clinical  symptoms  and  joint  form  occurs.  The 
typical  case  reveals  multiple  spontaneous  chip  type 
fractures  with  excessive  capsular  bony  overgrowth 
and  joint  effusion  (fig.  1).  Obviously,  patients  with 
such  a joint  change  would  never  have  delayed 
roentgen  examination  to  such  a late  stage  if  clini- 
cal symptoms  were  in  keeping  with  the  roentgen 
findings.  In  about  a third  of  the  cases,  however, 
roentgen  examination  is  made  early  enough  to  re- 
veal changes  consistent  with  ordinary  but  severe 
hypertrophic  (osteo)  arthritis.  In  this  case,  spur 
formation  and  lessened  joint  space  are  the  roentgen 
findings.  Occasionally  one  may  be  fortunate  enough 
to  observe  the  evidence  of  periostitis  to  aid  in  mak- 
ing the  diagnosis. 
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Fig.  1. 


TREATMENT 

Two  facts  are  important  in  regard  to  manage- 
ment of  this  malady.  First  of  these  is  the  recogni- 
tion that  it  is  not  a luetic  process  but  rather  a con- 
dition which  results  from  a luetic  disease  of  the 
spinal  cord.  This  explains  why  a Charcot’s  joint 
may  frequently  develop  during  the  successful  treat- 
ment of  tabes.  It  is  the  result  of  changes  already 
present  in  the  cord  and  not  a sign  of  advancement 
of  the  spinal  lesion.  The  second  fundamental  of 
treatment  is  recognition  that  the  immediate  local 
cause  is  repeated  trauma  to  the  joint.  Any  method 
which  will  eliminate  or  make  impossible  traumatic 
insults  is  satisfactory. 

Treatment  may  be  conservative  in  the  form  of 
some  type  of  external  fixation  apparatus.  In  some 
cases  the  orthopedist  may  feel  that  treatment  should 
be  rendered  independently  of  the  patient’s  coopera- 
tion and  use  internal  fixation,  that  is,  arthrodesis. 
Choice  is  largely  indicated  by  the  neurologic  and 
general  condition  of  the  patient.  If  his  condition 
is  such  that  he  may  be  ambulatory  and  useful,  oper- 
ation is  the  method  of  choice;  if  prognosis  of  the 
tabes  is  poor,  conservative  brace  treatment  is  to 
be  favored. 


PERITONITIS  TREATED  WITH 
PEPTONE  BROTH* 

C.  G.  Bain,  M.D.,  M.S. 

CENTRALIA,  WASH. 

AND 

Harry  Feagles,  M.D. 

CHEHALIS,  WASH. 

During  the  past  five  years  we  have  been  using 
nutrient  peptone  broth  in  all  cases  of  peritonitis  at, 
and  after,  operation  with  very  good  results.  These 
cases  include  one  hundred  consecutive  unselected 
ruptured  appendices  with  six  deaths,  seven  cases  of 
pelvic  peritonitis  from  other  causes  with  no  deaths, 
three  cases  of  perforated  small  bowel  with  no 
deaths,  three  cases  of  perforated  duodenal  ulcer 
with  no  deaths  and  two  cases  of  fractured  pelvis 
with  lacerated  bladder  and  peritoneal  involvement 
with  good  recoveries. 

We  have  used  broth  in  infected  conditions  in  al- 
most every  part  of  the  body  with  great  benefit.  Not 
only  where  infection  was  actually  present  has  it 
proved  valuable,  but  also  where  infection  was  liable 
to  occur  and  also  where  infection  would  be  unfor- 
tunate if  it  did  occur.  Some  of  our  earlier  cases 
have  been  reported  and  are  again  included.1,  % 3 
In  the  ruptured  appendix  cases  the  results  have 
been  very  good.  One  of  us  had  forty-four  cases  with 
two  deaths,  the  other  fifty-six  cases  with  four 
deaths.  Two  cases  were  examined  post  mortem  and 
we  were  surprised  to  see  the  good  condition  of  the 
abdomen.  They,  and  probably  the  others,  died  from 
septic  pneumonia  due  to  blood  stream  infection. 

We  feel  that  with  broth  we  have  very  good  control 
of  the  peritonitis.  Not  only  was  the  mortality  very 
lowT  but  the  complications  were  almost  negligible. 
Temperature  and  pulse  in  nearly  all  were  normal 
by  the  fourth  and  fifth  day.  Some  had  a subsequent 
slight  rise  in  temperature  due  to  skin  infection  but 
this  subsided  as  a rule  in  a few  days  with  broth 
irrigations.  Sixty-seven  per  cent  of  these  cases  were 
out  of  hospital  inside  of  two  weeks,  24  per  cent 
inside  of  three  weeks  and  the  remainder  were  kept 
a few  days  longer  to  insure  complete  healing.  These 
were  elderly  people  and  most  were  obese.  We  had 
no  trouble  with  postoperative  distention.  There 
was  no  case  of  prolonged  postoperative  vomiting, 
one  case  of  obstruction  while  two  cases  developed 
local  secondary  abscesses.  Two  cases  coming  to 

* Read  before  a meeting  of  Lewis  County  Medical  So- 
ciety, Chehalis,  Wash.,  Feb..  14,  1939. 

1.  Feagles,  H.,  Bain,  C.  G.  and  Gregg.  M.  E. : Peptone 
Broth  in  Treatment  of  Ruptured  Appendix  with  Peritoni- 
tis. Northwest  Med.,  33:249.  July,  1934. 

2.  Feagles,  H.  and  Bain,  C.  G.  : Peptone  Broth  in  Peri- 
tonitis. Northwest  Med.,  35:  62-63,  Feb.,  1936. 

3.  Bain,  C.  G. : Use  of  Peptone  Broth  in  Ruptured  Ap- 
pendix Cases.  Canadian  M.  A.  J.,  38:580-581,  June,  1938. 
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operation  with  marked  influenza  developed  some 
bronchopneumonia  following  but  recovered  prompt- 
ly. Not  one  of  the  hundred  had  an  incisional  hernia. 
None  has  had  any  trouble  subsequently  suggesting 
adhesions  and  we  believe  that  broth  has  great  value 
as  a preventive.  In  fact,  we  use  it  in  almost  all  of 
our  abdominal  and  pelvic  cases  with  this  in  view. 

VVe  have  not  as  yet  had  occasion  to  reopen  the 
abdomen  for  other  conditions  except  in  two  of  the 
ruptured  appendix  cases.  We  have  used  broth  in 
twelve  cases  operated  on  for  obstruction  due  to  ad- 
hesions and  all  have  had  complete  relief  with  one 
exception  which  has  done  very  well  following  a 
second  operation.  Of  the  pelvic  cases,  five  were  due 
to  salpingitis  with  peritonitis.  Three  of  these  were 
gonorrheal  and  two  resulted  from  septic  abortion. 
The  three  cases  with  perforated  small  bowel  had  a 
good  deal  of  peritoneal  soiling  and  all  did  well.  The 
three  perforated  duodenal  ulcers  healed  well  and 
showed  very  little  drainage.  It  is  almost  unbeliev- 
able but  the  ruptured  appendix  cases  where  broth 
is  used  show  very  little  pus  drainage  following 
operation  and  there  is  practically  no  odor.  Both  of 
these  facts  are  in  great  contrast  to  what  we  for- 
merly expected  and  encountered. 

We  make  a real  effort  to  remove  the  appendix 
and  did  so  in  all  except  four  of  the  early  cases. 
For  this  reason  we  favor  the  right  rectus  incision 
displacing  the  muscle  mesially.  Drainage  will  be 
satisfactory  if  the  full  right  lateral  position  is  main- 
tained for  a day  or  two  after  operation  or  a stab 
drainage  wound  could  be  made  laterally  to  ad- 
vantage. When  pus  is  seen  on  opening  the  peri- 
toneum we  put  in  the  suction  tip  before  the  finger. 
We  try  to  localize  our  procedure  as  much  as  pos- 
sible but  always  remove  the  pus  from  the  pelvis. 
When  closing  we  inject  100-200  cc.  of  broth  before 
placing  the  drainage  tube.  Each  day  following  we 
irrigate  through  the  tube  with  broth.  We  give 
plenty  of  morphine  in  the  first  forty-eight  hours 
and  2000-3000  cc.  glucose  in  saline  intravenously 
daily  for  two  or  three  days.  In  a few  of  the  last 
cases  we  have  used  prontosil  and  then  sulphanila- 
mide. 

We  have  not  used  the  expectant  (Ochsner) 
method.  We  did  not  try  to  classify  the  type  of  peri- 
tonitis because  we  think  it  cannot  readily  nor  ad- 
visedly be  done.  We  have  had  no  facilities  for  bac- 
teriologic  study  but  feel  these  cases  should  be  thor- 
oughly studied  from  that  standpoint,  especially  re- 
garding the  blood  stream  infection. 

We  cannot  say  how  broth  brings  about  these 
favorable  results.  It  may  act  locally  and  generally 


as  a foreign  protein  stimulating  the  body  defense 
mechanisms.  It  may  stimulate  the  formation  of  bac- 
teriophage. It  may  inhibit  the  growth  of  the  organ- 
isms but  this  seems  unlikely  as  it  is  commonly  used 
for  culture  media.  It  also  has  a hemostatic  and 
anodyne  effect,  the  latter  possibly  due  to  control  of 
infection.  We  have  seen  no  adverse  reaction  in  any 
case.  We  believe  the  broth  could  be  improved  either 
by  determining  the  optimum  concentration  and 
amount  to  be  used  or  by  combining  something  in 
the  nature  of  a vaccine,  serum  or  bacteriophage. 
We  have  not  felt  the  necessity  of  doing  a cecostomy 
at  operation4  because  we  feel  that  control  of  the 
peritonitis  tends  to  prevent  postoperative  disten- 
tion. Our  cases  have  had  the  drainage  tube  removed 
in  five  or  six  days. 

In  conclusion,  we  hope  in  the  future  to  improve 
on  the  above  record  because  we  feel  that  we  should 
not  have  lost  some  of  the  cases  which  did  not  re- 
cover. We  have  not  had  a fatality  in  the  last  thirty- 
seven  ruptured  appendix  cases. 

4.  De  Courcy,  J.  L. : Appendicitis : Surgical  Care  Based 
upon  Pathologic  Conditions  Present.  Ohio  State  Med.  J., 
33:1205-1208,  Nov.,  1937. 
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Following  publication  in  the  June  issue  of  an 
editorial  on  care  of  clients  of  the  Farm  Security 
Administration,  Mr.  Herbert  M.  Peet,  Regional 
Cooperative  Advisor  for  that  organization  com- 
mented upon  the  editorial  and  the  problem  in  gen- 
eral. Mr.  Peet,  formerly  a newspaper  publisher,  is 
held  in  the  highest  esteem  by  all  who  know  him. 
His  idealism  is  genuine  and  his  sincerity  unques- 
tioned. His  letter,  which  follows,  should  be  inter- 
preted in  that  light. 

The  article  ...  is  a comprehensive  statement  of 
the  Farm  Security  Administration’s  medical  care 
problem  and  I believe  it  expresses  an  attitude  of 
fairness  towards  our  efforts  in  this  region.  In  view 
of  this  friendly  spirit  on  the  part  of  the  Editor,  I 
hesitate  to  offer  any  suggestions  for  possible  emen- 
dation of  the  article,  though  there  are  two  or  three 
points  I would  have  stated  differently  if  I had  been 
writing  the  article  myself. 

I would  be  the  last  person  to  suggest  that  the 
medical  profession  should  lower  its  standards  of 
care,  or  that  its  code  of  ethics  should  be  modified. 
Nor  do  I believe  doctors  should  be  asked  to  per- 
form skilled  and  arduous  tasks  without  reasonable 
compensation.  I desire  that  any  medical  program 
which  I have  a hand  in  developing  should  be  sound 
ethically  and  economically,  and  that  it  should  en- 
able very  low-income  farm  families  to  have  the 
best  care  possible  and  to  pay  for  it  out  of  their 
limited  incomes. 

To  bring  this  about  I believe  the  medical  profes- 
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sion  ought  to  recognize  that  American  agriculture, 
now  and  for  many  years  to  come,  probably  will  be 
a deficit  industry.  That  is  to  say,  the  farms  of  the 
United  States  are  producing  more  than  the  Ameri- 
can people  under  their  present  economy  can  con- 
sume. As  a result,  prices  for  farm  products  are  now 
low,  below  the  cost  of  production  in  fact,  and  will 
continue  to  be  for  the  next  decade  or  two.  This 
means  that  profits  from  farming  will  go  principally 
to  those  large  scale  operators  who  are  engaged  in 
specialized  production  and  who  are  able  to  cut  costs 
after  the  manner  of  factories.  The  average  farm 
family  cannot  successfully  compete  in  this  situation 
any  more  than  the  old  type  general  store  can  com- 
pete with  present  day  “super  markets.” 

If  nothing  is  done  about  the  problem  just  stated, 
hundreds  of  thousands  of  farm  families  will  be 
forced  to  an  even  lower  scale  of  living  than  they 
now  have.  Either  they  will  become  migrants,  moving 
about  the  country  looking  for  something  to  do  as 
farm  laborers,  or  they  will  go  to  the  city  in  a vain 
attempt  to  compete  with  industrial  labor,  or  they 
will  remain  in  the  country  and  sink  into  worse  pov- 
erty. (We)  know  to  what  extent  the  number  of 
migratory  families  has  increased  in  the  last  nine 
years,  but  the  doctors  are  probably  not  aware  of  it. 
(We)  know  to  what  extent  poverty  has  spread  in 
the  rural  areas  in  the  last  decade  because  of  agri- 
culture’s position.  We  know  these  things  because 
it  is  our  business  to  know  them,  but  the  doctors 
have  many  problems  of  a different  character  on 
their  minds  and  they  reasonably  cannot  be  expected 
to  understand  all  the  social  and  economic  problems 
of  agriculture. 

If  I had  been  writing  (the  editorial)  I would 
have  emphasized  the  present  plight  of  the  low-in- 
come farm  families  and  the  probability  that  it  can- 
not be  remedied  completely  for  a long,  long  time. 
I would  have  emphasized  the  Farm  Security’s  ap- 
proach to  the  general  problem,  viz.:  a program  of 
gradual  rehabilitation  through  which  farm  families 
are  being  taught  to  get  the  maximum  income  pos- 
sible from  their  farms  and  to  organize  their  living 
so  that  its  cost  can  be  paid  out  of  income  even 
though  that  income  is  pitifully  low. 

It  is  my  notion  that  we  handicap  our  efforts  to 
rehabilitate  these  families  if  we  expect  them  to 
look  to  charity  for  their  medical  care,  for  by  such 
expectations  we  are  contributing  to  a further 
breakdown  of  their  self-reliance.  I realize  that  it  is 
not  easy  for  a doctor  to  understand  why  it  is  not 
“charity”  or  “semi-charity”  that  we  are  seeking 
when  we  ask  the  medical  profession  to  furnish  care 
to  a farm  family  for  $25  to  $30  a year  that  at  reg- 
ular fees  might  cost  $100  a year.  Yet,  if  $25  to  $30 
is  all  the  farmers  can  pay  because  it  is  a fair  share 
of  their  annual  income,  is  it  not  enough? 

I believe  further  that  if  the  doctors  recognize  the 
plight  of  agriculture  and  of  low-income  farm  fami- 
lies to  be  as  I have  just  outlined  it,  they  would 
see  that  it  is  not  ethically  unwise  or  economically 
unsound  for  them  to  work  with  us  in  a program 
that  frankly  contemplated  their  providing  profes- 
sional care  at  less  than  their  regular  fees. 


If  you  were  to  ask  me  to  state  the  specific  point 
of  difference  between  the  doctors  and  me  I would 
put  it  this  way:  The  doctors  feel  that  a majority  of 
FSA  families,  if  as  bad  off  as  I claim  they  are, 
should  be  treated  on  a charitable  or  semi-charitable 
basis,  while  I contend  in  the  long  run  both  the 
doctors  and  the  families  will  be  better  off  if  we  set 
up  a plan  whereby  the  families  pay  what  they  can, 
even  if  it  is  far  below  what  the  doctors  believe  they 
ought  to  receive.  In  a literal  sense  the  doctors  are 
being  asked  to  give  charity  but  to  call  it  by  a dif- 
ferent name.  I believe  if  each  FSA  family  of  five 
within  an  area  contributes  $30  a year  and  the  pay- 
ments from  all  these  families  are  pooled  that  the 
doctors  will  receive  a great  deal  more  from  the 
entire  group  than  they  now  are  receiving  from  that 
group.  I believe  further  each  family  will  have  re- 
ceived more  medical  care  than  it  now  is  receiving, 
and  that  the  psychological  reaction  to  this  plan 
among  our  families  will  be  socially  constructive.  I 
also  contend  that  such  a plan  as  I have  in  mind 
will  lift  the  economic  side  of  medicine,  so  far  as 
both  the  doctors  and  our  families  are  concerned,  to 
a much  higher  plane  than  it  now  occupies. 

Herbert  M.  Peet. 


ENGLAND’S  EXPERIENCE  WITH  REFUGEES 

The  American  Friends  Service  Committee  in  a pamphlet 
titled  Refugee  Facts  states  that  the  British  Home  Office  has 
reported  to  the  Parliament  that  the  eleven  thousand  Ger- 
man immigrants  which  have  entered  Great  Britain  have 
provided  work  for  fifteen  thousand  workers. 

Some  detail  of  this  process  is  given  by  the  London  Spec-  , -I 
tator  of  January  20,  1939: 

“In  some  cases  whole  industries,  or  sections  of  industries, 
have  been  transferred  completely  to  this  country.  The  whole 
of  the  valuable  fur  trade  of  Leipzig,  for  instance,  has  been 
transferred  to  this  country.  The  greater  part  of  the  present 
leather  bag  industry  now  established  in  England  has  since 
1931  been  built  up  by  German  Jews,  the  majority  of  whom, 
of  course,  took  residence  here  and  increased  their  businesses 
after  1933. 

“In  Lancashire  there  is  one  leather-bag  business  which 
employs  over  7S0  British  subjects.  The  factory  of  another 
one  established  on  the  St.  Helen’s  Estate  at  Bishop  Auck- 
land, which  was  burned  down  some  lime  ago,  was  employ- 
ing at  the  time  250  British  subjects,  and  the  program  which 
is  to  be  carried  out  this  year  will  employ  up  to  600  people. 

In  all  these  cases  work  is  being  done  here  by  British  work- 
men that  was  formerly  done  in  Germany  by  Germans  . . . 

“A  German- Jewish  refugee  and  his  family  are  establish- 
ing a fine  furnishing-materials  factory  employing  forty  Brit- 
ish subjects,  and  an  Italian  Jew,  along  with  the  same  Ger- 
mans, is  starting  a mass-production  furnishing-fabrics  fac- 
tory which,  beginning  with  175  British  employees,  is  ex- 
pected ultimately  to  employ  about  2,000.  Other  firms  are 
manufacturing  soups,  delicatessen,  lurnishings,  lamp  shades, 
electrical  equipment,  work  boxes,  and  furniture,  and  a ce- 
ment hardening  process  is  being  started  . . . 

“A  silk  printing  factory  now  employs  forty  and  will  soon 
employ  seventy  British  work-people ; a leather  glove  factory' 
employs  fifty;  a new  factory  for  the  manufacture  of  patent 
fasteners  will  employ  fifty;  confectionery  and  cakes  will 
employ  twenty;  wrist-watch  straps  already  employ  twenty- 
two;  chrome  leather  eighty-four;  silk  printing  forty-four; 
bottle  caps  and  gelatine  products  twenty-six;  surgical  ad- 
hesives forty;  leather  belting  eight;  plain  kid  and  fancy 
leather  gloves  eleven. 
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MEDICAL  NOTES 


Fair  view  Superintendent  Named.  The  State  Board  of 
Control  late  in  May  elected  Horace  G.  Miller  superintend- 
ent of  the  Fairview  Home  for  feeble  minded.  He  succeeds 
the  late  Roy  D.  Byrd.  Dr.  Miller,  prior  to  this  advance, 
was  in  charge  of  the  men’s  receiving  ward  at  the  Oregon 
State  Hospital. 

Infirmary  Fire.  Fire  of  undetermined  origin  did  exten- 
sive damage  to  the  Klamath  County  Infirmary  June  14. 
The  three-story  frame  structure  was  almost  a total  loss. 
Forty-two  inmates  of  the  institution  were  removed  in  time 
to  avoid  any  loss  of  life. 

Rockey  Named  to  Commission.  Eugene  W.  Rockey, 
formerly  chief  of  staff  of  the  Industrial  Accident  Commis- 
sion, was  reappointed  to  that  position  by  action  of  the 
Governor.  He  succeeds  Louis  P.  Gambee.  He  will  be  assisted 
by  John  P.  Trommald. 

Oregon  State  Hospital  Staff  Appointment.  B.  F. 
Williams,  formerly  of  Lincoln,  Nebraska,  has  been  named 
to  the  staff  of  the  Oregon  State  Hospital  where  he  will 
occupy  the  position  formerly  held  by  H.  G.  Miller. 

Locations.  Edward  Koziol,  formerly  of  Danbury,  Iowa, 
has  moved  to  St.  Helens  where  he  will  assume  the  office 
and  practice  of  the  late  L.  G.  Ross.  John  A.  Hardeman,  a 
graduate  of  the  University  of  Minnesota  Medical  School, 
has  joined  W.  H.  Thurtell  for  practice  in  Newport. 


OBITUARY 


Dr.  Levi  Gilbert  Ross  of  St.  Helens,  Ore.,  died  May  30, 
aged  59.  He  was  graduated  from  Northwestern  University 
Medical  School,  Chicago,  in  1907  and  came  to  Columbia 
County  in  1910.  The  following  year  he  was  appointed 
health  officer.  He  had  the  distinction  of  being  the  oldest 
county  health  officer  in  Oregon  from  point  of  service.  He 
founded  the  St.  Helens  General  Hospital  in  1925. 


SOCIETY  MEETINGS 


MULTNOMAH  COUNTY  MEDICAL  SOCIETY 
Pres.,  E.  W.  Rockey;  Secty.,  C.  P.  Wilson 
Regular  meeting  of  the  Multnomah  County  Medical  So- 
ciety was  held  in  the  auditorium  of  the  Medical  Dental 
Building,  Portland,  June  21.  The  Wagner  bill  was  discussed 
by  John  A.  Fitzgibbon,  who  attended  the  St.  Louis  session 
of  the  American  Medical  Association  as  delegate  for  Oregon, 
and  Robert  L.  Benson,  who  recently  appeared  before  a 
committee  of  the  United  States  Senate.  Stanley  Lamb, 


chairman  of  the  committee  on  the  study  of  plans  of  medical 
care  for  low  wage  groups  in  Multnomah  County,  led  a dis- 
cussion on  such  plans. 


STATE  SOCIETY  ACTIVITIES 


pharmacopeial  convention  of  1940 

Notice  has  been  received  of  the  U.  S.  Pharmacopeial 
Convention  for  revision  of  the  Pharmacopeia  to  be  held 
at  Washington,  D.  C.,  beginning  May  14,  1940.  The  con- 
vention will  inaugurate  preparation  of  the  12th  revision  of 
the  Pharmacopeia. 

The  convention  is  composed  of  members  who  are  sent 
as  delegates  by  state  and  national  associations  of  physi- 
cians, pharmacists,  and  other  groups  concerned  with  medi- 
cine and  drugs,  by  schools  of  medicine  and  pharmacy,  and 
by  certain  government  services.  Each  state  medical  associa- 
tion is  entitled  to  send  three  delegates. 

In  the  past,  there  has  been  considerable  criticism  that 
the  conventions  have  been  controlled  by  commercial  phar- 
maceutic interests  who  secure  the  credentials  of  various 
schools  of  pharmacy  and  pharmaceutic  organizations  and 
select  and  pay  expenses  of  delegates  who  will  vote  as  these 
interests  request. 

Most  state  medical  associations  do  not  feel  in  a position 
to  pay  the  expenses  of  three  delegates.  However,  as  the 
annual  session  of  the  American  Medical  Association  will  be 
held  in  New  York  next  June,  it  is  hoped  that  the  Society 
will  have  a full  representation  at  the  convention  by  mem- 
bers selected  from  those  who  attend  the  American  Medical 
Association  meeting. 

INVITATION  TO  AMERICAN  PUBLIC  HEALTH  ASSOCIATION  TO 
MEET  IN  PORTLAND  IN  1940 

The  Council  has  voted  to  extend  an  invitation  to  the 
American  Public  Health  Association  to  hold  its  next  year’s 
meeting  in  Portland.  The  Association  will  meet  in  some 
Pacific  Northwest  city  and  it  is  hoped  that  Portland  will 
be  selected. 

During  recent  years,  there  has  been  a gratifying  develop- 
ment of  a closer  understanding  between  public  health  offi- 
cials and  private  physicians  in  Oregon.  A meeting  of  the 
American  Public  Health  Association  in  Portland  would 
offer  a splendid  opportunity  to  further  a more  complete 
liaison  between  public  health  service  and  curative  medicine 
in  Oregon. 

TELEPHONING  OF  NARCOTIC  PRESCRIPTIONS 

At  the  June  meeting  of  the  Council,  there  was  discussion 
concerning  the  recent  announcement  of  the  Federal  Bureau 
of  Narcotics  that  it  intends  to  enforce  strictly  the  regulation 
prohibiting  the  telephoning  of  prescriptions  containing  nar- 
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cotics.  The  medical  profession  is  in  complete  accord  with 
the  efforts  of  the  federal  authorities  to  curb  the  narcotic 
evil.  On  the  other  hand,  the  strict  enforcement  of  this  reg- 
ulation will  interfere  with  emergency  treatment  at  night  in 
many  legitimate  cases.  This  is  especially  true,  for  example, 
in  cases  where  the  physician  desires  to  prescribe  cough 
mixtures  containing  small  amounts  of  narcotics.  President 
Sears  was  authorized  to  appoint  a committee  to  investigate 
the  situation,  with  a view  to  ascertaining  whether  certain 
exceptions  of  this  character  might  be  recognized. 

EDITOR  FOR  OREGON  SECTION  OF  “NORTHWEST 
MEDICINE” 

For  some  time,  the  Committee  on  Publication  has  been 
studying  various  means  by  which  Northwest  Medicine 
might  be  made  more  useful  as  a medium  for  keeping  the 
membership  informed  concerning  the  problems  confronting 
the  medical  profession  and  the  policies  adopted  by  the  So- 
ciety to  meet  them.  This  purpose  has  been  accomplished, 
in  part,  by  the  creation  of  the  State  Departments  Section 
in  the  journal  in  which  the  three  Pacific  Northwest  state 
associations  may  report  their  activities  and  other  items  of 
interest  to  their  respective  memberships. 

However,  it  has  become  apparent  that  the  publication 
of  such  a section  can  only  be  made  effective  under  the 
direction  of  a local  editor  who  is  in  close  touch  with  the 
activities  of  the  Council  and  the  various  committees  and 
who  is  familiar  with  current  social  and  economic  trends 
affecting  the  local  medical  profession.  For  this  reason,  the 
Committee  on  Publication  has  recommended  the  appoint- 
ment of  a physician  to  serve  in  this  capacity  on  a part-time 
basis.  Such  an  editor  would  prepare  news  material  con- 
cerning activities  of  the  state  and  local  societies  for  publi- 
cation in  the  Oregon  Section,  as  well  as  for  the  Journal  of 
the  American  Medical  Association,  and  prepare,  and  stimu- 
late other  members  to  contribute,  editorials  on  current 
issues.  The  Council  has  approved  this  proposal  and  has 
directed  the  Executive  Committee  to  recommend  a quali- 
fied physician  for  this  position.  It  is  anticipated  that  the 
Council  will  make  this  appointment  shortly. 

POSTGRADUATE  EDUCATION 

At  the  June  meeting  of  the  Council,  Leo  J.  Meienberg  of 
Portland,  presented  a report  of  the  meeting  of  the  Asso- 
ciated State  Committees  on  Postgraduate  Education  held 
at  St.  Louis,  which  he  attended  as  the  representative  of  the 
Society. 

Dr.  Meienberg  reported  that  the  organization  was  assum- 
ing a more  permanent  form,  as  indicated  by  the  adoption 
of  a constitution  and  by-laws,  which  he  read. 

Dr.  Meienberg  said  that  the  most  important  subject  dis- 
cussed at  the  meeting  was  a requirement,  to  be  enforced  by 
governmental  or  medical  organization,  compelling  physi- 
cians to  obtain  certain  postgraduate  instruction  as  a con- 
dition of  retaining  a license  to  practice.  However,  he  re- 
ported that  the  subject  was  merely  discussed  without  def- 
inite recommendation  or  action. 

In  discussion,  it  was  indicated  that  the  leaders  of  the  As- 
sociated State  Committees  on  Postgraduate  Medical  Edu- 
cation were  carrying  on  their  activities  largely  independ- 
ently of  organized  medicine.  It  was  suggested  that  amend- 
ments to  the  constitution  and  by-laws  of  the  organization, 
to  bring  it  under  the  control  of  organized  medicine,  be 
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drafted  and  that  these  amendments  be  presented  at  the  next 
meeting  by  the  Oregon  representative. 

It  was  pointed  out  that  certain  elements  active  in  the 
Associated  State  Committees  on  Postgraduate  Medical  Edu- 
cation were  pressing  for  federal  funds  for  postgraduate 
medical  education  and  looked  with  favor  upon  compulsory 
postgraduate  instruction  for  physicians  enforced  by  the  fed- 
eral government. 

The  Council  went  on  record  to  the  effect  that  any  federal 
funds  used  for  postgraduate  education  in  Oregon  should  be 
spent  only  under  conditions  promulgated  by  the  Oregon 
State  Medical  Society.  The  Council  authorized  President 
Sears  to  appoint  a Committee  on  Postgraduate  Education. 

JOINT  MEETING  WITH  OREGON  STATE  BOARD  OF  HEALTH 

Following  disposition  of  other  business  at  the  June  meet- 
ing, the  Council  met  in  joint  session  with  the  Oregon  State 
Board  of  Health.  Policies  with  respect  to  many  subjects  of 
mutual  concern  to  the  Board  and  the  medical  profession 
generally  were  freely  discussed. 

Venereal  Disease  Treatment.  Of  particular  importance 
was  the  discussion  of  the  extent  to  which  the  State  Board 
of  Health  should  provide  laboratory  tests  and  treatment 
materials  to  persons,  above  the  indigent  level,  who  are  af- 
flicted with  venereal  diseases. 

In  discussion,  it  was  pointed  out  that  there  are  many 
patients  who  are  able  to  pay  the  physician  a small  fee  for 
treatment,  but  whom  the  private  physician  could  only 
care  for  at  a loss  unless  the  laboratory  examinations  and 
treatment  materials  are  supplied  without  cost  by  a public 
agency. 

Cooperation  in  Public  Health  Legislation.  Perhaps  the 
most  valuable  feature  of  the  meeting  was  the  discussion 
concerning  the  need  of  cooperation  between  the  Society, 
the  State  Board  of  Health,  and  the  various  lay  health  or- 
ganizations regarding  public  health  legislation.  It  was 
pointed  out  that  much  confusion  arises  during  sessions  of 
the  State  Legislature  when  such  legislation  is  introduced 
without  giving  the  Council  an  opportunity  to  analyze  its 
effects.  It  was  the  concensus  of  opinion  that  a meeting  of 
representatives  of  the  Society,  the  State  Board  of  Health, 
and  lay  health  organizations  should  be  held  at  least  six 
months  or  a year  prior  to  the  convening  of  the  Legislature, 
in  order  that  any  differences  of  opinion  might  be  adjusted 
before  legislation  is  introduced.  It  was  also  suggested  that 
the  legislation  sponsored  by  the  several  organizations  be 
discussed  at  the  annual  session  of  the  Society,  in  order  that 
the  membership  generally  might  be  informed  concerning  it. 

Federal  Control  of  State  Health  Activities.  The  increas- 
ing trend  to  require  state  departments  of  health  to  adopt 
policies  imposed  by  the  federal  government,  as  a condition 
to  obtaining  grants-in-aid,  was  discussed  at  length.  It  was 
felt  that  each  state  should  be  left  free  to  determine  for  it- 
self the  scope  and  nature  of  its  public  health  program. 
The  members  of  the  State  Board  of  Health  indicated  that 
it  was  their  purpose  to  adopt  policies  in  consonance  with 
those  of  the  Society. 

It  was  the  unanimous  opinion  of  the  members  of  the 
Council  and  the  State  Board  of  Health  who  were  present 
that  this  joint  meeting  had  done  much  to  clarify  previous 
misunderstandings.  Another  joint  meeting  will  probably  be 
held  in  the  fall. 
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GOLDEN  JUBILEE  MEETING  WASHINGTON  STATE  MEDICAL  ASSOCIATION,  SPOKANE, 

AUGUST  28-30 


MEDICAL  NOTES 


County  Physician  Appointed.  A.  J.  Osterman  of  Mt. 
Vernon  was  recently  appointed  county  physician  for  Skagit 
County.  He  assumes  the  position  of  the  late  B.  F.  Brooks. 

Hospital  Staff  Elects.  Staff  election  was  held  at  Provi- 
dence Hospital,  Everett,  late  in  May.  L.  F.  Farrell  was 
elected  president,  Edwin  B.  Chase  was  named  vice-presi- 
dent, and  O.  W.  Anderson,  secretary-treasurer.  W.  D. 
Smith  and  J.  W.  Ebert  were  elected  to  the  executive  com- 
mittee. 

Typhoid  Epidemic.  Clallam  County  was  the  site  of  an 
extensive  typhoid  epidemic  which  started  in  May.  Fifty- 
five  cases  were  found.  Extensive  inoculation  was  employed 
to  control  the  epidemic. 

McKay  Hospital  Opened.  The  new  McKay  Memorial 
Hospital  at  Soap  Lake,  devoted  to  the  care  of  Buerger’s 
disease  was  opened  July  first. 

City  Health  Officer  Named.  Carl  Scheyer  has  been 
named  health  officer  of  Puyallup. 

Tuberculosis  Meeting.  Annual  meeting  of  the  Wash- 
ington State  Tuberculosis  Association  was  held  at  the  Dav- 
enport Hotel,  Spokane,  June  1,  2,  and  3.  Correlation  of 
the  work  in  various  counties  of  the  state  and  reports  of 
recent  advance  for  the  control  of  tuberculosis  featured  the 
meeting. 

Nurses  Meeting.  Joint  meeting  of  the  Washington  State 
Graduate  Nurses  Association,  the  Washington  League  of 
Nursing  Education,  and  the  Washington  State  Organization 
for  Public  Health  Nurses  was  held  at  Aberdeen  June  IS,  16, 
17.  Subjects  discussed  included  the  status  of  the  practical 
nurse,  civil  service  as  it  affects  nurses,  nursing  service  in  the 
community  and  the  requirements  of  the  community  in  re- 
gard to  sickness  and  public  health.  Bellingham  was  chosen 
as  the  1940  convention  city. 

Republican  Club  Discusses  Socialized  Medicine.  Meet- 
ing of  the  King  County  Young  Men’s  Republican  Club 
June  fifth  heard  a discussion  of  the  Wagner  Bill.  It  was 
called  “arbitrary  and  unsound  . .•  . only  dubs  and  superan- 
nuated members  of  the  medical  profession  would  take  a 
state  job.” 

Socialized  Medicine  Debate.  Debate  was  held  on  the 
subject  of  socialized  medicine  at  meeting  of  the  South 
Tacoma  Kiwanis  Club  June  seventh.  Lewis  A.  Hopkins 
spoke  for  socialization  and  William  B.  McCreery  spoke 
against  it. 

Labor  Camp  at  Yakima.  Camp  to.  be  constructed  by 
the  Farm  Security  Administration  at  Yakima  is  expected 
to  house  two  hundred  families  of  itinerant  agricultural 
laborers.  It  is  expected  that  construction  will  take  about 
four  to  five  months. 

Casselberry  Prize  Award.  Brien  T.  King  of  Seattle  was 
awarded  half  of  the  Casselberry  prize  of  the  American 
Laryngological  Society  for  his  work  in  transplanting  mus- 
cles to  reactivate  paralyzed  vocal  cords. 


Locations.  John  Wollenwebber  has  become  associated 
with  F.  G.  Ulman  at  Enumclaw.  G.  R.  Kingston,  formerly 
city  health  officer  for  Wenatchee  and  Chelan,  has  been  ap- 
pointed health  officer  for  Walla  Walla.  He  succeeds  A.  E. 
Eyres  who  goes  to  Yakima.  E.  E.  Palmquist  has  been  ap- 
pointed health  officer  for  Whitman  County  to  succeed  R.  A. 
Coke. 

Clayton  Wangeman,  for  the  past  three  years  a member 
of  the  staff  of  the  Taylor  Richardson  Clinic  at  Ellensburg, 
has  moved  to  Madison,  Wisconsin,  where  he  will  join  the 
faculty  of  the  University.  Caleb  Stone,  Jr.,  has  moved  from 
Santa  Barbara,  California,  and  has  become  a member  of 
the  staff  of  the  Virginia  Mason  Hospital. 

Wedding.  Wesley  Minzel  of  Colville  and  Miss  Meredith 
Hickman  were  married  in  Spokane  June  first. 


OBITUARIES 


Dr.  George  E.  Murphy  of  Olympia,  Wash.,  died  sud- 
denly May  18,  aged  63.  He  was  born  in  Chelsea,  Massa- 
chusetts, October  11,  1876.  He  studied  pharmacy  and  fol- 
lowing that  profession,  came  to  Olympia  where  he  worked 
in  a local  drug  store.  After  several  years  residence  in  Olym- 
pia, he  entered  the  University  of  Oregon  Medical  School 
and  graduated  from  that  institution  in  1912.  He  immedi- 
ately returned  to  Olympia  to  practice  and  had  continued 
active  practice  until  the  time  of  his  death. 

Dr.  Fred  Rutan  Underwood  of  Seattle,  Wash.,  died  May 
28  after  a long  illness.  He  was  68  years  of  age.  He  was  born 
in  London,  Ohio,  October  23,  1870,  and  received  his  medi- 
cal education  at  Georgetown  University  School  of  Medi- 
cine, Washington,  D.  C.,  graduating  in  1897.  After  a short 
period  of  practice  in  his  home  town  in  Ohio,  he  moved  to 
Seattle.  He  served  with  the  army  medical  corps  during  the 
Spanish  American  War,  and  from  1917  to  1921  was  a major 
in  the  medical  corps  of  the  Washington  National  Guard. 
He  was  surgeon  for  the  Union  Pacific  Railroad  and  from 
1904  to  1920  had  been  a member  of  the  United  States 
Public  Health  Service. 

Dr.  B.  F.  Brooks  of  Mt.  Vernon,  Wash.,  died  of  self- 
inflicted  bullet  wound  May  31,  aged  62.  He  received  his 
medical  education  at  the  University  of  Oregon  Medical 
School,  graduating  in  1901. 

Dr.  George  A.  Tripp  of  South  Bend,  Wash.,  died 
May  31.  He  received  his  medical  education  at  the  Uni- 
versity of  Minnesota,  Medical  School,  Minneapolis,  grad- 
uating in  1899.  He  had  practiced  in  Washington  for  thirty- 
seven  years. 


SOCIETY  MEETINGS 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  E.  Coe;  Secty.,  David  Metheny 
Regular  meeting  of  the  King  County  Medical  Society  was 
held  in  the  auditorium  of  the  Medical  and  Dental  Building, 
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Seattle,  June  fifth.  Byron  F.  Francis  discussed  “Diagnosis 
of  Lung  Tuberculosis.”  He  stressed  the  importance  of  ap- 
plying routine  methods  of  testing,  including  tuberculin  test- 
ing and  roentgen  ray.  J.  W.  Skinner  discussed  tuberculin 
treatment  of  tuberculous  adenitis.  John  LeCocq  followed 
with  a paper  on  “Diagnosis  and  Treatment  of  Joint  Tuber- 
culosis.” Sound  film,  “Diagnostic  Methods”  showed  the 
technic  of  mantoux  test,  acid  fast  stain,  and  other  aids 
to  diagnosis. 


SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  O.  M.  Rott;  Secty.,  T.  D.  Thompson 
Annual  meeting  of  the  Spokane  County  Medical  Society 
was  held  at  the  Davenport  Hotel  May  11.  Following  the 
banquet,  James  Nelson  was  named  president  elect.  Other 
officers  elected  were:  Secretary,  J.  W.  Epton;  treasurer, 
William  H.  Tousey;  trustees,  Marc  Anthony  and  Paul 
Remington.  Delegates  to  the  state  meeting  named  were  Ray 
Sprowl,  R.  H.  Southcombe,  R.  T.  Flaherty,  and  A.  E. 
Seeds. 


THURSTON-MASON  COUNTIES  MEDICAL  SOCIETY 
Pres.,  L.  A.  Campbell;  Secty.,  L.  M.  Wilson 
Veterans  of  the  Society  were  honored  June  27  when  the 
Thurston-Mason  Counties  Medical  Society  celebrated  its 
golden  anniversary  at  a dinner  meeting  at  the  Olympia 
Hotel.  William  M.  Beach,  now  Shelton  health  officer,  is  the 
only  living  charter  member.  The  Thurston  County  organi- 
zation was  formed  June  29,  1889,  a short  time  before  the 
entrance  of  Washington  into  the  union.  In  1905  it  was  en- 
larged to  include  Mason  County. 


WHITMAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  L.  G.  Kimzey ; Secty.,  E.  N.  Layton 
Regular  meeting  of  the  Whitman  County  Medical  Society 
was  held  at  St.  Ignatius  Hospital,  Colfax,  June  8.  Melvin  J. 
Aspray  discussed  the  Roentgen  Treatment  of  Malignancy. 
Jack  M.  Geoff roy,  executive  secretary  of  the  Washington 
State  Medical  Association,  was  present  at  the  meeting. 


STATE  ASSOCIATION  ITEMS 


UNIVERSITY  OF  WASHINGTON  GRADUATE  MEDICAL  COURSE 

The  University  of  Washington  is  holding  its  twenty-third 
annual  graduate  medical  course  of  clinics  and  lectures,  July 
17-21,  in  Guggenheim  Hall  on  the  University  of  Washing- 
ton campus  in  Seattle.  The  faculty  is  from  the  teaching 
staff  of  Northwestern  University  Medical  School.  A $10.00 
fee  is  charged  for  the  course,  which  includes  the  price  of  the 
annual  banquet.  An  announcement  of  the  course,  giving  full 
details,  appears  elsewhere  in  this  issue  of  the  Journal. 

The  high  standards  which  have  been  set  by  the  graduate 
medical  course  in  the  past  will  be  equaled  again  this  year. 
Every  member  of  the  State  Association  who  can  possibly 
do  so  should  plan  to  attend. 

PUBLIC  RELATIONS  COMMITTEE 

The  Public  Relations  Committee  of  the  State  Association 
has  purchased  copies  of  a brief  pamphlet  entitled  “Family 
Doctor  or  Federal  Agent?”  for  free  distribution  through 
offices  of  the  physicians  in  this  state.  This  pamphlet,  as  its 
title  implies,  discusses  socialized  medicine  from  a patient's 
point  of  view.  Copies  will  be  given  to  each  member  of  the 


Association,  and  they,  in  turn,  will  be  requested  to  coop- 
erate by  distributing  them  to  their  patients. 

LOCATION 

The  central  office  is  attempting  to  act  as  a clearing  house 
for  physicians  seeking  locations  in  this  state,  and  a number 
of  physicians  have  already  used  these  facilities.  Any  mem- 
ber desiring  to  sell  his  practice,  or  wishing  to  employ  or 
take  other  physicians  into  partnership,  is  urged  to  com- 
municate with  the  central  office  in  this  regard. 

DEFENSE  FUND  MEETING 

Board  of  Governors  of  the  Defense  Fund  met  June  25 
in  Seattle  to  discuss  the  present  status  of  malpractice  insur- 
ance in  this  state. 

The  malpractice  insurance  policy  of  the  Houston  Fire  & 
Casualty  Company,  recently  admitted  to  write  such  insur- 
ance in  this  state,  was  approved  by  the  Board,  and  co- 
operation will  be  offered  in  the  malpractice  defense  of  any 
member  of  the  Fund  insured  with  this  company. 

STATE  ROSTER 

A roster  of  the  Association,  listing  members  by  county 
societies,  is  now  being  prepared  for  publication.  Any  mem- 
ber desiring  a copy  of  the  roster  should  send  in  his  request 
to  the  central  office  immediately. 


STATE  DEPARTMENT  OF  HEALTH 
ACTIVITIES 


July  will  inaugurate  the  ceremony  of  laying  the  corner- 
stone of  public  health  work  in  this  State;  a ceremony  that 
will  require  six  months  for  its  completion.  The  preparation 
for  this  step  has  required  time,  effort  and  general  under- 
standing and  support  of  many  groups. 

The  excavation  for  the  structure  was  begun  when  the 
constitution  of  this  State  was  written  with  the  provision 
for  a State  Board  of  Health.  The  excavation  was  in  general 
completed  when  the  State  Legislature  provided  that  county 
and  city  boards  of  health  should  be  formed  and  that  they 
should  appoint  a health  officer. 

The  foundation  of  understanding  of  public  health  has 
been  laid  through  the  intervening  years  when  the  various 
health  departments  in  the  State  began  to  demonstrate  the 
worth  of  their  planning  and  activity.  In  very  recent  years, 
foundation  construction  has  progressed  more  rapidly,  par- 
ticularly in  certain  parts  of  the  State.  Observation  reveals 
that  the  foundation  is  on  better  footing  in  some  areas  than 
in  others.  More  attention  has  been  given  to  profession  re- 
lationships and  to  public  relationships  in  some  sections 
than  in  others. 

The  cornerstone  of  planned  financing  of  local  health  de- 
partment work  will  be  laid  in  the  ensuing  six  months.  The 
last  legislature  of  this  State  passed  a law  governing  the 
budgeting  of  county  funds  for  public  health  work.  An  ap- 
propriation from  State  tax  money  was  made  to  the  State 
Department  of  Health  for  subsidizing  local  health  work. 
For  all  practical  purposes  each  county  will  budget  for  pub- 
lic health  in  accordance  with  its  finances  and  need,  and 
where  need  is  out  of  proportion  to  county  wealth,  they 
will  be  eligible  to  aid  from  an  equalization  fund  from  the 
State  Department  of  Health.  Through  this  mechanism  each 
county  will  get  the  same  kind  of  a deal. 
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Above  this  level,  which  incidentally  is  a minimum  level 
of  operation,  each  county  shall  be  entitled  to  earn  addi- 
tional money  from  the  State  Department  of  Health,  if  there 
is  local  need,  and  if  the  county  is  willing  to  raise  additional 
local  money  for  this  activity.  It  is  the  purpose  of  this 
plan  to  avoid  using  aid  from  the  State  Department  of 
Health  as  bait  to  encourage  counties  to  reach  for  unneeded 
aid,  but  rather  it  is  the  purpose  of  this  plan  to  enable  a 
county  to  meet  its  need  if  it  believes  firmly  enough  in  that 
need  to  raise  additional  funds. 

In  brief  the  plan  is  designed  around  the  principle  of 
subsidy  without  subjugation,  but  with  supervision.  In  no 
small  measure  this  has  been  possible  because  of  the  under- 
standing of  support  and  cooperation  of  the  medical  pro- 
fession in  this  State,  as  well  as  that  of  other  interested  and 
unselfish,  and  public  spirited  groups. 

Donald  G.  Evans,  M.D.,  Director. 


WOMAN’S  AUXILIARY 


GOLDEN  JUBILEE,  1889-1939 

In  the  late  summer  of  this  year,  the  white-man’s  “Medi- 
cine Men”  and  their  families  will  start  their  trek  to  the 
Power  City  of  Washington  for  the  big  annual  Potlatch  and 
to  celebrate  fifty  years  of  organized  medicine  in  this  state. 

They  will  come  from  the  four  points  of  the  compass; 
from  the  union  of  the  waters  of  the  mighty  Columbia  and 
the  Great  Pacific,  from  the  cities  of  the  near-landlocked 
Puget  Sound  and  the  Northwest  Coast,  from  Oregon  to 
the  winding  boundary  of  a peaceful  neighboring  country, 
from  the  imaginary  line  of  the  Gem  State  and  the  deep-cut 
banks  of  the  Snake,  from  the  cities,  towns  and  communities 
of  the  rugged  mountains  and  the  rolling  plains,  to  hold 
an  important  council.  We  have  the  historical  background 
of  the  coming  of  the  real  pioneer  physicians  to  the  Old  Ore- 
gon Country.  Dr.  John  McLoughlin,  who  in  1824  came  to 
represent  the  British  Hudson’s  Bay  Company  on  the  West 
Coast,  and  Dr.  Marcus  Whitman  of  the  American  Board 
of  Missions,  who  joined  him  there  in  1836,  before  settling 
east  of  the  mountains.  With  their  courageous  and  charming 
wives,  Margaret  McKay  McLoughlin  and  Narcissa  Prentiss 
Whitman,  they  established  two  of  the  earliest  northwest 
settler  homes  and  labored  side  by  side  to  establish  the  civ- 
ilization which  we  enjoy  today. 

We  can  visualize  the  covered  wagon,  prairie  schooner 
and  the  oxcart  as  they  followed  the  centuries  old  Indian 
trails  and  risked  their  lives  and  property  braving  dangers 
of  uncharted  lands  and  in  primitive  boats  on  unknown 
rivers. 

Then,  we  can  picture  the  saddle-bag  and  canoe  doctors 
as  they  traveled  the  weary  miles  by  land  and  water  to 
alleviate  suffering  of  the  scattered  explorers,  pioneers, 
fur-traders,  missionaries  and  Indian  tribes.  We  remember 
how  these  early  doctors,  and  the  ones  who  followed  them, 
traveled  long  distances  to  meet  together  as  often  as  pos- 
sible to  help  each  other  and  to  plan  how  they  could  best 
protect  the  health  and  lives  of  their  people.  These  heart  to 
heart  talks  and  serious  discussions  were,  in  fact,  the  first 
medical  meetings  held  in  this  vast  northwest. 

As  the  immigrants  continued  to  arrive,  it  became  neces- 
sary to  establish  recognized  boundary  and  territorial  rights. 


These  doctors,  and  the  ones  who  came  a little  later,  took 
an  active  part  in  establishment  of  the  Oregon  Territory  in 
1849;  and  a few  years  later,  again,  helped  to  legally  create 
the  Territory  of  Washington  in  1853. 

The  Washington  Territorial  Medical  Association  was  or- 
ganized in  Olympia  in  1873,  with  six  members,  as  the  first 
effort  toward  organization  of  medicine  in  the  northwest. 
With  the  increase  in  population  and  with  development  of 
the  territory,  Washington  was  made  a state  in  1889.  In 
that  same  year,  the  present  Washington  State  Medical 
Association  was  incorporated  and  its  first  annual  meeting 
held  in  Spokane.  That  was  the  day  and  age  of  the  horse 
and  buggy  doctors. 

In  1939,  we  find  ourselves  called  upon  to  observe  not 
just  one  but  three  Golden  Jubilee  events;  fifty  years  since 
Washington  Territory  became  Washington  State;  fifty  years 
since  the  Washington  State  Medical  Association  was  or- 
ganized and  fifty  years  since  its  first  annual  meeting  was 
held  in  Spokane.  Nothing  could  be  more  appropriate  than 
for  the  present  doctors  and  their  wives  to  come  from  far 
and  wide  to  gather  in  Spokane  this  year  to  hold  a bigger 
Potlatch  than  could  ever  have  been  dreamed  of  in  the  pio- 
neer days  and  to  continue  the  unbroken  annual  custom 
of  meeting  to  discuss  issues  of  great  importance  to  the 
medical  profession  and  to  plan  safeguards  for  health  of  the 
public. 

Fifty  years  of  progress  have  developed  the  finest  highway 
systems,  railroad  and  air  routes,  with  streamlined  public 
and  private  conveyances,  lines  of  instant  communication 
and  accommodations  for  all  who  travel  on  limited  time. 
There  is  little  excuse  in  this  day  for  anyone  not  to  attend 
this  state  meeting.  This  is,  indeed,  the  streamlined  age  of 
speed.  Doctors  will  keep  pace  with  the  times  in  this  way, 
as  they  do  with  all  scientific  progress,  and  travel  the  miles 
across  the  state  in  hours  where  their  pioneer  predecessors 
required  weeks. 

August  28,  29  and  30,  1939,  will  be  three  happy  days 
in  Spokane  and  all  Washington  doctors  and  their  wives 
will  be  given  a cordial  welcome.  The  State  Medical  Asso- 
ciation meeting,  which  will  honor  the  pioneer  doctors,  will 
have  its  business  and  scientific  sessions  and  exhibits.  It  will 
also  have  its  lighter  side — the  Golf  Tournament  and  social 
entertainment.  The  largest  attendance  in  history  is  expected. 

Unlike  the  customs  of  a half  century  ago,  the  women 
now  have  their  own  organizations  and  the  Woman’s  Auxil- 
iary to  the  State  Medical  Association  will  hold  its  state 
meeting  at  the  same  time  when  the  members  will  also  pay 
tribute  to  wives  of  the  pioner  doctors  who  worked  so  faith- 
fully beside  their  husbands,  enduring  the  same  hardships 
and  giving  the  same  faithful  service  to  humanity  during 
the  construction  period  in  the  Northwest. 

Reports  of  the  activities  of  the  County  Auxiliaries,  dis- 
cussions, fine  speakers  (provided  through  the  courtesy  of 
the  State  Medical  Association),  plenty  of  entertainment  and 
cordial  hospitality  on  the  side,  with  an  interetsing  evening 
as  guests  of  the  doctors,  will  occupy  the  time  of  the  dele- 
gates and  visitors.  Of  course,  the  Auxiliary  Golf  Tourna- 
ment on  Monday  will  start  the  convention  off  with  many 
thrills. 

Arrange  your  vacation  plans  now.  Make  your  reserva- 
tions early  for  the  big  meeting  in  Spokane. 

Mrs.  H.  E.  Rhodehamel. 


268 


STATE  SECTIONS IDAHO 


Vol.  38,  No.  7 


IDAHO 


ANNUAL  MEETING  IDAHO  STATE  MEDICAL  ASSOCIATION,  BOISE,  AUGUST  23-26 


MEDICAL  NOTES 


SOCIETY  MEETINGS 


Hospital  Insurance  Discussed.  A public  meeting  was 
held  at  the  Hotel  Boise  June  9 to  discuss  a plan  of  hos- 
pital insurance  to  be  made  available  to  citizens  of  Idaho. 
It  was  explained  by  Robert  Smith  who  outlined  methods 
in  use  in  other  localities  and  explained  the  proposed  set-up 
for  Idaho. 

Hospital  Staff  Appointment.  David  E.  Winegar,  for- 
merly of  Yankton,  South  Dakota,  has  been  named  to  the 
staff  of  the  Idaho  State  Mental  Hospital  South.  He  takes 
the  position  recently  vacated  by  Sigfried  Fisher  who  has 
resigned. 

Nurses  Meet.  Idaho  State  Nurses  Association  held  its 
annual  meeting  at  the  Lewis-dark  Hotel,  Lewiston,  May 
19-20.  Speakers  included  E.  G.  Braddoch,  Lewiston,  Miss 
E.  G.  Bliss  of  New  York,  assistant  director  of  the  Ameri- 
can Nurses  Association,  Mrs.  Elizabeth  Soule  of  the  Uni- 
versity of  Washington,  R.  T.  Scott  of  Twin  Falls,  and  Max 
B.  McQueen  of  the  North  Central  Idaho  Health  Unit. 

City  Physicians  Appointed.  E.  L.  Soule  was  named 
city  physician  at  St.  Anthony.  H.  B.  Wooley  was  named 
city  physician  for  Idaho  Falls. 

Fishbein  To  Speak.  Morris  Fishbein  has  been  named 
as  the  speaker  at  the  opening  meeting  of  the  1939-1940 
season  of  the  Pocatello  Town  Hall.  His  subject  will  be 
“Medicine  in  the  Changing  Social  Order.” 

Nampa  Physiclan  Retires.  George  R.  Proctor  of  Nampa 
has  recently  announced  his  retirement  from  practice.  He 
has  been  in  practice  in  Nampa  since  1918. 


OBITUARIES 


Dr.  Charles  Aulden  Emes  of  Twin  Falls,  Idaho,  died 
suddenly  June  3,  aged  63.  He  was  bom  in  Marshall  Coun- 
ty, Iowa,  October  3,  1873.  He  received  his  medical  educa- 
tion at  the  University  Medical  College  of  Kansas  City, 
graduating  in  1897.  He  practiced  in  several  Missouri  towns 
and  in  1918  moved  to  Idaho  where  he  settled  in  Twin  Falls. 

Dr.  Howard  Merchant  Francisco  of  Orofino.  Idaho,  died 
June  2 of  coronary  disease,  aged  39.  He  was  a member  of 
the  staff  of  the  State  Hospital  North.  He  was  bom  in  Tren- 
ton, New  Jersey,  November  9,  1880.  He  received  his  medi- 
cal education  at  the  University  of  Louisville  School  of 
Medicine  in  1911.  He  served  with  General  Gorgas  in  the 
Panama  Canal  Zone  and  had  overseas  service  during  the 
War.  Following  the  World  War,  he  served  as  assistant  sur- 
geon general  in  the  United  States  Public  Health  Service, 
and  later  served  in  several  psychiatric  institutions.  He  was 
formerly  superintendent  of  the  Washington  State  Soldiers’ 
Home  at  Retsil  and  also  had  been  superintendent  of  the 
State  Hospital  at  Knoxville,  Tennessee. 


NORTH  IDAHO  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  E.  Carssow 
Regular  meeting  of  the  North  Idaho  Medical  Society  was 
held  at  the  Lewis-Clark  Hotel,  Lewiston,  May  24.  The 
meeting  was  addressed  by  J.  W.  Mounsey  of  Spokane  who 
discussed  various  types  of  malignancy,  and  R.  G.  Boyd, 
also  of  Spokane,  who  discussed  “Cervicitis.” 

June  meeting  of  the  North  Idaho  Medical  Society  was 
held  in  Moscow  at  the  Hotel  Moscow,  June  21.  The  meet- 
ing was  addressed  by  Richard  D.  Reekie  and  Harry  Lee 
both  of  Spokane. 


SOUTH  SIDE  MEDICAL  SOCIETY 
Pres.,  L.  M.  Kelly;  Secty.,  H.  L.  Stowe 
Regular  meeting  of  the  South  Side  Medical  Society  was 
held  at  the  National  Hotel,  Burley.  Following  the  dinner, 
the  meeting  was  addressed  by  K.  B.  Castleton  of  Salt  Lake 
City  who  discussed  “Duodenal  Surgery,”  and  Richard  Mid- 
dleton, also  of  Salt  Lake,  who  spoke  on  “Renal  Surgery.” 


STATE  ASSOCIATION  ITEMS 


The  House  of  Delegates  held  a special  meeting  at  Twin 
Falls  May  27,  to  discuss  plans  for  care  of  clients  of  the 
Farm  Security  Administration.  The  following  recommenda- 
tions were  issued  for  guidance  of  component  societies  in 
contracting  for  such  service: 

RECOMMENDED  AGREEMENT 

1.  That  all  money  or  monies  collected  from  clients  of  the 
Farm  Security  Administration  for  the  purpose  of  joining 
the  Rural  Health  Division  of  said  organization  be  con- 
trolled by  a Board  of  Directors  in  which  at  least  an  equal 
number  of  medical  men  are  members. 

2.  That  there  be  an  Auditing  Committee  composed  of  at 
least  five  members  from  the  group  of  medical  men  adminis- 
tering medical  services  in  that  community.  All  medical  bills 
shall  be  under  complete  jurisdiction  of  this  auditing  com- 
mittee. 

3.  That  all  contracts  entered  into  by  component  societies 
and  the  Rural  Health  Association  extend- from  July  first 
through  one  year  until  July  first  of  the  following  year. 

4.  That  a sum  not  to  exceed  one  dollar  ($1.00)  of  each 
family  contribution  shall  each  year  be  set  aside  for  ad- 
ministrative expense. 

5.  That  each  client  of  the  Farm  Security  Administration 
joining  the  Rural  Health  Association  shall  have  the  right  to 
choose  his  or  her  physician.  That  no  physician  can  partici- 
pate in  this  program  who  is  not  a member  in  good  standing 
of  both  the  Idaho  State  Medical  Association  and  the  local 
Medical  Society. 

6.  That  entrance  examinations  be  done  on  all  clients  en- 
tering the  Rural  Health  Association  and  that  said  exam- 
inations shall  be  rendered  on  forms  supplied.  That  said 
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S.M.A.  FED  INFANTS  SHOW  EXCELLENT  NUTRITIONAL  RESULTS 


NOT  ONLY  IS  THE  ANALYSIS  LIKE  BREAST  MILK 


AND  THE  BUFFER  LIKE  BREAST  MILK 


BUT  FAT  OF  S.M.A.  IS  LIKE  BREAST  MILK  FAT 


9ft  Additian  S.M.A.  is  an  antirachitic  and  antispasmophilic  food — has 

a Vitamin  A,  B,  and  D content  in  each  feeding  that  is  constant  every  month  of  the  year. 
It  is  usually  unnecessary  to  feed  any  vitamin  supplements  other  than  orange  juice. 


S.M.A.  is  a food  for  infants — derived  from  tuberculin  tested  forming  an  antirachitic  food.  When  diluted  according  todirec- 

cows'  milk,  the  fat  of  which  is  replaced  by  animal  and  vege-  lions , it  is  ESSENTIALLY  SIMILAR  TO  HUMAN  MILK  in  por- 

table fats  including  biologically  tested  cod  liver  oil ; with  the  centages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
addition  of  milk  sugar  and  potassium  chloride,  altogether  constants  of  the  fat  and  in  physical  properties. 

SAMPLES  FREE  TO  PHYSICIANS 
(Please  use  Professional  Stationery) 


S.M.A.  CORPORATION  . 8100  McCORMICK  BOULEVARD  . CHICAGO,  ILLINOIS 
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examinations  shall  be  on  file  in  the  Secretary’s  office  before 
payment  of  bills.  That  examination  fees  shall  be  $3.00  for 
head  of  family,  $5.00  for  man  and  wife,  and  $1.00  for  each 
child  to  a maximum  of  $10.00  for  any  one  family.  That 
fee  bills  must  be  presented  within  thirty  days  after  the 
completion  of  the  work.  All  medical  bills  must  be  itemized 
giving  date  the  work  was  done,  name  of  head  of  family  and 
patient’s  name  and  nature  of  work  done. 

7.  Medicine  to  be  limited  to  $10.00  per  family  per  year 
and  only  on  doctor’s  order  or  prescription  and  that  a card 
be  issued  and  punched  by  the  druggist  for  medicine  re- 
ceived. 

8.  That  30  days  elapse  from  entrance  date  before  any 
elective  surgery  can  be  done.  That  a supplemental  loan 
must  be  arranged  for  such  work,  prior  to  work  being  done. 

9.  That  hospitalization  be  limited  to  21  days  per  year 
per  family.  That  hospital  rates  be  those  as  set  forth  in 
the  table  of  fees  of  the  Idaho  State  Industrial  Accident 
Board. 

10.  That  preliminary  eye  examinations  be  $1.00  per  per- 
son, not  to  exceed  $5.00  per  family;  $5.00  for  refraction; 
glasses  to  be  paid  for  by  the  clients;  any  emergency  per- 
taining to  eye,  ear,  nose  or  throat  to  be  included  in  medical 
services  allowable. 

11.  That  medical  services  for  this  group  be  limited  in  its 
scope  and  to  include  the  following: 

a.  Any  accident  or  injury  as  recognized  by  the  Idaho 
State  Industrial  Accident  Board.  The  fees  being  in  accord- 
ance with  the  table  of  fees  of  said  Board.  To  include  medi- 
cal and  surgical  emergencies,  normal  and  complicated  ob- 
stetrical cases,  as  enumerated  below: 

b.  That  the  fees  for  any  major  operation  be  $125.00. 

c.  Normal  deliveries,  $35.00,  hospital  cases. 


d.  Home  deliveries,  $35.00,  plus  mileage  up  to  $10.00. 

e.  Miscarriage,  ordinary,  $25.00. 

f.  Twin  deliveries,  $50.00. 

g.  -Version,  $50.00. 

h.  Forceps  deliveries  not  to  exceed  $50.00. 

i.  That,  in  the  case  of  the  removal  of  any  tissue,  a patho- 
logical report  must  accompany  the  fee  bill. 

j.  For  traumatic  injuries  fees  are  to  be  those  allowed  by 
the  Industrial  Accident  Board. 

k.  All  other  medical  services,  other  than  here  above  stat- 
ed, shall  be  at  the  fees  set  forth  in  the  original  fee  schedule 
presented  by  the  Idaho  Falls  Medical  Society  to  the  Idaho 
Falls  Rural  Health  Association. 

l.  That  any  work,  other  than  emergency  in  nature,  shall 
first  be  approved  by  the  Auditing  Committee  before  work 
is  commenced  and  a supplemental  loan  arranged  prior  to 
services  rendered. 

m.  Office  and  home  calls  shall  be  paid  for  by  the  client. 

n.  Elective  x-ray  work  shall  be  done  only  upon  written 
consent  from  the  Auditing  Committee. 

o.  Card  pertaining  to  rules  and  regulations  must  be  pre- 
sented to  the  head  of  the  family  of  members  before 
joining. 


WOMAN’S  AUXILIARY 


Woman’s  Auxiliary  of  the  North  Idaho  Medical  Society 
met  at  the  Lewis-Clark  Hotel,  Lewiston,  May  24.  Mrs. 
R.  T.  Hopkins,  Orofino,  was  elected  president,  Mrs.  R.  T. 
Scott  of  Lewiston,  vice-president,  and  Mrs.  Lloyd  Wheel- 
wright, Grangeville,  secretary-treasurer. 


BOOK  REVIEWS 


The  Principles  and  Practice  of  Ophthalmic  Surgery. 
By  Edmund  B.  Spaeth,  M.D.,  Associate  Professor  of  Ophth- 
almology in  the  Graduate  School  of  Medicine  of  the  Uni- 
versity of  Pennsylvania,  Philadelphia,  etc.  One  volume  of 
835  pages,  illustrated  with  413  engravings,  containing  1031 
figures,  and  four  color  plates.  $10.00.  Lea  and  Febiger,  Phila- 
delphia, Pennsylvania. 

The  author  has  made  a splendid  contribution  to  ophth- 
almic surgery.  The  volume  has  been  greatly  needed,  and 
should  be  a part  of  every  ophthalmologist’s  library.  There 
are  twenty-six  chapters  devoted  to  practically  all  phases  of 
ophthalmic  surgery.  The  first  chapter  is  devoted  to  anaes- 
thesia, preparing  of  the  patient,  and  care  of  the  instru- 
ments. Several  chapters  are  devoted  to  plastic  repair  of  the 
lids  and  the  orbit.  The  author  has  had  a great  deal  of  ex- 
perience in  plastic  surgery,  and  writes  from  his  own  experi- 
ences. Several  chapters  are  devoted  to  surgery  of  the 
muscles,  and  of  cataracts.  A very  complete  description  is 
given  to  surgical  treatment  of  retinal  detachment.  One 
chapter  is  devoted  to  general  pathology  of  the  orbit.  One 
chapter  is  devoted  to  surgery  of  the  lacrimal  apparatus. 
Each  chapter  in  turn  takes  up  various  problems  in  surgery 
in  a very  detailed  manner,  making  this  a book  for  not  only 
an  advanced  surgeon,  but  also  for  the  beginning  student  in 
ophthalmology.  The  author  is  a practicing  ophthalmologist 
in  Philadelphia,  having  a large  experience  in  all  phases  of 
ophthalmic  surgery.  He  has  not  only  reviewed  the  import- 


ant phases  of  eye  surgery  as  practiced  by  the  ophthalmol- 
ogist, but  he  has  also  incorporated  many  of  his  own  views. 
He  has  produced  a book  that  has  been  greatly  needed  in  the 
English  language.  The  volume  can  truly  be  considered  a 
masterpiece,  and  should  be  studied  by  every  ophthalmol- 
ogist. Jensen 


Landmarks  in  Medicine.  347  pp.,  $2.00.  D.  Appleton- 
Century  Company,  Inc.,  New  York  and  London,  1939. 

This  book  contains  laity  lectures  of  the  New  York  Acad- 
emy of  Medicine  which  were  presented  during  1938  to  em- 
phasize progress  of  medical  knowledge  to  the  public.  Lec- 
tures by  seven  men,  well  known  in  educational  and  public 
circles,  include,  “The  Meaning  of  Medical  Research,’’  “Med- 
icine in  the  Middle  Ages,”  “Medicine  and  the  Progress  of 
Civilization,”  presenting  facts  which  will  fascinate  any 
inquiring  mind.  Since  the  mystery  story  has  been  so  popu- 
lar in  recent  years,  the  lecture  on  “Dr.  Watson  and  Mr. 
Sherlock  Holmes”  by  Dr.  Martland,  Professor  of  Forensic 
Medicine,  New  York  University  College  of  Medicine,  is 
particularly  fascinating.  Edgar  Allen  Poe  was  the  father  of 
detective  and  mystery  fiction  in  this  country.  Many  of  his 
stories  are  outlined.  There  is  a discussion  of  crime  and  its 
detection.  If  one  wishes  to  read  a book  pertaining  to  medi- 
cine which  will  not  burden  him  with  technicalities,  he  will 
get  satisfaction  out  of  this  volume. 
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TRICHOMONADS  IN 
THE  VAGINAL  SMEAR 


U/yeth 


IN  THE  OFFICE  TREATMENT  FOR 


CONVENIENT  • SIMPLE  . EFFECTIVE 

Complete  information  on  request 


TRICHOMONAS  VAGINITIS 

two  insufflations  of  Wyeth’s  Compound 
* Silver  Picrate  Powder  and  the  supple- 
mentary use  of  twelve  Silver  Picrate 
Vaginal  Suppositories  usually  result  in 
complete  remission  of  symptoms  of 
trichomonas  vaginitis  and  the  disappear- 
ance of  trichomonads  from  the  smear. 


JOHN  WYETH  & BROTHER,  INC  • PHILADELPHIA.  PA.  . . . WALKERVILLE,  ONT. 


Lite’s  Beginning  on  the  Earth.  By  R.  Beutner,  M.D., 
Ph.D.,  Professor  of  Pharmacology  at  the  Hahnemann  Medi- 
cal College  and  Hospital  of  Philadelphia.  222  pp.,  $3.00.  The 
Williams  & Wilkins  Company,  Baltimore,  1938. 

In  considering  the  origin  of  life  on  our  earth,  the  author 
refers  freely  to  millions  and  even  billions  of  years,  entirely 
incomprehensible  periods.  The  first  approach  to  evolution  of 
life  on  earth  comprises  vital  growth  and  crystallization.  The 
second  approach  deals  with  life,  carbon’s  outstanding  prop- 
erty. The  third  approach  discusses  importance  of  salt  and 
water  for  life  and  growth.  The  fourth  approach  deals  with 
the  animal  a machine.  The  ocean  is  considered  the  cradle  of 
life  on  our  earth.  The  oceans  display  a greater  diversity  of 
plant  and  animal  life  than  do  lakes,  rivers  or  the  dry  land. 
Life  depends  on  all  the  salts  contained  in  the  ocean,  even 
those  existing  in  small  amounts.  Many  interesting  phases  of 
the  development  of  life  are  herein  considered. 


Biochemistry  for  Medical  Students.  By  William  Veale 
Thorpe,  M.A.  (Cantab.),  Ph.D.  (Lond.),  Reader  in  Chemi- 
cal Physiology,  University  of  Birmingham.  With  37  Illus- 
trations. 457  pp.,  $4.50.  William  Wood  & Company,  Balti- 
more, 1938. 

Biochemistry  is  the  study  of  chemical  processes  occurring 
in  living  tissues.  In  view  of  their  importance  in  medical 
diagnosis,  prominence  is  given  in  this  book  to  blood,  urine 
and  feces.  In  the  thirty  chapters  many  phases  of  biochem- 
istry are  considered,  such  as  water,  carbohydrates,  pro- 
teins, enzymes.  Biochemistry  of  digestion  and  of  absorp- 
tion are  followed  by  utilization  of  carbohydrates,  lipides 
and  proteins.  The  principles  of  nutrition  are  described  with 
the  nature  and  composition  of  common  foods. 


Superfluous  Hair  and  Its  Removal.  By  A.  F.  Niemoel- 
ler,  A.B.,  M.A.,  B.S.,  Author  of  Feminine  Hygiene  in  Mar- 
riage, etc.  155  pp.,  $2.00.  Harvest  House,  New  York,  1938. 

It  is  said  that  woman’s  crowning  glory  is  her  hair.  If, 
however,  it  is  in  excess  elsewhere  than  on  the  head,  it  is  a 
cause  of  despair  rather  than  pride.  Many  methods  have 
been  employd  for  the  removal  of  superfluous  hair,  all  of 
which  are  discussed  by  the  author.  Depilatories,  abrasives, 
shaving,  tweezing,  waxes  are  effective  for  the  time  being, 
but  do  not  present  permanent  results.  Electrolysis,  which  is 
effective  as  hair  remover,  is  described.  Diathermy  and  roent- 
gen rays  are  also  successful.  Advantages  and  disadvantages 
of  all  methods  are  discussed. 


Personal  and  Community  Health.  By  C.  E.  Turner, 
A.M.,  Sc.D.,  Dr.P.H.,  Professor  of  Biology  and  Public 
Health  in  the  Massachusetts  Institute  of  Technology,  etc. 
Fifth  Edition.  652  pp.,  $3.00.  The  C.  V.  Mosby  Company, 
St.  Louis,  1939. 

One  sentence  in  the  preface  of  this  book  indicates  rather 
clearly  its  purpose,  “All  should  acquire  the  standard  of 
health  knowledge  appropriate  for  the  educated  man  and 
woman — one  which  will  enable  them  to  meet  their  proper 
health  responsibilities  in  the  home  and  in  the  community.” 
The  book  is  not  primarily  designed  for  the  profession, 
though  part  two  dealing  with  community  health,  affords  a 
rapid  review  of  the  phenomena  of  the  effect  of  disease  upon 
a community  or  mass  of  population  in  distinction  to  the 
effect  of  disease  upon  the  individual.  It  deals  also  with  en- 
vironmental factors,  etc.,  sometimes  lost  sight  of  in  the 
busy  whirl  of  caring  for  many  and  varied  sick  individuals. 
It  may  clarify  this  thought  to  point  out  that  disease  and 
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propaganda  affect  the  individual  in  one  way,  but  when  ap- 
plied to  an  assembled  or  communal  mass,  disease  or  propa- 
ganda result  in  epidemics  and  in  mobs. 

The  classical  study  of  “The  Epidemic  of  the  Broad 
Street  Well”  (page  314)  is  reviewed  and  may  well  be  read 
with  profit  and  interest.  The  chapter  on  essential  facts  of 
immunity,  while  elementary  as  it  must  be  for  intended 
general  reader,  is  accurate  in  its  brevity. 

About  twenty  pages  (chapter  29,  beginning  on  page  450) 
may  well  be  read  with  profit.  This  section  deals  with  public 
health  administration,  a subject  too  little  understood  by  the 
average  busy  physician,  yet  a subject  that  should  be  clearly 
understood  in  these  days  of  charges  and  counter  charges  of 
socialization  of  medicine.  This  chapter  is  relatively  free  of 
personal  interpretation  and  rather  replete  with  factual  in- 
formation ; the  reader  being  permitted  to  draw  his  own 
conclusions  based  on  facts  rather  than  fancies  and  pre- 
judices. 

Appendix  A deals  with  the  control  of  communicable  dis- 
eases, discussing  each  disease  selected  under  the  headings  of 
recognition  of  the  disease,  Etiological  Agent,  Source  of  In- 
fection, Mode  of  Transmission,  Incubation  Period,  Period 
of  Communicability,  Susceptibility  and  Immunity,  Preval- 
ence, Methods  of  Control  and  General  Measures.  This 
affords  a ready  concise  review  for  the  physician.  Evans. 


The  Patient  as  a Person,  a Study  of  the  Social  As- 
pects of  Illness.  By  G.  Canby  Robinson,  M.D.,  LL.D., 
Sc.D.,  Lecturer  in  Medicine,  Johns  Hopkins  University.  423 
pp.,  $3.00.  The  Commonwealth  Fund,  New  York,  1930. 

Dr.  Robinson  is  a physician  of  varied  experience  who  has 
always  had  an  interest  in  the  personal  side  of  his  medical 
practice.  This  was  strengthened  by  close  association  with 
several  psychiatrists  who  seem  to  have  hypnotized  him  into 
pursuing  the  subject  further. 

The  social,  economic  and  family  relationships  of  174 
unselected  patients  on  the  medical  wards  of  John  Hopkins 
Hospital  are  reported  in  detail  and  the  conclusion  drawn 
that  the  personal  problems  of  the  patient  must  be  consid- 
ered in  understanding  any  one  case  and  planning  treatment. 
The  theme  song  of  this  book  is  that  the  patient  should  be 
treated  as  a whole  and  as  a human  being  rather  than  just 
as  an  illness  or  case  of  pernicious  anemia  or  cardiac  decom- 
pensation. 

It  is  a sad  commentary  on  present  day  medicine  that  a 
year’s  research  and  a book  has  to  be  written  to  bring  out 
an  obvious  truth  that  any  doctor  with  any  common  sense 
would  already  know.  The  impersonal  organization  of  large 
hospitals  and  clinics,  however,  seems  to  have  allowed  this 
side  of  medical  practice  to  atrophy.  The  suggestion  is  that 
some  form  of  medical  social  service  would  help  to  correct 
this  deficiency.  All  of  which  reemphasizes  the  advantage  of 
the  close  interpersonal  relationship  of  patient  and  doctor 
obtained  in  private  practice.  Lemere. 


Life  and  Letters  of  Dr.  William  Beaumont.  A New 
Print.  By  Jesse  S.  Myer,  A.B.,  M.D.,  Late  Associate  in 
Medicine  in  Washington  University,  St.  Louis.  With  an  In- 
troduction by  Sir  William  Osier,  Bt.,  M.D.,  F.R.S.,  Late 
Regius  Professor  of  Medicine  in  Oxford  University,  Eng- 
land. 327  pp.,  $5.00.  The  C.  V.  Mosby  Company,  St.  Louis, 
1939. 

Dr.  William  Beaumont,  the  pioneer  American  physio- 
logist, accomplished,  under  most  discouraging  circumstances, 
some  of  the  most  remarkable  medical  research  of  all  time. 

Since  June  6,  1822,  the  story  of  Dr.  Beaumont  and  the 
case  of  Alexis  St.  Martin,  with  the  accidental  gastric  fistula, 


has  had  a peculiar  fascination  for  persons  in  various  walks 
of  life — from  the  school  boy,  who  gains  his  first  knowledge 
of  the  incident  from  his  “Essentials  of  Physiology,”  to  the 
scientist,  who  by  comparison  of  Beaumont’s  work  with  the 
most  recent  developments  in  the  physiology  of  digestion, 
marvels  at  the  thoroughness  of  this  remarkable  piece  of 
research  conducted  by  a young  army  officer  under  great 
difficulties  in  an  isolated  army  post. 

This  biography  was  originally  published  in  1912.  The 
author,  Dr.  Jesse  Myer,  died  shortly  after  the  first  printing, 
but  the  great  interest  shown  in  the  life  of  Beaumont  has 
necessitated  the  present  reprinting.  There  is  an  introduction 
by  Sir  William  Osier,  who  stresses  the  hardships  of  back- 
woods,  camps  and  prairie  garrisons  under  which  this  army 
surgeon  pursued  his  experiments  on  the  none  too  cooper- 
ative French  Canadian,  Alexis  St.  Martin,  who  repeatedly 
ran  away  in  the  midst  of  some  important  experiment.  There 
was  also  the  discouraging  lack  of  assistance  from  his  super- 
ior medical  officers  and  the  famous  physiologists  of  his 
time  to  whom  he  appealed  for  help  and  understanding. 

Beaumont  was  truly  a great  character  and  his  work  as 
an  example  of  what  can  be  accomplished  by  intelligence 
and  keen  observation  of  clinical  material.  In  these  days  of 
million  dollar  research  projects  and  complex  medical  or- 
ganization, this  story  of  simplicity,  courage  and  service  is 
refreshing  and  stimulating.  The  man  himself  and  his  army 
outpost  experiences  are  even  more  interesting  than  the  ex- 
periments for  which  he  is  famous.  Lemere. 

Hygiene.  By  J.  R.  Currie,  M.A.  Oxon.,  M.D.  Glas., 
D.P.H.  Birm.,  M.A.,  F.R.C.P.  Edin.  Henry  Meehan,  Pro- 
fessor of  Public  Health,  University  of  Glasgow.  With  34 
Figures  in  the  Text.  324  pp.,  $5.00.  William  Wood  & Com- 
pany, Baltimore,  1938. 

Hygiene  has  been  defined  as  the  science  of  health.  In  an 
historical  survey  the  author  starts  his  story  with  Hygeia, 
the  goddess  of  health,  daughter  of  Aesculapius.  There  are 
discussions  of  maternity,  child  welfare,  school,  mental  and 
industrial  hygiene.  Ventilation  is  considered,  its  inlets  in  the 
home  and  hot  water  radiator  at  the  window.  Under  com- 
munity diseases  are  considered  various  fevers  and  common 
communicable  diseases.  There  is  a chapter  on  parasites  and 
their  infestation. 


The  Technique  of  Contraception,  an  Outline.  By  Eric 
M.  Matsner,  M.D.,  Foreword  by  Frederick  C.  Holden,  M.D. 
Fourth  Edition,  50  pp,  50c.  The  Williams  & Wilkins  Com- 
pany, Baltimore,  1938. 

While  there  still  may  be  some  controversy  as  to  the  prop- 
riety of  advising  on  methods  of  contraception,  the  practice 
has  become  so  extensive  that  many  physicians  find  it  neces- 
sary to  advise  methods  which  are  satisfactory  and  harmless. 
The  pamphlet  written  by  Matsner  is  brief  but  clear,  and 
sufficiently  illustrated  so  that  any  physician  may,  after  its 
reading,  intelligently  advise  his  patients. 

The  Vaginal  Diaphragm,  Its  Fittinc  and  Use  in  Con- 
traceptive Technique.  By  LeMon  Clark,  M.S.,  M.D., 
Chicago,  111.,  Author  of  “Sex  Education”  and  “Emotional 
Adjustment  in  Marriage.”  Illustrated.  107  pp.,  $2.00.  The 
C.  V.  Mosby  Company,  St.  Louis,  1939. 

This  booklet  on  contraception  deals  quite  completely  with 
only  one  method,  namely,  the  vaginal  diaphragm.  The  prin- 
ciples of  its  use,  the  accessory  substance  and  explicit  direc- 
tions as  to  its  manipulation  are  included.  The  book  is  re- 
plete with  diagrams  and  photographs,  both  of  which  might 
well  be  used  by  the  physician  in  instructing  his  patient  in 
the  use  of  this,  the  most  popular,  method  of  contraception. 
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This  journal  goes  to  press  the  first  day  of  the  month. 
Material  for  publication  should  be  received  by  the  25th 
of  the  preceding  month. 

Reprints  will  be  furnished  by  the  printer  according  to 
the  schedule  of  prices  which  accompanies  the  galley  proofs 
submitted  to  the  author.  The  order  for  reprints  should  ac- 
company the  returned  galley  proofs.  The  printer  holds  the 
type  until  the  first  of  the  following  month. 

Illustrations  will  be  provided  by  the  journal  to  the  extent 
of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
correspondence. 


EDITORIALS 


OUR  ANNUAL  MEETINGS 

For  many  years  leading  members  of  our  three 
Northwest  medical  associations  have  aimed  to  bring 
their  members  into  closer  personal  relationships. 
For  a period  of  time  this  was  facilitated  by  annual 
medical  meetings  of  these  and  neighboring  states, 
with  programs  of  interest  to  all. 

This  year  their  annual  meetings,  by  previous 
mutual  agreement,  have  been  scheduled  in  close 
proximity.  Beginning  with  the  meeting  of  Idaho 
State  Medical  Association  at  Boise,  August  23-26, 
this  is  followed  immediately  by  the  Washington 
State  Medical  Association  meeting  at  Spokane 
August  28-30,  succeeded  by  Oregon  State  Medical 
Society  at  Gearhart,  September  6-9.  The  plan  has 
never  hitherto  been  attempted  of  having  one  group 
of  guest  speakers  appear  before  all  of  these  meet- 
ings. This  result  has  been  accomplished  by  securing 
members  of  Washington  University  School  of  Medi- 
cine at  St.  Louis,  the  presence  of  whom  is  to  be 
noted  on  all  the  programs. 

Listed  in  this  issue  will  be  found  programs  of 
each  of  these  state  meetings,  with  general  informa- 
tion pertaining  to  their  local  settings,  various  forms 
of  entertainment  and  other  matters  of  interest.  At 
these  annual  meetings  an  invitation  has  always 
been  extended  to  members  of  the  profession  of 
adjacent  states  to  come  as  guests  at  the  respective 
meetings.  This  year,  however,  with  the  calendar 
grouping  them  so  closely,  large  attendance  from 
adjacent  states  is  scarcely  to  be  anticipated  al- 
though cordial  invitations  are  thus  extended.  The 
editorial  management  of  this  journal  hopes  to  ob- 
tain interesting  and  valuable  papers  for  future 
publication  from  the  distinguished  members  of  the 
profession  who  will  appear  on  these  programs. 

OTHER  ANNUAL  MEETINGS 

During  coming  months  many  annual  meetings 
are  scheduled,  some  of  which  may  interest  phys- 
icians of  the  Northwest.  Some  of  them  are  listed 
as  follows: 
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American  Congress  on  Obstetrics  and  Gynecol- 
ogy will  hold  a meeting  in  Cleveland,  Ohio,  Sep- 
tember 11-15.  This  is  sponsored  by  The  American 
Committee  on  Maternal  Welfare,  Inc.  It  is  intended 
for  the  entire  medical  profession.  The  program 
presents  papers  on  obstetrics,  gynecology  and  vari- 
ous phases  of  maternal  welfare.  Besides  the  pro- 
gram of  papers,  each  of  the  five  days  schedules 
round-table  discussions  on  many  subjects. 

Association  of  Western  Hospitals  will  hold  its 
annual  convention  at  Hotel  Biltmore,  Los  Angeles, 
April  8-11,  1940.  In  conjunction  with  this  will  be 
the  annual  meeting  of  Western  Conference  Catholic 
Hospital  Association. 

The  third  Congress  of  Pan-Pacific  Surgical  As- 
sociation will  be  held  at  Honolulu  September  15-28, 
sailing  from  Los  Angeles  September  7 or  San 
Francisco  September  8. 

The  eighteenth  Annual  Scientific  and  Clinical 
Session  of  American  Congress  of  Physical  Therapy 
will  be  held  at  Hotel  Pennsylvania,  New  York 
City,  September  5-8.  Executive  director  is  Dr.  A. 
R.  Hollender,  30  North  Michigan  Avenue,  Chicago. 

The  sixty-eighth  annual  meeting  of  American 
Public  Health  League  Association  will  be  held 
October  17-20  at  Hotel  William  Penn,  Pittsburgh, 
Pa.  The  secretary  is  Dr.  R.  M.  Atwater,  50  West 
50th  St.,  New  York  City. 


INFORMATION  CONCERNING  CURRENT 
MEDICAL  PROBLEMS 
Frequently  a physician  is  requested  to  impart  in- 
formation concerning  facts  pertaining  to  the  med- 
ical profession  and  its  relations  to  the  general 
public.  They  are  asked  questions  about  hospitals, 
their  capacity,  functions  and  other  relationships. 
In  addition  they  are  supposed  to  possess  informa- 
tion pertaining  to  conditions  of  disease,  not  only 
in  our  own  country  but  in  foreign  lands.  Often 
one  would  like  to  have  at  hand  facts  which  would 
answer  these  questions  and  be  available  for  ready 
reference. 

Such  information  can  be  obtained  from  “Factual 
Data  on  Medical  Economics,”  published  by  Bu- 
reau of  Medical  Economics,  American  Medical  As- 
sociation, Chicago.  The  data  presented  in  this  vol- 
ume have  been  secured  by  careful,  accurate  study 
of  many  of  the  relationships  of  physicians  and  the 
medical  profession  as  they  concern  the  general 
public.  Information  like  the  following  is  obtain- 
able: number  of  physicians  in  relation  to  popula- 
tion, number  of  medical  schools  and  graduates, 


population  per  physician  according  to  size  of  com- 
munity; hospitals  and  hospital  beds  in  the  United 
States,  hospital  bed  construction  and  bed  occu- 
pancy, supply  and  utilization  of  beds  in  general 
hospitals;  death  rates  in  death  registration  area, 
mortality  trends  in  the  United  States,  diphtheria, 
tuberculosis,  cancer,  maternal  and  infant  mortality, 
as  well  as  answers  to  many  other  questions. 

This  and  much  other  factual  information  are  here 
presented.  The  data  in  this  volume  are  arranged  in 
a very  handy  form.  The  right  hand  page  gives 
briefly  the  information  to  be  conveyed,  with  an 
illustrative  chart  on  the  left  hand  page.  Thus  every 
other  page  contains  the  data  that  are  sought  in  the 
given  problem,  while  the  alternating  page  presents 
them  in  graphic  form.  Any  doctor  seeking  informa- 
tion concerning  the  medical  profession  along  these 
lines  will  not  find  any  publication  so  replete  with 
such  material  as  is  herein  presented. 


PROSPECTIVE  MEDICAL  LEGISLATION 

One  of  the  most  important  matters  to  be  con- 
sidered at  the  coming  annual  meetings  is  a sound 
legislative  program  for  each  state.  There  can  by 
this  time  be  no  doubt  that  the  next  sessions  of  our 
state  legislatures  will  see  the  introduction  of  bills 
which  would  injure  the  present  standards  of  prac- 
tice or  even  alter  the  present  methods  of  practice 
themselves.  There  can  also  be  no  doubt  that  the  un- 
friendly attitude  displayed  by  many  legislators  in 
the  1939  sessions  will  still  be  in  evidence,  if  not  en- 
hanced in  1941.  It  is  not  too  soon,  therefore,  to 
plan  for  the  next  session,  to  prepare  for  the  emer- 
gency before  it  arises. 

It  is  not  the  part  of  wisdom  to  wait  until  the 
legislature  is  actually  in  session.  Those  who  have 
served  on  legislative  commitees  know  full  well  that 
such  a course,  too  often  pursued  in  the  past,  has 
led  to  precarious  situations  which  have  been  met 
only  by  the  most  strenuous  methods.  They  further 
know  that  inimical  legislation  has  been  averted  by 
the  narrowest  of  margins  and  that,  if  similar  situa- 
tions should  arise  in  the  future,  there  might  be  dif- 
ferent results. 

Methods  which  have  been  used  previously  may 
not  only  fail  in  the  future  but  may  even  contain 
some  elements  of  danger.  Much  of  the  work  of  leg- 
islative committees  in  previous  years  has  of  neces- 
sity been  destructive  in  nature.  There  is,  then,  no 
little  danger  that  future  members  of  these  groups 
will  be  accused  of  being  destructive  only,  of  hav- 
ing no  constructive  or  helpful  thought.  Such  accusa- 
tions, if  well  founded,  could  be  fatal  to  the  work  of 
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the  committee.  By  changing  our  methods  this  type 
of  criticism  may  be  prevented. 

There  are  many  fields  in  which  the  medical  pro- 
fession should  reassert  its  leadership  and  in  which 
its  leadership  should  receive  wider  recognition.  Cer- 
tainly the  present  standards  of  public  health  work, 
medical  education  and  hospital  service  are  due  to 
the  requirements  formulated  and  established  by  the 
medical  profession.  No  other  group  or  profession 
is  so  self-critical,  so  eager  for  advance.  These  facts 
should  be  brought  forcibly  to  the  attention  of  the 
legislatures  in  their  next  sessions  and  contacts 
should  be  made,  long  time  before  these,  through 
which  individual  legislators  may  be  shown  the  true 
interests  of  the  profession.  A sound,  progressive 
and  constructive  legislative  program,  planned  far 
in  advance  of  the  sessions,  should  do  more  than 
anything  else  to  convince  the  law  makers  as  well 
as  the  public  that  the  medical  profession  is  still 
capable  of  leadership  in  all  matters  pertaining  to 
scientific  medicine  and  preservation  of  the  health 
of  the  public. 

TESTING  THE  DRINKING  DRIVER 

Much  has  been  published  charging  the  drunken 
driver  with  responsibility  for  a large  proportion  of 
automobile  catastrophies.  Many  suggestions  have 
been  offered  to  determine  the  stage  of  intoxication 
which  renders  a drinker  unfit  to  drive  an  auto- 
mobile. It  has  even  been  suggested  that  the  garage 
manager  shall  determine  the  qualifications  of  the 
drinking  man  and  hold  his  car,  if  in  his  opinion 
dangerous  intoxication  exists. 

Scientists  have  devised  tests  which  supplant  the 
guesswork  of  dealing  with  the  highway  drinker. 
These  determine  not  only  whether  the  driver  has 
been  drinking,  but  if  he  has  ingested  sufficient 
liquor  to  affect  his  driving  discrimination.  In 
order  to  pass  on  this  information  to  the  general 
public,  the  National  Safety  Council,  Inc.,  has  pre- 
pared a sound  film  on  intoxication,  entitled  “Test- 
ing the  Drunken  Driver.”  It  presents  an  instruc- 
tive manner  of  procedure  in  seeking  the  conviction 
of  drivers  who  are  under  the  influence  of  liquor. 
Its  purpose  is  to  encourage  the  use  of  scientific 
tests  for  driver  intoxication.  The  film  is  accurate 
from  the  standpoint  of  test  procedures,  and  is  suf- 
ficiently dramatic  to  interest  the  average  audience. 
Medical  societies  can  obtain  the  loan  of  this  film 
for  a moderate  price,  or  purchase  it  at  a low  figure. 
For  further  information  address  Donald  S.  Berry, 
Ph.D.,  Secretary  National  Safety  Council,  Inc., 
20  N.  Wacker  Dr.,  Chicago. 


ORIGINAL  ARTICLES 


PERSONALITY  TRAITS  AND  MENTAL 
HYGIENE* * 

A.  C.  Ivy,  M.D. 

CHICAGO,  ILL. 

It  has  been  stated  “that  all  men  are  created 
equal,”  “that  they  are  endowed  by  their  creator 
with  certain  unalienable  rights,”  “that  these  are 
life,  liberty  and  the  pursuit  of  happiness.”  Splendid 
words  have  been  inscribed  on  public  buildings,  such 
as  Liberty,  Justice,  Equality,  Fraternity.  These  and 
other  similar  expressions  have  appealed,  and  rightly 
so,  to  the  imagination  of  the  mind  of  man. 

Yet,  for  ages  men  have  recognized  the  existence 
of  great  differences  in  individual  human  traits  and 
abilities.  In  view  of  this  fact,  men  have  asked,  how 
can  Equality  ever  be  reconciled  with  Justice? 
Should  the  same  advantages  be  available  to  coura- 
geous men  and  cowards,  to  honest  men  and  liars, 
to  workers  and  drones,  to  wise  men  and  half-wits? 
Society  has  answered,  No.  And  sages  have  replied, 
“love  your  neighbor  as  yourself”  and  “do  unto 
others  as  you  would  have  them  do  unto  you.”  Thus, 
it  would  seem  that  the  ideal  of  democracy  should 
be  the  expression  of  as  many  personality  character- 
istics as  are  possible  without  mutual  self-destruc- 
tion. 

To  describe  and  to  account  for  individual  human 
abilities  is  one  of  the  oldest  philosophic  problems. 
The  problem  has  been  “arm-chaired”  for  centuries. 
It  has  only  recently  been  attacked  by  the  objective 
or  scientific  method. 

The  problem  is  based  primarily  on  an  under- 
standing of  the  physiology  of  the  brain,  a subject 
concerning  which  relatively  little  is  known.  Among 
the  organs  of  the  body  the  brain  is  the  most  won- 
derful. With  the  exception  of  the  phenomenon  of 
life  itself,  the  phenomena  of  consciousness  and 
thought  are  the  most  perplexing  of  biologic  phe- 
nomena, and  unless  one  has  his  feet  firmly  on  the 
ground  they  excite  metaphysic  speculation.  Even 
today  some  psychologists  and  medically  trained 
psychiatrists  would  place  consciousness  and  thought, 
or  the  mind,  in  a category  separate  from  physiologic 
processes.  I do  not  subscribe  to  such  a view  because 
it  is  unnecessary  and  does  not  further  the  solution 
of  the  problems  that  confront  one  in  the  study  of 
mind. 

* From  the  Department  of  Physiology  and  Pharma- 
cology, Northwestern  University  Medical  School. 

*Read  before  the  Twenty-third  University  of  Washing- 
ton Graduate  Medical  Course,  Seattle,  Wash.,  July  17-21, 
1939. 
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Personality  means  the  unique,  noninstitutional- 
ized  behavior  of  an  individual  which  differentiates 
him  from  others.  Persons  manifest  two  types  of  be- 
havior, namely,  institutional  and  individual.  An 
example  of  institutional  behavior  is  stopping  at  a 
stop-light  in  which  instance  75  per  cent  of  persons 
stop,  22  per  cent  drive  very  slowly.  An  example  of 
individual  behavior  is  how  individuals  respond  to 
the  same  busy  traffic  cross-section  when  the  stop- 
light is  not  present.  Seventeen  per  cent  stop,  37  per 
cent  drive  very  slowly,  34  per  cent  slightly  slow, 
and  12  per  cent  do  not  alter  their  speed. 

There  are  two  ways  to  study  personality.  One  is 
to  study  it  as  a whole;  the  other  is  to  attempt  to 
break  it  up  into  units  called  traits.  This  is  what 
we  do  in  everyday  life.  If  we  want  a good  cashier, 
we  pay  special  attention  to  honesty  and  reliability. 
If  we  want  a companion,  we  consider  the  personal- 
ity as  a whole.  Personality  can  be  best  described  by 
evaluating  single  traits,  just  as  we  describe  the 
body  of  a person  by  giving  the  height,  weight,  color 
of  the  hair,  etc. 

The  following  classification  of  personality  traits 
has  been  rather  widely  used  and  attempts  to  meas- 
ure the  various  traits  have  been  made: 

CLASSIFICATION  OF  PERSONALITY  TRAITS 

1.  Intelligence:  the  classification  of  individuals 
in  regard  to  scholastic  ability. 

2.  Interest  and  evaluation  attitudes:  a descrip- 
tion of  individuals  in  regard  to  motives  and  incen- 
tives. 

3.  Intro-  and  extroversion:  a description  of  how 
individuals  meet  their  conflicts. 

4.  Ascendance-submission:  a description  of  how 
individuals  deal  with  others. 

5.  Atypical  attitudes:  a description  of  individ- 
uals in  regard  to  radical  and  reactionary  ideas. 

6.  Emotional  stability:  an  attempt  to  predict 
mental  breakdown. 

INTELLIGENCE 

Although  intelligence  is  usually  defined  as  the 
ability  of  an  individual  to  adjust  to  new  conditions, 
this  is  something  we  cannot  measure.  It  has  to  be 
measured  by  living. 

Intelligence  as  tested  in  the  laboratory  is  the 
ability  to  learn  and  to  think.  The  results  serve  to 
group  students  according  to  mental  ability. 

Social  intelligence  can  only  be  measured  by  liv- 
ing. 

Mechanical  intelligence  can  only  be  measured  by 
performing  mechanical  tasks. 

One  cannot  measure  character  and  persevering 
drive  which  are  prime  essentials  for  success  in 


scholarship  and  life.  The  educational  process  should 
produce  a good  character,  a disciplined  mind,  moti- 
vated drive,  and  a tolerant  and  democratic  feeling 
toward  mankind. 

MEDICAL  APTITUDE  TEST 

More  than  80  per  cent  of  students  accepted  for 
medical  school  registration  now  take  the  medical 
aptitude  test.  The  results  of  the  tests  are  being  used 
more  and  more  in  the  selection  of  medical  students, 
because  they  are  now  known  to  correlate  well  with 
accomplishment  in  medical  school.  The  results  of 
the  test  along  with  the  college  record  prove  to  be 
splendid  aids  in  selection.  The  ability  to  formulate 
a concept  is  correlated  with  intelligence,  that  is, 
the  ability  to  use  what  we  know  in  a new  situation 
is  correlated  with  intelligence.  The  college  record 
yields  more  information,  because  a course  grade 
frequently  is  based  on  more  items  than  the  ability  to 
write  a good  examination  paper  and  to  some  extent 
includes  an  evaluation  of  character,  drive  and  other 
personality  traits.  We  must  acknowledge  that  the 
medical  schools  are  now  doing  a good,  though  not 
a perfect  job  in  the  selection  and  production  of 
young  men  with  those  very  necessary  attributes  of 
a good  physician,  namely,  love  of  humanity,  humor 
and  honor. 

The  medical  students  we  now  accept  have  an 
excellent  memory  and  capacity  for  comprehension, 
but  many  are  wofully  deficient  in  their  training  in 
regard  to  how  to  use  what  they  know.  It  is  not 
what  one  knows  that  counts,  but  how  he  uses  what 
he  knows.  In  this  regard  we  are  faced  with  a de- 
ficiency in  primary  and  secondary  education,  which 
the  teachers  in  the  medical  school  do  their  best  to 
correct. 

DISTINCT  MENTAL  ABILITIES  OR  THE 
“DIMENSIONS  OF  intellect” 

The  results  of  recent  studies  indicate  seven  dis- 
tinct mental  abilities.  They  are: 

1.  Number  facility:  necessary  for  accountants 
and  mathematicians. 

2.  Word  fluency:  necessary  for  the  political 
speaker,  the  teacher  and  salesman. 

3.  Visualizing  ability:  some  persons  learn  best 
by  seeing  things. 

4.  Memorizing  ability:  some  persons  have  a good 
memory  for  remembering  anything.  Some  people 
with  a superior  intellect  possess  a poor  general 
memory.  They  may  remember  only  things  that  are 
useful  to  them. 

5.  Perceptual  speed:  some  people  can  scan  a 
page  or  a list  of  items  and  find  a certain  item  very 
quickly.  Others  examine  each  item  and  test  one 
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with  another  before  they  find  the  item.  The  end- 
result,  accuracy,  is  the  same. 

6.  Induction:  the  ability  to  discover  some  prin- 
ciple or  rule  that  governs  the  material.  This  is  es- 
sentially diagnosis  and  is  requisite  for  the  diagnosis 
of  nontextbook  pictures  of  disease.  When  we  ask 
students  questions  involving  induction,  such  ques- 
tions are  called  “trick  questions.” 

7.  Verbal  reasoning:  this  is  the  ability  to  see  re- 
lations between  words;  it  is  one  type  of  deduction. 
It  is  different  from  word  fluency. 

Intelligence  is  (1)  inherited  and  (2)  acquired. 

1.  Tests  made  on  the  same  children  at  different 
ages  show  that  those  “bright”  at  six  are  still 
“bright”  at  twelve.  Pre-  and  postnatal  development 
and  environment  have  not  been  ruled  out,  but 
everyday  experience  indicates  that  inheritance  is 
concerned. 

2.  A comparison  of  the  I.  Q.  of  identical  twins, 
some  raised  together  and  some  apart,  has  been 
made.  Those  raised  apart  show  twice  as  great  a 
difference  in  I.  Q.  as  those  raised  together.  That  en- 
vironment plays  a role  is  also  a matter  of  everyday 
experience. 

The  inability  to  separate  the  two  factors  renders 
it  impossible  to  establish  innate  differences  in  intel- 
ligence between  races  and  classes. 

INTROVERSION,  EXTROVERSION 

The  introvert  is  self-centered  intellectually  and 
has  less  interest  in  the  world  about  him. 

The  introvert  has  difficulty  adjusting  to  social 
situations. 

The  introvert  expresses  his  emotions  less  freely; 
he  “pens  them  up.” 

The  extrovert  goes  after  things  without  much 
consideration.  He  solves  problems  by  sheer  aggres- 
sion. 

The  introvert  avoids  reality  and  is  likely  to  live 
in  a land  of  phantasy.  Physical  handicaps,  coddling 
and  many  early  established  inhibitions  tend  to 
make  introverts. 

Most  people  are  classified  as  neutroverts,  since 
they  show  characteristics  of  both.  One  should  not 
get  the  idea  that  introversion  or  extroversion  is  a 
fixed,  unalterable  characteristic. 

ASCENDANCE,  SUBMISSION 

This  is  closely  related  to  and  correlated  with  ex- 
troversion and  introversion.  Its  existence  is  evident 
among  children.  Some  children  control  their  play- 
mates by  force,  others  by  artful  and  indirect  sug- 
gestion. 

Among  students,  army  officers  and  criminals,  the 
traits  common  to  the  leaders  of  the  three  groups 


are  self-confidence,  speed  of  decision  and  finality  of 
judgment.  Most  of  us  are  not  aggressive  until  our 
vanity  is  touched  or  until  we  become  genuinely  in- 
terested in  a matter. 

INTEREST  AND  EVALUATIVE  ATTITUDES 

These  include  fixed  prejudgments  on  such  mat- 
ters as  social  and  political  issues,  religious  beliefs, 
racial  and  national  prejudices,  occupational  and 
professional  interests,  and  moral  standards. 

Many  persons  have  an  institutional  and  also  a 
personal  off-the-record  attitude  in  regard  to  a ques- 
tion. For  example,  the  study  of  one  community 
showed  that  as  good  church  members  the  people  be- 
lieved baptism  was  real,  but  as  private  individuals 
they  believed  baptism  was  a symbol. 

What  is  the  incentive  for  studying  medicine? 

1.  The  student  has  seen  a physician  at  work  and 
wishes  to  do  the  same  thing. 

2.  The  student  has  noted  that  a physician  stands 
high  in  the  regard  of  a community  and  he  wishes 
to  have  a similar  standing.  Very  few  desire  to  make 
money.  Most  want  the  power  to  make  the  sick  well 
plus  a comfortable  living.  This  is  the  way  they 
desire  to  inflate  their  ego.  One’s  happiness  depends 
on  the  ratio  between  what  one  desires  to  do  and 
how  close  one  comes  to  accomplishing  it. 

Ability  and  motivation  are  the  most  important, 
although  not  the  only  factors  in  achievement.  Lack 
of  interest  in  one’s  work  causes  much  personal  un- 
happiness. When  a person’s  interest  does  not  coin- 
cide with  his  ability,  then  he  is  unhappy  and  he 
makes  others  unhappy,  because  he  is  not  only  use- 
less but  in  some  occupations,  as  medicine,  he  is 
dangerous. 

It  is  of  interest  and  important  to  know  that  items 
of  occupational  interest,  of  likes,  dislikes  or  indif- 
ference very  successfully  differentiate  school  teach- 
ers, salesmen,  ministers,  lawyers,  physicians,  engi- 
ners  at  the  ages  of  twenty-five,  thirty-five,  forty-five 
and  fifty-five.  Such  tests  are  not  perfect  for  indi- 
vidual prediction,  but  give  valid  results  for  a group. 
The  same  is  true  for  tests  of  evaluative  attitudes  or 
basic  interests. 

Evaluative  attitudes  have  been  classified  as  fol- 
lows: 

1.  Theoretical:  The  scientist  and  the  mathemati- 
cian; the  emphasis  is  on  finite  observation,  reason, 
truth. 

2.  Economic:  Knowledge  is  evaluated  in  terms  of 
utility;  the  emphasis  is  on  self-preservation.  “Hon- 
esty is  the  best  policy”  is  the  practical  man’s  view 
of  ethics. 

3.  Esthetic:  The  emphasis  is  on  form,  beauty, 
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harmony  and  proportion;  a life  of  imagination  or 
self-realization. 

4.  Social:  The  emphasis  is  on  the  “love  of  one’s 
fellowman”;  chief  pleasure  is  derived  from  asso- 
ciating with  others,  and  such  a person  lives  in  the 
experiences  of  others  and  emphasizes  self-sacrifice. 

5.  Political:  The  emphasis  is  on  the  manipula- 
tion of  his  fellow-men  and  it  is  found  in  all  leaders. 

6.  Religious:  The  emphasis  is  on  “the  ultimate 
meaning  of  life,”  “to  fathom  the  final  secret,”  on 
“belief  and  faith.”  “Science  deals  with  the  finite 
and  measurable,  religion  with  the  infinite.” 

These  evaluative  attitudes  are  found  in  all  per- 
sonalities, but  some  are  more  dominant  than  others. 
By  their  study  one  can  detect  his  philosophy  of 
life.  The  politician,  for  example,  is  primarily  inter- 
ested in  the  manipulation  of  men,  but  he  uses  the 
other  attitudes  as  tools  to  accomplish  his  end.  If 
one’s  basic  interest  is  attitude  4,  he  should  be 
happy  by  serving  to  the  best  of  his  ability  in  any 
occupation  falling  under  any  of  the  remaining  four 
basic  interests. 

ATYPICAL  ATTITUDES 

Research  shows  no  significant  difference  between 
the  intelligence  and  the  emotional  traits  of  radicals 
and  reactionaries.  The  difference  between  the  two  is 
chiefly  in  the  cultural  origins.  Both  groups  are  more 
emotionally  convinced  of  the  correctness  of  their 
views  than  those  who  favor  less  extreme  positions. 

A radical  or  a reactionary  is  usually  consistent 
in  his  views  regarding  religion,  economics,  socialized 
medicine,  divorce,  protective  tariff,  birth  control, 
free  love,  power  of  labor,  intermarriage  among 
races. 

Radicalism  is  not  due  to  a distinctive  trait  be- 
cause most  radicals  are  radicals  for  different  rea- 
sons. A chronic  rebel  breaks  away  from  any  move- 
ment when  it  becomes  organized  to  the  point  of 
solidarity. 

EMOTIONAL  STABILITY 

Tests  to  obtain  a psychoneurotic  inventory  are 
available.  Among  the  first  to  be  devised  was  the 
Woodworth  inventory  used  during  the  war.  A more 
recent  one  is  the  Humm-Wadsworth  temperament 
scale.  The  list  of  questions  are  based  on  the  psycho- 
neurotic symptoms  taken  from  case  histories  of 
mentally  disordered  patients  and  have  been  checked 
for  validity  on  normal  persons  and  on  obvious 
cases  of  maladjustment.  The  subject  taking  the  test 
answers  yes  or  no.  The  answers  are  then  scored  on 
the  basis  of  normal,  hysteroid,  maniac,  depressive, 
autistic,  paranoid  and  epileptoid  reactions  or  trends. 
Such  a test  serves  to  select  from  a large  group  those 


individuals  who  are  maladjusted  and  may  need  and 
profit  by  psychiatric  attention  and  advice. 

ORGANIZATION  OF  PERSONALITY 

Experimental  observations  show  that  personality 
is  a composite  of  many  related  traits  and  it  cannot 
be  said  that  personality  is  unified  by  a single  all- 
pervading  factor.  The  personality  of  a person  can 
be  best  described  by  evaluating  single  traits,  such 
as  introversion,  scholastic  ability,  social  ability, 
mechanical  ability,  atypical  attitudes,  chief  inter- 
ests, etc.,  just  as  one  can  give  his  height,  weight, 
color  of  his  hair,  but  not  as  a single,  specific  type. 

MENTAL  HYGIENE 

In  these  days  of  stress  we  all  should  give  atten- 
tion to  mental  hygiene.  Our  patients  need  advice 
regarding  mental  hygiene  and  we  need  it. 

I have  read  and  thought  much  about  the  sub- 
ject. The  theories  are  numerous  and  complex.  The 
simplest  and  best  rules  I have  found  for  mental 
health  received  the  first  prize  in  a contest  among 
the  members  of  the  Cleveland  Academy  of  Medi- 
cine. They  are: 

1.  Have  a hobby:  Acquire  pursuits  which  absorb 
your  interest.  Sports  and  “nature”  are  the  best 
(don’t  let  it  become  a passion  as  then  it  is  no  longer 
a true  hobby). 

2.  Develop  a philosophy:  Adapt  yourself  to  spir- 
itual surroundings. 

3.  Share  your  thoughts:  Cultivate  companion- 
ship in  thought  and  feeling.  Confide,  confess,  con- 
sult. 

4.  Face  your  fears:  Analyze  them;  daylight  dis- 
misses ghosts. 

5.  Balance  fantasy  with  fact:  Dream,  but  also 
do;  wish,  but  build;  imagine,  but  ever  face  reality. 
Recognize  and  be  happy  with  your  limitations. 

6.  Beware  alluring  escapes:  Alcohol,  opiates  and 
barbitals  may  prove  to  be  faithless  friends. 

7.  Exercise:  Walk,  swim,  golf;  muscles  need 
activity;  exercise  of  the  muscles  is  the  best  way  to 
relieve  the  effects  of  “pent-up  emotions.” 

8.  Love  but  love  wisely:  Sex  is  a flame  which, 
uncontrolled,  may  scorch;  properly  guided,  it  will 
light  the  torch  of  eternity. 

9.  Don’t  become  engulfed  in  a whirlpool  of  wor- 
ries: Call  early  for  help.  The  doctor  is  ready  for 
your  rescue. 

10.  Trust  in  time:  Be  patient  and  hopeful;  time 
is  a great  therapist. 

And  I should  add, 

11.  Learn  how  to  rest  and  relax,  but  avoid  lazi- 
ness of  any  sort  or  description. 
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HODGKIN’S  DISEASE  WITH  HERPES 
ZOSTER  AND  VARICELLA 
M.  B.  Marcellus,  M.D. 

BAYOCEAN,  ORE. 

Since  observation  and  treatment  of  this  patient 
in  1933-4-5,  further  search  of  the  literature  has 
been  made  and  only  one  similar  case  has  been  re- 
ported by  Holbrook,1  but  his  case  was  a boy  and 
the  lymphatic  leukemia  was  apparently  the  acute 
form.  Craver  and  Haagensen2  state:  “In  the  past 
two  or  three  years  Halle3  reported  sixteen  cases  of 
herpes  zoster  occurring  in  lymphatic  leukemia;  five 
in  myelogenic  and  three  in  polymorphocytic  leuke- 
mia, a proportion  of  three  to  one  in  favor  of  lymph- 
atic. A noteworthy  fact  is  that  the  localized  herpes 
zoster  was  accompanied  or  shortly  followed  by  a 
generalized  skin  eruption  in  50  per  cent  of  these 
cases.  * * * Secondary  herpes  zoster  most  fre- 
quently developed  in  the  following  infections:  vari- 
cella, pneumonia,  influenza,  diphtheria,  meningitis 
and  pulmonary  tuberculosis.” 

Ormsby4  remarks  that  European  and  a few  Amer- 
ican dermatologists  seriously  considered  the  rela- 
tionship of  zoster  and  varicella,  as  epidemics  of  the 
latter  occasionally  appear  to  follow  zoster  erup- 
tions. It  is  said  that  both  give  identical  comple- 
ment fixation  reactions.  It  also  may  be  associated 
with  other  infections,  such  as  malaria,  eclampsia, 
focal  infections,  pyemia,  septicemia,  cerebrospinal 
meningitis  and  syphilis.  He  defines  zoster  as  an 
acute  disorder,  characterized  by  the  occurrence  of 
groups  of  vesicles  situated  upon  an  inflamed  base, 
accompanied  by  neuralgic  pains  or  itching  sensa- 
tion, of  unilateral  distribution  and  usually  not  re- 
current. The  average  duration  is  ten  to  twenty-one 
days.  Its  association  with  or  following  varicella  has 
been  emphasized. 

Quoting  him  further:  “Curtain  reported  ten  cases 
in  which  herpes  zoster  accompanied  inflammations 
of  serous  membranes.  Traumatism  is  a factor;  it 
may  follow  gunshot  wounds,  spinal  injections,  ex- 
tractions of  teeth,  tapping  of  hydatids,  etc.  Follow- 
ing the  administration  of  arsenic  in  syphilis  it  is 
to  be  considered.  Poisoning  with  CO  and  CO,  have 
been  causative  factors.  Recurrent  cases  are  probab- 
ly due  to  arsenic,  trauma  or  local  disease  in  the 
vicinity  of  the  affected  nerve.” 

1.  Holbrook,  A.  A.:  Coincidence  of  Chicken  Pox  and 
Lymphatic  Leukemia.  New  England  J.  Med.,  216:598-603, 
Apr.  8,  1937. 

2.  Craver,  L.  S.  and  Haagensen,  C.  D. : Note  on  Occur- 
rence of  Herpes  Zoster  in  Hodgkin’s  Disease,  Lympho- 
sarcoma and  Leukemias.  A.  J.  Cancer,  16:502-514,  May, 
1932. 

3.  Halle,  H. : Zoster  and  Leukamie,  nebst  Bemerkungen 
liber  die  Provakation  leukamischer  Infiltrate  in  der  Haut 
Arch.  f.  Dermat.  u.  Syph.,  159:238-249,  1930. 

4.  Ormsby,  O.  S. : Diseases  of  the  Skin.  Lea  & Febiger. 

Philadelphia,  1934. 


Bruusgaard5  very  aptly  raises  the  following  ques- 
tion as  to  the  relationship  of  zoster  to  varicella: 
“Can  we  say  that  these  two  diseases  are  of  different 
origin,  or  are  they  due  to  the  same  virus,  accord- 
ing to  the  respective  views  of  the  dualists  or  mon- 
ists?  If  the  last  view  is  the  correct  one,  is  only  one 
of  the  forms  of  zoster  produced  by  the  virus  of 
varicella,  the  so-called  zoster  varicellosus,  or  are  all 
forms  of  zoster  caused  by  this  virus?  This  last  sug- 
gestion will  be  accepted  by  only  a very  few.  But 
if  it  should  be  shown  to  be  the  fact,  that  zoster  has 
always  the  same  etiology,  for  the  belief  of  which 
view  there  is  substantial  ground  as  we  shall  see 
later,  then  this  far-reaching  conclusion  would  be 
an  entirely  logical  one. 

“Their  occurrence  together  cannot  be  a matter 
of  pure  coincidence  as  Comby  and  Oppenheim 
with  others  maintain.  One  might  believe  that  the 
Bokay-Netter  theory  of  a similar  etiology  of  these 
diseases  was  proved,  but  further  consideration 
shows  that  the  matter  is  not  so  simple.  It  is  clear 
that  opinions  on  the  zoster-varicella  question  are 
still  divided.  In  conclusion,  our  knowledge  of  zoster 
has  been  extended  by  experimental  research,  by 
cytologic  and  by  serologic  investigations.  But  in 
regard  to  the  etiologic  factor  of  zoster  there  re- 
mains much  which  is  still  undetermined;  the  truth 
has  not  yet  been  discovered.” 

Fischer6  concludes  that,  considering  herpes  zos- 
ter and  varicella  separately,  “we  may  say  they  are 
both  virus  diseases  characterized  by  vesicles.  The 
immunity  in  each  disease  is  usually  permanent  al- 
though second  attacks  of  both  zoster  and  varicella 
have  been  recorded.” 

LeFeuvre7  makes  the  plea  for  the  common  origin 
of  herpes  zoster  and  varicella,  thus  classing  him 
with  the  dualist,  of  whom  Bruusgard  spoke. 

Goldberg8  describes  herpes  zoster  and  varicella 
as  occurring  simultaneously  in  a number  of  cases. 

McEwen9  reports  a case  of  herpes  zoster  and 
varicella  coexistent  with  a discussion  of  previously 
recorded  cases. 

Roxburgh10  reported  the  two  diseases  as  occur- 
ring together. 

Sunde,11  at  autopsy  on  a case  of  herpes  zoster, 

5.  Bruusgaard,  E. : Mutual  Relation  between  Zoster  and 
Varicella.  Brit.  J.  Dermat.,  44:1-25,  Jan.,  1932. 

6.  Fischer,  A.  E. : Herpes  Zoster  and  Disseminated  Ves- 
icles (Varicella?).  J.  Pediat.,  2:301-311,  March,  1933. 

7.  LeFeuvre,  W.  P. : Common  Origin  of  Shingles  and 
Chickenpox.  Brit.  J.  Dermat.,  29:253,  Oct.-Dec.,  1917. 

8.  Goldberg,  B. : Herpes  Zoster.  J.  A.  M.  A.,  70:1061, 
April  13,  1918. 

9.  McEwen,  E.  L. : Association  of  Herpes  Zoster  and 
Varicella.  Arch.  Dermat.  & Syph.,  2:205,  Aug.,  1920. 

10.  Roxburgh,  A.  C. : Herpes  Zoster  and  Varicella.  Brit. 
J.  Dermat.,  35:152-153,  April,  1923. 

11.  Sunde,  A:  Herpes  Zoster  frontalis  mit  Bakterien- 
befund  im  Ganglion  gassere.  Deutshe  Med.  Wohnsch.,  18: 
849-850.  May  1,  1913. 
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found  Gram-positive  cocci,  chiefly  diplococci,  but 
some  also  in  small  chains  were  found  in  microscopic 
sections  of  the  gasserian  ganglia.  Active  inflamma- 
tion with  multiple  hemorrhages  and  round  cell  in- 
filtration were  noted  in  the  area  around  the  gang- 
lia, with  round  cells  between  some  of  the  nerve 
fibres  and  sticky  fibrous  purulent  exudate. 

Weber12  reported  that  herpes  zoster  was  occa- 
sionally associated  with  a general  eruption  and  its 
connection  with  muscular  paralysis. 

Jadassohn14  and  Hall  observed  that  leukemic 
involvement  at  the  site  of  previous  herpes  zoster  to 
be  the  rule,  but  the  chronic  leukemic  condition  had 
existed  for  at  least  six  years  in  this  case.  Unfor- 
tunate indeed  it  was  that  an  autopsy  was  not  per- 
formed, hence  the  possible  relationship  of  the  path- 
ologic condition  could  not  be  determined,  if  then. 
Artz  and  Fuhs15  discuss  at  length  skin  manifesta- 
tions in  chronic  lymphatic  leukemia  with  nonspeci- 
fic histologic  structure;  and  they  take  issue  with 
Audry  that  such  lesions  should  be  grouped  under 
the  heading  of  “leukemide”  like  “syphilide,”  “tuber- 
culide,” etc,  and  that  the  underlying  blood  disease 
has  some  causal  role  in  the  production  of  the 
cutaneous  diseases  because  they  have  also  been 
described  in  the  acute  leukemias.  Leukemic  infiltra- 
tion has  been  found  in  various  proportions  in  gas- 
serian and  spinal  ganglia,  the  dura  and  pia  mater, 
cerebral  nerves,  brain  and  cord,  but  herpes  zoster 
never. 

case  report 

A Danish  cook,  aged  37.  Family  history  negative. 
Measles  and  scarlet  fever  in  childhood  with  good  recov- 
eries and  never  had  chickenpox  before.  No  other  illness 
prior  to  enlistment  for  the  World  War  May,  1918,  nor 
during  his  military  service,  and  was  discharged  in  July, 
1919.  Always  enjoyed  excellent  health  and  worked  con- 
tinuously as  cook  and  was  strong  until  1926,  when  he 
noticed  a slight  enlargement  of  the  superficial  cervical 
glands  bilaterally;  the  inguinal  glands  were  enlarged  about 
1931,  and  marked  enlargement  of  the  axillary  glands  was 
noted  about  one  year  later,  at  which  time  he  noticed  gen- 
eral weakness  and  loss  of  weight.  At  times  also  has  had 
generalized  itching  of  the  skin,  which  was  relieved  by  deep 
roentgen  therapy  after  a diagnosis  of  Hodgkin’s  disease  was 
first  made  that  same  year. 

Deep  roentgen  therapy  administered  both  in  Letterman 
General  Hospital,  San  Francisco,  as  well  as  at  the  Veterans’ 
Administration  Facility  at  Palo  Alto,  brought  about  a re- 
duction in  size  of  both  the  axillary  and  inguinal  glands; 
the  usual  dose  was  ISO  R units.  When  discharged  at  the 


12.  Weber,  F.  T. : Herpes  Zoster:  Its  Occasional  Con- 
nection with  Muscular  Paralysis.  Internat.  Clin.  26: 
Vol.  Ill,  185-202,  1916. 

14.  Jadassohn,  J. : Leukamische  Infiltrate  in  Zosternar- 
ben.  Zentralbl.  f.  Haut  u.  Geschlectskr.,  20:741,  1926; 
Leukamie  in  Zoster-Kesten.  Zentralbl.  f.  Haut  u Gesch- 
lectskr., 19:870,  1926  (Eesti.  Arst.  Jg.,  5:  No.  1),  1-4, 
1926  Estrich. 

15.  Artz,  L.  and  Fuhs,  A.:  Leukamischen  Hautverand- 
erungen  und  verwandte  Zustande.  Handb.  d.  Haut  u. 
Geschlectskr.,  8:14,  1929. 


termination  of  the  hospitalization  in  Palo  Alto,  in  Nov., 
1933,  several  of  the  enlarged  glands  in  the  right  posterior 
cervical  region  were  firm  and  matted  together  although 
not  tender.  Those  in  the  left  posterior  cervical  region  were 
small,  shot-like  and  not  tender.  In  both  axillae  the  glands 
were  markedly  enlarged  and  yet  not  tender  also;  the 
epitrochlear  glands  were  not  enlarged  but  there  was  some 
enlargement  of  those  in  the  inguinal  region;  the  skin  over- 
lying  all  glands  was  freely  movable.  The  patient  was  re- 
admitted at  Palo  Alto  in  April,  1934,  with  more  marked 
enlargement  of  all  of  the  superficial  lymph  nodes,  espe- 
cially the  inguinals,  and  with  edema  of  the  scrotum  and 
penis  and  considerable  oozing  or  leakage  of  fluid  from  the 
former. 

On  several  occasions  prior  to  the  first  hospitalization  at 
Palo  Alto  several  glands  of  the  neck  had  been  removed 
and  microscopic  examination  made  thereof  at  the  Naval 
Hospital,  Mare  Island;  Letterman  General  Hospital,  Pre- 
sidio, San  Francisco;  the  General  Hospital,  Fresno;  and 
still  later  at  the  Veterans’  Administration  Facility,  San 
Francisco,  all  of  which  revealed  Hodgkin’s  disease.  He  was 
transferred  to  the  Facility  at  Los  Angeles,  March  28,  1935, 
for  further  deep  roentgen  treatment  not  available  at  the 
former  place.  It  is  presumed  it  was  administered  but  no 
record  is  obtainable  without  the  widow’s  consent  nor  is 
her  whereabouts  known,  though  exhaustive  search  has  been 
made.  Do  not  know  date  of  his  death  but  information  re- 
ceived that  it  was  several  months  later  in  Los  Angeles 
Facility  and  unfortunately  no  autopsy  was  obtained. 

Examination  of  the  lungs  revealed  diminished  resonance 
from  the  right  second  rib  and  third  dorsal  spine  upward, 
as  well  as  over  the  base  of  the  right  lung.  Rales  were  heard 
throughout  the  right  hilar  region,  extending  to  the  right 
base  and  middavicular  line,  very  little  peripheral  to  this, 
less  in  the  back  than  in  front.  The  left  side  revealed  a more 
normal  type  of  breathing  and  a few  scattered  rales.  Harsh 
breathing  was  noted  between  the  shoulder  blades  and  bron- 
chovesicular  breathing  from  the  right  second  rib  and  sec- 
ond dorsal  spine  upward. 

Roentgen  examination  of  the  chest  May  25  and  29,  1933, 
revealed  the  following:  “Curious  changes  in  the  right  lung 
and  about  the  left  lung-root,  suggestive  of  a combination 
of  patchy  infiltration  plus  fibrosis  throughout  the  right 
lung  field  and  about  the  left  lung-root.  This  might  be  due 
to  a chronic  low  grade  infectious  process  (mycotic)  or 
to  lymphoblastoma;  the  spleen  is  apparently  enlarged, 
about  three  times  normal  size.”  Subsequent  roentgen  ex- 
amination May  30,  1934,  showed  an  extension  of  the  lung 
density,  particularly  on  the  right.  The  pleural  adhesions 
now  present,  were  not  shown  in  the  former  films.  Con- 
clusion, Hodgkin’s  disease  with  extension. 

Later,  Jan.  2,  1935,  another  film  showed  “fibrous  density 
extends  outward  from  the  right  hilum  irregularly  to  the 
periphery.  Apparently  some  of  the  fibrous  strands  are  at- 
tached to  the  parietal  pleura.  Slight  fibrosis  is  also  seen 
about  the  left  hilum  and  calcified  deposits  are  present 
about  both  lung-roots.  The  diaphragm  is  smooth  in  out- 
line. The  apical  fields  are  clear.  The  heart  and  great  ves- 
sels’ shadows  are  within  normal  limits  in  size  and  position. 

“Conclusion:  The  fibrous  changes  noted  are  probably 
the  result  of  Hodgkin’s  disease  for  which  the  man  has  been 
treated  for  several  years  and  may  be  partially  due  to  deep 
roentgen  therapy.  * * * Comparison  has  been  made  with 
former  films  made  Dec.  28,  1934.  There  is  no  material 
change  in  the  appearance  of  the  lungs  with  the  exception  of 
perhaps  a slight  general  increase  of  fibrosis  throughout  the 
right  upper.” 

Blood  Wassermann  tests  were  all  negative. 

Blood  counts.  May  22,  1933:  r.b.c.,  4,480,000;  w.b.c., 
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18,600;  polys.,  82  per  cent;  large  monos.,  IS  per  cent; 
eosins.,  2 per  cent;  basophiles,  1 per  cent. 

June  19:  w.b.c.,  20,000;  polys.,  92  per  cent;  large  monos., 
8 per  cent;  poly,  count  included  6 per  cent  of  immature 
forms. 

July  28:  w.b.c.,  12,300;  polys.,  81  per  cent;  large  monos., 
19  per  cent. 

May  9,  1934:  w.b.c.,  12,300;  r.b.c.,  3,120,000;  polys.,  80 
per  cent;  large  monos.,  2 per  cent;  small  monos.,  10  per 
cent;  transitionals,  4 per  cent;  eosins.,  4 per  cent;  Hb.,  60 
per  cent ; moderate  anisocytosis.  The  last  two  counts  made 
after  deep  roentgen  therapy. 

Oct.  27,  1934:  w.b.c.,  26,500;  r.b.c.,  4,000,000;  polys.,  97 
per  cent;  small  monos.,  2 per  cent;  large  monos.,  1 per 
cent;  eosins.  1 per  cent;  Hb.,  59  per  cent;  color  index  0.73. 

Jan.  19,  1935:  w.b.c.,  25,500;  r.b.c.,  4,700,000;  polys., 
92  per  cent;  lymphs.,  4 per  cent;  eosins.,  3 per  cent;  trans- 
itionals, 1 per  cent ; Hb.,  95  per  cent. 

Urinalysis,  March  26,  1935:  Amber,  acid,  sp.  gr.  1019, 
albumin  neg.,  sugar  neg.,  mucus  1 plus,  w.b.c.  1 plus; 
r.b.c.  neg.,  casts  neg.;  epithelial,  occ.  squamous. 

Three  sputum  examinations:  April  and  May,  1934, 

showed  no  tubercle  bacilli. 

Biopsy  Jan.  18,  1935:  An  oval  gland  0.6  cm.  in  length. 
Microscopic:  Fibrosis  with  disappearance  of  follicular  struc- 
ture; hyperplasia  of  large  cells,  occasional  giant  cells  and 
numerous  eosinophiles.  Diagnosis:  Hodgkin’s  disease.  A 
stained  slide  accompanied  the  report. 

SKIN  ERUPTIONS 

From  the  date  of  the  first  admission  under  auth- 
or’s care,  May  21  to  June  10,  1933,  there  was  a loss 
of  weight,  about  7 lb.  On  June  10,  there  was  a 
slight  elevation  of  temperature,  37.2°  C.,  followed 
next  morning  by  an  eruption,  consisting  of  several 
small  vesicles  having  the  appearance  of  typical 
herpes  zoster,  in  the  right  posterior  axillary  line  of 
the  chest,  the  segmental  area  of  the  fifth  dorsal 
nerve. 

Associated  with  this  eruption  there  was  consid- 
erable cough  and  the  presence  of  coarse  mixed 
rales,  harsh  breath  sounds  and  slight  impairment 
of  resonance,  upper  lobe  of  right  lung.  Irritation 
from  the  slightly  circumscribed  typical  vesicular 
lesions  of  herpes  zoster  responded  slightly  only  to 
bland  lotions  but  spread  moderately  along  the 
course  of  the  intercostal  margins  into  the  right 
axilla  and  around  the  anterolateral  aspect  of  the 
chest. 

Four  days  later  there  was  severe  pain  at  the 
base  of  the  right  lung,  from  the  tenth  rib  to  the 
costal  margin  in  the  axillary  line,  much  more  pro- 
nounced upon  deep  breathing.  The  temperature, 
which  had  become  normal  on  June  13,  similarly 
rose  to  37.4°  C.  on  June  20.  Several  doses  of  0.5  to 
1 cc.  pituitrin,  as  recommended  by  Niles,13  were 
administered  intravenously,  with  some  ameliora- 
tion of  the  early  pain. 

13.  Niles,  H.  D. : Herpes  Zoster:  Report  of  Case  of 
Palm  and  Two  Fingers,  and  Fifteen  Other  Cases  Treated 
with  Pituitrin.  New  York  State  J.  M.,  32:773-777  July 
1,  1932. 


Niles  summarizes  his  article  as  follows:  “(1)  Of 
the  sixteen  patients  treated  with  pituitrin  eleven 
were  well  in  an  average  of  eight  and  one-half  days; 
two  were  improved;  two  were  unimproved;  and 
one  had  an  unknown  result.  Of  the  same  number 
treated  otherwise,  five  were  well  in  an  average  of 
eleven  days;  one  was  improved;  four  unimproved; 
and  in  six  the  result  was  unknown.  (2)  Herpes 
zoster  is  a self-limited  disease  but  its  course  is 
shortened  and  the  severe  pain  so  often  accompany- 
ing it  is  usually  relieved  by  pituitrin  injections. 
(3)  A case  of  herpes  zoster  of  the  outer  side  of  the 
palm  and  two  fingers  is  reported  together  with  two 
other  cases  in  the  literature  and  one  other  seen  by 
the  author.  On  the  following  day,  however,  it  was 
necessary  because  the  pain  in  the  lower  right  chest 
became  so  excruciating,  to  administer  codeine,  gr.  1, 
hypodermically  for  complete  relief.” 

Ruggles  reports  “specific  effects”  of  sodium  iodide 
in  herpes  zoster;  that  it  “relieved  pain  in  seven 
cases  and  seemed  to  diminish  the  advance  of  the 
eruptions  of  the  lesions.  Not  germicidal  but  causes 
lysis  and  release  of  bacteria  and  promotes  resolu- 
tion of  diseased  tissue,  (direct  action  intravenously 
as  in  blastoactinomycosis  and  sporotrichosis,  true 
specifics).  Phenomenal  relief  in  eleven  cases  of 
herpes  zoster  in  patients  from  24  to  76  years  of 
age  and  no  reaction  of  the  slightest  degree.  Two 
grams  or  31  gr.  at  a dose  on  alternate  days  for  five 
to  seven  doses.  Pain  disappears  after  first.”  It  was 
not  tried  in  this  case  as  the  information  was  not 
received  until  long  afterwards. 

The  herpetic  eruption  consisted  of  groups  of 
vesicles  on  an  inflamed  base,  extending  in  all  direc- 
tions and  spreading,  until  it  involved  a large  area, 
forming  an  irregularly  oblong  patch,  red,  edema- 
tous and  vesicular,  15  to  20  cm.  in  size,  posteriorly 
and  anteriorly  along  the  course  of  the  fifth  to  the 
seventh  dorsal  nerves,  as  shown  in  figures  1,  2.  On 
June  19,  many  diffuse  discreet  vesicles  containing 
a clear  fluid  appeared  over  the  entire  trunk,  face 
and  scalp,  with  a few  on  the  thighs.  Some  of  these 
were  definitely  impregnated  and  many  of  the  ear- 
lier ones  were  beginning  to  disappear,  had  broken 
down  already,  became  dry,  with  a few  remaining 
necrotic  areas.  Twenty-four  hours  later  the  erup- 
tion had  involved  the  entire  surface  of  the  lower 
extremities  as  well,  but  there  were  no  eruptive 
points  on  the  soles  of  the  feet  and  only  two  or 
three  appeared  on  the  hypothenar  eminence  of  the 
left  thumb  (figs.  3,  4). 

The  vesicular  eruption  continued  to  spread  until 
it  covered  the  entire  body,  many  of  the  vesicles 
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1.  June  20,  1933.  Ten  days  after  first  symptoms  of 
herpes  zoster.  Eruption  involved  large  area.  Unilateral 
distribution  of  groups  of  vesicles  situated  on  an  inflamed 
base. 

2.  June  21.  One  day  later  ; much  wider  distribution  of 
eruption. 

3.  June  23.  Much  more  extensive  eruption.  Many  ves- 
icles broken  down  early,  characteristic  of  chickenpox. 


Others  formed  round  red  edematous  vesicular  patches 
from  size  of  quarter  to  half-dollar.  Others  became  definite- 
ly pustular.  Entire  body  surface  involved,  including  face 
and  scalp,  but  sparsely  on  soles  of  feet  and  palms  of 
hands. 

4.  June  26.  Original  herpetic  eruption  developed  into 
deep  gangrenous  ulcerations,  healing  very  slowly  in  three 
or  four  weeks.  Varicella  almost  disappeared. 


became  pustular,  eventually  drying  up,  simulating 
smallpox  in  their  development,  except  that  there 
was  a negative  history,  successfully  vaccinated 
(good  scars)  and  there  was  no  soreness  in  the 
vesicular  pustules.  In  about  two  weeks  the  eruption 
cleared  up  with  a few  pitted  scars  in  the  skin  of 
the  face  and  upper  trunk. 

The  original  herpes  zoster  was  another  week  in 
healing,  after  assuming  a deep  gangrenous  slough- 
ing ulceration  which  responded  best  to  a S per  cent 
aristol  ointment.  On  August  6,  after  two  deep 
roentgen  treatments,  he  suffered  from  another  at- 
tack of  severe  pain  which  required  codeine  for  re- 
lief, followed  in  about  twenty-four  hours  by  a 
rather  large  patch  of  early,  red,  vesicular  lesions 
on  the  neck  and  shoulders.  This  eruption  was  not 
sore,  however,  and  subsided  without  special  treat- 
ment, probably  a slight  recurrence  of  herpes  zoster. 

DISCUSSION  AND  CONCLUSION 

It  seems  quite  conclusive  that  this  case  repre- 
sents simultaneous  coincidence  of  Hodgkin’s  dis- 
ease, herpes  zoster  and  varicella.  The  vesicular 
eruption  of  the  last  named  had  a localizing  effect 
on  the  skin  invasion  of  the  herpes  zoster.  Unlike 
some  of  the  others  formerly  reported,  this  patient 
showed  the  clinical  characteristics  of  varicella  with 
symmetrical  lesions  which  had  thin  and  easily 
ruptured  vesicles,  containing  clear  fluid  at  first 
and  only  later  becoming  pustular;  the  eruption 
spread  rapidly  and  formed  typical  crusts;  the 


mucous  membranes  were  involved  and  from  the 
history  there  might  have  been  exposure  to  vari- 
cella, as  he  had  been  out  of  the  hospital,  in  San 
Francisco,  where  he  stayed  at  a small  hotel,  and 
ate  his  meals  at  two  or  three  different  restaurants. 
The  first  day  of  that  leave  was  just  fourteen  days 
prior  to  his  vesicular  eruption,  and  the  character- 
istic fever  immediately  preceding  an  almost  typical 
eruption,  strongly  suggesting  varicella  or  variola,  : 
but  it  is  believed  that,  as  he  had  been  successfully 
vaccinated,  the  latter  may  be  ruled  out. 

This  case  undoubtedly  represents  the  simultane- 
ous existence  of  Hodgkin’s  disease,  proven  beyond 
a doubt  by  several  biopsies  at  different  laboratories 
all  of  which  agreed,  and  herpes  zoster  closely  fol- 
lowed by  varicella,  with  no  recurrences  of  either 
skin  eruption  after  he  was  discharged  from  hospi- 
tal following  the  recovery  from  the  skin  lesions. 

SUMMARY 

1.  Varicella  has  usually  preceded  herpes  zoster, 
but  in  this  case  it  was  reversed;  it  followed  herpes 
zoster. 

2.  Hodgkin’s  disease  was  definitely  determined 
by  several  biopsies  and  was  slowly  progressive,  re- 
sponding from  time  to  time  very  satisfactorily  to 
deep  roentgen  therapy  until  the  patient  succumbed 
to  it  about  six  months  after  the  last  course  of  treat- 
ment in  1935  or  approximately  nine  years  after 
knowledge  of  its  onset. 
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ETIOLOGY  OF  HERPES  ZOSTER  AND 
VARICELLA 
Rex  T.  Henson,  M.D. 

COEUR  D’ALENE,  IDA. 

The  following  is  a case  report  of  herpes  zoster 
and  varicella  occurring  in  same  individual  at  the 
same  time. 

On  March  12,  1939,  a man,  age  48,  called  at  my  office 
with  a complaint  of  pain  and  itching  of  left  side,  also 
itching  over  chest  and  back.  The  patient  gave  a history  of 
having  complaint  for  the  past  three  days.  He  had  not  been 
exposed  to  any  contagious  disease  and  gave  a negative 
history  for  varicella. 

Physical  findings:  Temperature  99.413,  pulse  80,  respira- 
tions 19.  Just  above  the  waistline  on  left  side,  involving 
two  or  three  nerve  segments,  were  the  typical  lesions  of 
herpes  zoster.  Typical  eruptions  of  varicella  were  scattered 
over  the  chest  and  back.  Consultation  report  verified  these 
typical  lesions  occurring  in  the  same  individual  at  the  same 
time. 

Diagnosis:  herpes  zoster  and  varicella. 

Treatment:  Calamine  lotion,  containing  0.1  per  cent 

menthol  and  1 per  cent  camphor,  and  10  per  cent  silver 
nitrate  to  herpes  zoster  areas,  was  used  for  local  treatment. 
Sodium  iodide,  grains  31,  was  given  as  intravenous  injec- 
tion on  first,  second,  fourth  and  seventh  days.  Aspirin, 
grains  2,  phenacetin  grains  3 and  codein  sulphate  grains 

were  given  to  control  pain. 

In  one  week  the  pain  and  itching  had  subsided  and  the 
patient  had  an  uneventful  recovery. 

In  1888  Bokay* 1  suggested  the  possibility  of  a re- 
lation in  etiology  between  herpes  zoster  and  vari- 
cella. Since  then  many  cases  of  their  association  in 
same  families  have  been  reported.  Animals  are  not 
susceptible  to  the  varicella  virus  and  for  this  rea- 
son there  is  a lack  of  experimental  evidence  verify- 
ing the  etiologic  relationship  of  these  two  diseases. 

Our  facts  are  limited  to  clinical  material.  It  has 
been  found  that  the  fluid  from  the  vesicles  of  a typi- 
cal zoster  eruption,  when  inoculated  into  the  skin 
of  very  young  children,  will  produce  an  eruption 
indistinguishable  from  varicella.  A number  of  cases 
of  concurrent  zoster  and  varicella  have  been  re- 
ported, although  the  bearing  of  this  combination 
upon  the  theory  of  a common  cause  is  open  to  argu- 
ment. 

The  usual  circumstances  are  that  a case  of  herpes 
zoster  is  followed  in  fourteen  to  sixteen  days  by  an 
outbreak  of  a varicella  in  associated  infection;  the 
patients  are  usually  children  who  are  more  sus- 
ceptible. What  experimental  evidence  is  available 
supports  the  contention  that  there  is  a dual  origin 
for  herpes  zoster  and  varicella. 

1.  Bokay,  J. : Etiological  Relations  between  Varicella 
and  Zoster.  Orvosi  Hetil,  Budapest,  53:  736-738,  1909. 


GASTROJEJUNOCOLIC  FISTULA* 
Charles  R.  Mowery,  M.D. 

SPOKANE,  WASH. 

I beg  to  submit  case  record  of  G.  E.,  Scandinavian, 
woodsman,  age  42,  admitted  to  Sacred  Heart  Hospital  July 
IS,  1936. 

Chief  complaints,  loss  of  weight,  diarrhea,  five  to  six 
stools  every  twenty-four  hours.  Weight  99  pounds.  Lost  70 
pounds  in  six  months.  Stools  contain  food  undigested  as 
eaten,  one-half  to  one  and  one-half  hours  after  eating.  Some 
pain  and  discomfort  in  abdomen  at  times.  Appetite  fairly 
good. 

Previous  history.  Smoked  heavily,  drank  to  excess  at 
times,  had  indigestion  for  several  years.  May,  1934,  seized 
by  a very  severe  attack  of  abdominal  pain  while  in  camp. 
Taken  to  nearest  hospital;  found  he  had  perforated  duo- 
denal ulcer.  Operation ; closed  perforation  and  posterior  gas- 
troenterostomy performed. 

Recovery.  Well  for  one  year,  ate  everything.  Then  former 
dyspeptic  symptoms  recurred  and  developed  present  con- 
dition. 

Physical  examination  showed  emaciation  and  some  tender- 
ness over  abdomen.  Stools  were  acid  and  contained  undi- 
gested food.  Urine  was  negative.  Blood  count  showed  6,650 
white  cells,  red  cells  2,600,000.  Hemoglobin  55  per  cent. 
Roentgenoscopy  showed  stomach  emptied  16  ounces  barium 
solution  in  five  minutes.  Indefinite  pathology  near  lower 
border  of  stomach.  Filled  patient  with  fluids  and  dextrose 
subcutaneously  and  intravenously. 

July  30,  laparotomy  under  spinal  anesthesia.  Scar  of  old 
perforated  duodenal  ulcer  perfectly  healed,  but  some  de- 
formity of  bulb.  Found  mass  of  adhesions  about  gastroen- 
terostomy. Took  down  and  found  gastrojejunocolic  fistula. 
Large  openings.  Closed  all  openings.  Postoperatively,  con- 
tinuous intravenous  normal  saline  glucose  for  sixty  hours. 

Recovery.  Carefully  supervised  diet  and  alkalies  eight 
months  after  operation.  No  tobacco  or  liquor.  Gained  56 
pounds  first  fifty-four  days  following  operation.  Health 
good  at  present. 

Prior  to  1900  gastrocolic  and  gastrojejunocolic 
fistulae  were  caused  by  trauma,  cancer  and  tuber- 
culosis involving  the  stomach,  jejunum  and  colon. 
Since  then,  with  very  few  exceptions,  all  such  fis- 
tulae are  late  results  or  sequelae  of  gastrojejunal 
ulcers  following  gastroenterostomy.  Czerny1  re- 
ported the  first  case  in  1903.  Few  diseases  and 
conditions  of  the  abdomen  tax  a surgeon’s  skill 
and  judgment  more  than  some  cases  of  gastro- 
jejunocolic fistula.  Few  abdominal  operative  pro- 
cedures are  attended  by  a higher  mortality. 

Of  the  late  complications  following  gastroenter- 
ostomy, none  is  more  disappointing  or  more  feared 
by  the  conscientious  surgeon  than  the  development 
of  jejunal  ulcer.  Walton2  stated:  “As  soon  as  it  is 
evident  that  a gastrojejunal  ulcer  is  present,  an 
operation  must  be  performed,  for  the  condition  is 
certain  to  progress  and  will  give  rise  to  pain,  dan- 

* Read  before  the  annual  meeting  of  Spokane  Surgical 
Society,  Spokane,  Wash.,  April  8,  1939. 

1.  Czerny,  V. : Zur  Behandlung  der  Fissur  und  des  Vor- 
falls  des  Mastdarms.  Beitr.  z.  klin.  Chir.,  37:765-769,  1903. 

2.  Walton,  A_  J. : Gastrojejunal  Ulceration.  Brit.  J. 

Surg.,  22:33-55,  1934. 
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gerous  hemorrhage  or  perforation.  If  the  ulcer 
perforates  into  the  peritoneal  cavity,  death  from 
spreading  peritonitis  usually  ensues;  if  the  ulcer 
perforates  into  the  transverse  colon,  distressing 
diarrhea  usually  develops,  with  nausea,  fecal  vom- 
iting and  rapid  losses  of  weight  and  strength  from 
inability  of  the  patient  to  obtain  adequate  nourish- 
ment.” In  Paterson’s3  cases  the  mortality  in  those 
in  which  operations  were  not  performed  was  one 
hundred  per  cent. 

A gastrojejunal  ulcer  may  follow  any  anasto- 
motic procedure  between  stomach  and  jejunum.  It 
is  quite  accepted  that  when  it  does  occur,  it  is 
usually  in  the  period  from  a few  weeks  to  nine  and 
one-half  years  after  operation. 

All  patients  at  the  Mayo4  clinic  series  were  be- 
tween twenty-seven  and  sixty-one  years  of  age.  In 
the  reported  cases,  all  but  one  were  males.  Euster- 
mann  asserts  that  the  proportion  of  males  to  fe- 
males affected  with  gastric  and  duodenal  ulcers  is 
three  to  one,  and  that  with  jejunal  ulcers  it  is  six 
to  one. 

Most  authors  agree  with  Pratt,5 6  that  jejunal  ul- 
cers following  gastroenterostomy  practically  al- 
ways occur  in  the  group  of  cases  whose  original 
trouble  was  a duodenal  rather  than  gastric  ulcer. 

Balfour0  states  that  the  occurrences  of  gastro- 
jejunal ulcer  in  a series  of  five  hundred  cases  of 
gastroenterostomy  for  duodenal  ulcer  observed  over 
a ten  year  period  was  3.26  per  cent;  the  British 
Medical  Association  survey  of  seven  hundred  forty- 
four  cases  observed  over  a period  ranging  from  four 
to  nine  years  was  2.8  per  cent,  and  the  Germans 
report  5 per  cent.  Mayo  and  Rankin7  estimate  that 
gastrojejunal  ulcer  occurs  in  1 to  3 per  cent  of 
patients,  following  operation  for  gastric  and  duo- 
denal ulcer.  Lahey  in  1935  wrote:  “It  is  interesting 
to  note  that  gastrojejunal  ulcer  is  now  considered 
a serious  and  not  unlikely  complication  of  any 
operative  procedure  for  ulcer,  in  which  the  stom- 
ach is  anastomosed  to  the  intestine  and  not  a 
sequel  peculiar  only  to  gastroenterostomy.” 

In  a recent  review  of  the  literature  on  this  sub- 
ject, Lahey8  found  the  incidence  of  gastrojejunal 

3.  Paterson,  H.  J. : Jejunal  and  Gastrojejunal  Ulcer; 
Its  Etiology  and  Prevention.  Internat.  J.  Surg.,  33:138, 
May,  1920. 

4.  Eustermann,  G.  B.:  Clinical  Study  of  83  Gastroje- 
junal Ulcers.  Minnesota  Med.,  3:517-524,  Nov.,  1920. 

5.  Pratt,  G.  P. : Gastroiejunocolic  Fistula.  M.  Clin. 

North  America,  12:307-317,  1928;  Gastrocolic  Fistula, 

Ann.  Surg.,  77:  433-437,  April,  1923. 

6.  Balfour.  D.  C.,  and  Down,  H.  I.  ; Bleeding  Ulcer  on 
Posterior  Wall  of  Duodenum.  Clin.  North  America,  11  : 
735-742,  Aug.,  1931. 

7.  Mayo,  C.  H.,  and  Rankin,  F.  W.  ; Gastrojeiunocolic 
Fistulas  Following  Gastroenterostomy.  Tr.  South.  Surg. 
Gynec.  A.,  34:  421-433,  1921. 

8.  Lahey,  F.  H..  and  Jordan,  S.  M.  ; Gastrojejunal  Ul- 
cers and  Gastrojejunocolic  Fistula.  Surg.,  Gynec.  &Obst., 

61:  599-612,  1935. 


ulcer  after  gastroenterostomy  reported  as  low  as 
1.7  per  cent  (Walton)  and  as  high  as  24  per  cent 
(Strauss,  Bloch,  Friedman)  and  after  gastric  re- 
section as  low  as  0.4  per  cent  and  as  high  as  10 
per  cent. 

The  etiology  of  gastrojejunal  ulcer  is  still  in  a 
state  of  hypothesis.  Supposed  causes  are:  (1)  sud- 
den exposure  of  the  jejunum  to  hyperacid  gastric 
contents;  (2)  use  of  unabsorbable  sutures  and 
Murphy  buttons;  (3)  operative  trauma  to  the  mu- 
cosa by  use  of  heavy  clamps,  etc;  and  (4)  focal 
infection.  In  addition,  other  factors  that  contribute 
to  this  sequel  of  gastroenterostomy  are:  (1)  care- 
lessness in  postoperative  diet  and  medical  super- 
vision; (2)  the  same  causes  that  produced  the 
original  ulcer;  (3)  type  of  operation  (particularly 
frequent  after  von  Eiselberg  pyloric  exclusive 
operation);  (4)  breaking  down  of  hematoma;  (5) 
syphilis;  (6)  faulty  operative  technic,  particularly 
placing  the  anastomosis  too  high  (Woolsey9),  the 
posterior  anastomosis  being  made  too  low  through 
the  opening  in  mesenteric  leaf  of  transverse  colon. 
The  opening  in  mesocolon  should  be  high,  but  not 
impairing  blood  supply  to  colon,  thereby  keeping 
completed  anastomosis  away  from,  and  not  resting 
on  transverse  colon;  (7)  excessive  smoking,  alco- 
holism and  the  use  of  condiments;  (8)  fatigue  and 
exposure,  and  (9)  arteriosclerosis.  In  other  words, 
the  cause  of  jejunal  ulcer  is  really  unknown.  How- 
ever, it  is  definitely  known  that  primary  ulcer  of 
the  jejunum  is  extremely  rare. 

Gastrojejunocolic  fistula  is  usually  due  to  post- 
operative jejunal  ulcer  and  the  original  lesion  is,  in 
most  instances,  a duodenal  ulcer.  Abundant  evi- 
dence has  been  submitted  to  show  that  hyperacid- 
ity plays  a major  role  in  the  production  of  peptic 
ulcer;  this  evidence  also  holds  in  regard  to  jejunal 
ulcer.  The  old  adage,  “once  an  ulcer  patient,  al- 
ways an  ulcer  patient,”  holds  true,  regardless  of 
the  type  of  surgical  treatment. 

In  90  per  cent  of  cases  gastrojejunal  ulcers  fol- 
low gastroenterostomy  for  duodenal  ulcer  and  in 
10  per  cent  for  gastric  ulcers.  This  is  quite  sugges- 
tive in  view  of  the  high  acids  in  duodenal  ulcer  and 
lower  acids  in  gastric  ulcer. 

The  longer  a patient  with  a gastroenterostomy 
for  peptic  ulcer  goes  without  a gastrojejunal  ulcer, 
the  less  likely  he  is  to  have  one.  Gastrojejunal  ulcer 
and  fistula  are  practically  unheard  of  in  patients 
in  whom  gastroenterostomy  is  done  for  unresect- 
able  carcinoma  of  the  stomach.  We  know  that  no 


9.  Woolsey,  G.  ; Gastroenterostomy  in  Treatment  of 
P^^tic  Ulcer.  Clin.  North  America,  14:  347-359,  April,. 

1934. 
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acidity,  or  a very  low  acidity,  is  usually  present  in 
carcinoma  of  the  stomach.  Gastrojejunal  ulcers  have 
not  the  tendency  of  the  average  peptic  ulcer  to 
undergo  fibrotic  changes  in  the  deep  layer  of  the 
organ.  These  peptic  ulcers  have  a greater  tendency 
to  perforate  than  the  average  chronic  stomach 
ulcer. 

Gastrojejunal  ulcer  incidence  is  increased,  if  in 
addition  to  a gastroenterostomy,  the  pylorus  is 
occluded,  thus  preventing  the  return  of  alkaline 
duodenal  contents  into  the  stomach.  It  is  likewise 
more  apt  to  occur  after  a gastroenterostomy,  if  en- 
terostomy is  done  between  the  two  loops  of  the  je- 
junum, thus  side  tracking  the  alkaline  jejunal  con- 
tents and  preventing  their  return  into  the  stomach 
through  the  gastroenterostomy  stoma. 

Lahey10  states:  “While  anterior  gastroenteros- 
tomy must  be  made  with  a long  loop  of  jejunum  up 
over  the  transverse  colon  and  so  at  a lower  jejunal 
level  more  susceptible  to  ulcer,  I must,  as  the  result 
of  my  experience  with  gastrojejunal  ulcer,  state 
that,  if  I had  to  have  a gastroenterostomy  for  duo- 
denal ulcer,  I believe  I would  feel  safer  with  an 
anterior  one  than  with  a posterior  one.  I take  this 
position  because  I feel  sure  that  the  surgical  man- 
agement of  a gastrojejunal  ulcer  in  an  anterior 
gastroenterostomy  is  safer  and  easier  than  it  is  in  a 
posterior  gastroenterostomy.” 

PATHOLOGY 

When  a fistula  occurs,  it  is  practically  always  a 
complication  of  posterior,  rather  than  anterior  gas- 
troenterostomy. This  is  unfortunate  from  the  tech- 
nical standpoint,  for  with  the  short  loop  used  in  the 
posterior  type  of  operation,  the  inflammatory  process 
in  the  jejunum  may  extend  well  down  into  the  root 
of  the  mesentery  near  the  ligament  of  Treitz,  mak- 
ing resection  of  the  fistula  very  difficult.  In  the 
majority  of  cases  reported  in  the  literature  the  fis- 
tulous connection  is  between  the  jejunum  and  the 
transverse  colon.  Ulceration  begins  in  or  near  anas- 
tomosis. Inflammatory  swelling  and  exudate  occurs, 
soon  spreading,  and  causing  stomach,  jejunum  and 
transverse  colon  to  become  closely  adherent  with 
ensuing  perforation  into  colon.  A direct  communica- 
tion between  the  stomach  and  colon  is  uncommon. 
The  location  of  the  fistula  varies  considerably,  but 
it  is  usually  situated  close  to  the  gastroenterostomy 
and  below  it,  not  gastric  but  jejunal,  being  mar- 
ginal in  location  in  75  per  cent  of  cases  and  com- 
pletely jejunal  in  25  per  cent.  This  process  is  ac- 
companied with  more  or  less  adhesions,  depending 

10.  Dahey,  F.  H. ; Experiences  With  Potsoperative  Je- 
junal Ulcer  and  Gastrrpejunocolic  Fistula.  Am.  J.  Digest. 
Dis.  Nutrition,  2:  683-677,  Jan.,  1936. 


on  the  amount  of  spreading  local  peritoneal  inflam- 
mation. 

SYMPTOMATOLOGY 

The  occurrence  of  persistent  or  intermittent  diar- 
rhea in  a patient  who  has  had  gastroenterostomy 
for  ulcer  is  the  most  significant  symptom  of  the 
presence  of  fistula.  It  is  the  most  common  symptom 
and  is  frequently  the  first  to  appear.  It  is  not  un- 
usual for  patients  with  fistula  to  be  treated  for  ul- 
cerative colitis  or  dysentery  for  long  periods  of 
time  before  the  correct  diagnosis  is  made.  The  stools 
may  be  watery  or  semiliquid,  they  contain  neutral 
fats  and  are  usually  very  foul  smelling.  Undigested 
food  particles  are  usually  absent.  This  may  be  the 
case,  even  though  the  fistula  be  large. 

Diarrhea  is  the  manifestation  of  the  disease 
which  is  responsible  for  the  emaciated  condition  of 
the  patient.  It  is  the  most  difficult  symptom  to 
abate,  being  refractory  to  medication,  though  it 
may  be  alleviated  somewhat  by  the  use  of  a high 
residue  diet. 

Vomiting  may  occur  in  patients  with  fistula,  but 
it  is  unusual  to  find  actual  fecal  vomiting.  Foul 
smelling  eructations,  on  the  other  hand,  occur  fre- 
quently and  are  more  prevalent  during  the  periods 
of  diarrhea.  After  the  patient  has  been  on  a con- 
stipating diet  for  several  days,  the  vomiting  and 
eructations  sometimes  disappear,  recurring  with  the 
next  episode  of  diarrhea. 

There  are  no  identifying  characteristics  of  the 
type  of  pain  which  accompanies  fistula.  There  is  a 
preliminary  epigastric  pain  due  to  the  ulcer  itself, 
but  this  frequently  disappears  when  the  ulcer 
erodes  through  to  the  colon,  curing  itself.  The  pain 
of  fistula  is  usually  referred  to  the  colon  area,  is 
worse  during  periods  of  constipation,  and  may  be 
relieved  by  a bowel  movement.  Severe  pain  is  rare, 
except  when  there  is  associated  intestinal  obstruc- 
tion. 

Loss  of  appetite  is  an  uncommon  symptom  of 
fistula,  even  in  patients  who  have  eructations  with 
a fecal  odor.  It  is  a significant  symptom  in  patients 
who  are  afflicted  with  fecal  vomiting. 

Loss  of  weight  is  practically  a constant  symptom 
of  fistula.  It  may  be  tremendous,  the  patient  reach- 
ing a marked  degree  of  emaciation,  thereby  increas- 
ing the  operative  risk.  The  patient  may  regain  some 
weight  during  the  periods  when  the  appetite  is  good 
and  the  diarrhea  ceases,  but  in  general,  preopera- 
tive attempts  to  increase  the  weight  are  discourag- 
ing. 

Hemorrhage  late  after  gastroenterostomy,  while 
less  suggestive  than  some  of  the  above  mentioned 
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factors,  must  nevertheless  be  considered  distinctly 
a possible  indication  of  the  presence  of  a gastro- 
jejunal  ulcer. 

PHYSICAL  FINDINGS 

Evidence  of  emaciation  is  the  most  striking 
characteristic  of  patients  with  fistula.  As  a rule, 
palpation  of  the  abdomen  reveals  nothing  signifi- 
cant. A small  percentage  of  patients  show  a varying 
degree  of  distention  of  either  the  small  or  large 
bowel.  Tenderness  may  be  present  over  a dilated 
loop  of  gut. 

Peristalsis  is  active  and  perhaps  high  pitched 
sounds  may  be  heard  over  the  fistula.  Occasionally 
in  the  emaciated  patient,  peristalsis  may  be  seen. 

DIAGNOSIS 

Any  person  who  has  had  a gastroenterostomy  or 
an  anastomosis  of  jejunum  to  stomach  after  partial 
resection,  who  develops  wasting  without  apparent 
cause,  abdominal  discomfort  or  pain  (usually  with 
a previous  history  of  jejunal  ulcer),  fecal  smelling 
eructations,  fecal  vomiting  without  evidence  of  ob- 
struction, or  alimentary  vomiting  in  which  the 
presence  of  stercobilin  and  indole  can  be  demon- 
strated, diarrhea,  the  stools  containing  undigested 
food,  fats  and  hydrochloric  acid,  should  arouse 
suspicion  of  a gastricjejunocolic  fistula. 

The  diagnosis  is  confirmed,  and  when  the  symp- 
toms are  of  minor  degree  it  is  made,  by  the  roentgen 
demonstration  of  the  opening  between  the  segments. 
This  may  be  difficult  and  inconclusive  in  case  the 
tract  is  small  and  indirect,  and  it  may  be  necessary 
to  use  a dye,  which,  after  ingestion  with  food,  may 
appear  promptly  in  the  stool,  or  may  be  recovered 
by  tube  from  the  stomach  when  administered  with 
an  enema. 

TREATMENT 

Since  jejunal  ulcers  are  the  most  important  single 
entity  as  the  cause  of  gastrojejunocolic  fistula,  pro- 
phylactic measures  are  paramount.  They  are  as  fol- 
lows: (1)  strict  diet  following  gastroenterostomy, 
no  smoking,  alcohol  or  condiments,  frequent  small 
meals;  (2)  proper  administration  of  alkalies;  (3) 
moderation  in  habits  and  living.  In  some  patients, 
because  of  age,  absence  of  severe  symptoms,  or 
other  factors  conservative  treatment  may  be  a wise 
choice. 

With  average  case,  when  the  diagnosis  of  fistula 
is  established,  operation  is  indicated,  losing  little 
or  no  time  in  preoperative  treatment.  The  water 
balance  should  be  established  and  acidosis,  if  pres- 
ent, should  be  combated  by  intravenous  administra- 
tion of  dextrose,  transfusion  of  wThole  blood,  and 
the  ingestion  of  large  quantities  of  carbohydrates  in 
the  form  of  fruit  juices.  Preliminary  injection  of  a 
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concentrate  of  amniotic  fluid  advocated  by  Young 
may  add  to  peritoneal  resistance. 

The  operative  procedure  should  be  as  simple  as 
possible,  each  case  making  its  own  demand  on  the 
judgment  of  the  surgeon.  Operation  may  be  simple 
closing  of  the  fistula  and  undoing  of  the  gastro- 
enterostomy, or  extremely  radical  with  “bloc”  re- 
section of  the  part  of  the  involved  colon,  jejunum 
and  stomach. 

If  resection  and  anastomosis  is  done  or  integrity 
of  lines  of  closure  sutures  are  questionable,  a je- 
junostomy  with  leaf  omentum  over  site,  using  a 
moderate  sized  catheter  brought  through  stab 
wound,  is  quite  important  to  relieve  tension  on 
suture  lines,  serving  as  a safety  valve  and  an  avenue 
for  glucose  and  high  caloric  vitamized  food  to  be 
given  patient  for  short  time  postoperatively.  A good 
plan  is  to  close  stomach  opening  first,  then  care  for 
jejunum.  While  doing  this,  clamps  on  colon  and  hot 
packs  minimize  peritoneal  contamination  and,  if 
conditions  require  haste,  the  colon  may  be  brought 
through  wound  and  continuity  established  later  by 
Mikulicz  procedure. 

CONCLUSION 

It  must  be  remembered,  as  Lahey  points  out,  that 
the  undoing  of  the  gastroenterostomy  leads  to  re- 
currence of  the  duodenal  ulcer  in  40  to  60  per  cent 
of  cases. 

It  is  no  wonder  that  such  an  experienced  operator 
as  Lahey  wrote:  “I  approach  gastrojejunal  ulcer 
with  colonic  fistula  still  with  hesitation  and  fear  as 
to  the  question  of  possible  fatality.” 

SPASMUS  NUTANS 

J.  M.  Cronin,  M.D. 

KLAMATH  FALLS,  ORE. 

Spasmus  nutans  is  a functional  nervous  disorder 
of  infants  characterized  by  ocular  nystagmus,  head 
nystagmus  and  wry  carriage  of  the  neck.  Its  onset 
is  between  six  and  twelve  months  of  age.  The  dura- 
tion of  the  disease  is  variable,  lasting  but  a few 
weeks  in  some  cases  and  as  long  as  two  years  in 
rare  instances.  It  disappears  spontaneously  at  any 
time  up  to  the  fourth  year  of  age  but  in  the 
majority  of  cases  recovery  takes  place  by  the  sec- 
ond year1.  The  onset  is  in  the  winter  months  and 
recovery  takes  place  in  the  spring  or  summer. 
Both  sexes  are  equally  affected.  Recovery  is  always 
complete,  leaving  no  physical  or  mental  sequelae. 

INCIDENCE 

The  disease  is  rare  but  apparently  more  common 
in  Europe  than  in  this  country.  In  one  year,  when 

1.  Osterberg,  G. : Spasmus  Nutans.  Acta  Ophth.  15;  457, 
1937. 
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4963  patients  were  seen  in  the  eye  clinic  of  the 
Rigshospit^l,  Copenhagen,  the  diagnosis  of  spasmus 
nutans  was  made  in  three  patients.  The  frequency 
of  the  disease  in  this  country  is  impossible  to 
estimate.  Very  likely  it  is  more  common  than  the 
scarcity  of  American  literature  upon  the  subject 
would  lead  one  to  believe.  Undoubtedly  many  cases 
are  not  being  recognized. 

ETIOLOGY 

A variety  of  theories  have  been  proposed  to 
explain  this  disease.  Early  writers  attributed  it  to 
several  causes:  syphilis,  epilepsy,  head  trauma, 
rickets  and  dentition.  But  these  proved  to  be  un- 
tenable. Later  it  was  thought  to  be  due  to  a lack 
of  sunlight2,  since  many  of  these  cases  were  found 
to  come  from  poorly  lighted  homes.  The  eyes  were 
thought  to  be  impaired  by  lack  of  light  irritants  at 
a time  when  a training  of  fixation  should  take  place. 
Efforts  at  fixing  resulted  in  erratic  movements  of 
the  eye.  Head  nystagmus  was  thought  to  be  brought 
about  secondarily  to  the  eye  movements.  It  was 
considered  to  be  similar  to  miner’s  nystagmus 
which  results  from  work  in  deficient  light.  Some 
later  writers  still  adhere  to  the  theory  that  spasmus 
nutans  is  the  result  of  lack  of  sufficient  light3-4'5; 
but  several  cases  have  been  reported  in  which  this 
was  not  a factor. 

At  present  the  pathogenesis  is  not  known.  The 
onset  in  winter  and  the  frequent  association  with 
rickets  has  brought  up  the  question  of  a vitamin 
deficiency.  But  treatment  with  sunlight  and  vitamin 
D has  not  produced  any  demonstrable  effect.  Equal- 
ly difficult  of  judgment  is  the  question  whether 
some  sort  of  malnutrition  during  winter  months, 
the  only  time  when  the  disease  appears,  might  be 
a factor  in  the  pathogenesis  of  the  disease. 

With  these  views  in  mind,  it  may  be  said  that 
some  noxa  (avitaminosis,  deficient  light  or  malnu- 
trition) affects  the  system  at  a time  (infancy), 
when  the  pathways  in  the  nervous  system,  essential 
to  the  complicated  coordination  of  the  eyes  and  the 
vestibular  apparatus,  are  imperfectly  myelinized 
and  at  the  same  time  perhaps  overtraining  them- 
selves. Thus  supposedly  a coordination  neurosis  is 
produced  at  a time  when  the  child  is  learning  to 
coordinate  the  purposive  movements  of  the  head 
and  eyes6. 

2.  Moorad,  P.  J. : Nystagmus  in  Infants;  Arch.  Ophth. 
Report  of  Case  of  Monocular  Horizontal  Type.  13:235-246, 
Feb.,  1935. 

3.  Booth,  E.  M. : Clinical  Notes.  Case  of  Spasmus  Nu- 
tans. Irish  J.  M.  S.,  pp.  43-45,  Jan..  1935. 

4.  Paterson,  D.  and  Ellis,  R.  W.  B. : Spasmus  Nutans 
(Head-nodding  as  Associated  with  Defective  Lighting  in 
Home).  Lancet,  2:736-737,  Oct.  3,  1931. 

5.  Fox,  J.  C.  Jr. : Nystagmus.  Yale  J.  Biol.  & Med.  I : 
224-236,  March,  1929. 

6.  Thomson,  J. : Peculiar  Nystagmus  of  Spasmus  Nutans 

in  Infants.  Brit,  M.  J.  1:763,  March  30,  1901. 


There  has  not  been  an  autopsy  done  on  a case  of 
spasmus  nutans,  so  for  the  present  the  true  patho- 
genesis of  the  disease  remains  unknown.  It  is  not 
likely  that  any  organic  change  takes  place  in  the 
central  nervous  system  since  recovery  is  complete 
and  without  nervous  sequelae7. 

SYMPTOMS 

The  three  cardinal  symptoms  of  spasmus  nutans 
are  (1)  head  nystagmus,  (2)  ocular  nystagmus  and 
(3)  wry  carriage  of  the  head.  These  symptoms  do 
not  appear  nor  cease  simultaneously  nor  is  there 
any  regular  sequence  of  their  onset  or  disappear- 
ance. Every  case  does  not  always  exhibit  all  symp- 
toms. The  incidence  of  each  symptom  in  an  analysis 
of  forty-seven  cases8  was:  head  nystagmus  87.3 
per  cent,  ocular  nystagmus  80.8  per  cent,  wry 
carriage  of  the  head  38.3  per  cent. 

The  most  important  single  symptom  and  the 
most  frequent  is  head  nystagmus.  This  may  be 
nodding  or  vertical,  shaking  or  lateral.  Occasion- 
ally a case  may  exhibit  both  types  of  head  nystag- 
mus at  different  periods  of  the  disease.  These 
movements  are  rythmic,  involuntary  and  of  small 
amplitude.  They  occur  from  twenty  to  one  hundred 
and  twenty  times  a minute  and  come  in  cycles  with 
widely  varying  intervals  of  quiet  between.  They 
are  present  only  when  the  head  is  held  erect.  They 
disappear  during  sleep  and  when  the  child  is  re- 
cumbent. 

Ocular  nystagmus  may  be  the  first  symptom  of 
spasmus  nutans  or  it  may  appear  subsequent  to 
the  onset  of  the  head  movements.  It  may  be  ver- 
tical, horizontal  or  rotary.  At  different  periods  of 
the  disease,  different  types  of  nystagmus  may  be 
seen  in  the  same  patient9.  A vertical  nystagmus 
may  change  to  a horizontal  or  rotary  type.  It  is 
usually  bilateral  but  it  may  have  a unilateral 
prominence  or  be  present  only  in  one  eye.  In  the 
forty-seven  cases  previously  mentioned  nystagmus 
was  bilateral  in  40.9  per  cent,  unilateral  in  31.9 
per  cent.  The  rate  of  the  eye  movements  varies 
between  130  and  180  per  minute.  The  eye  nys- 
tagmus is  intensified  if  the  head  is  held  fixed,  or 
if  wry  neck  is  present,  if  this  is  corrected.  Intensi- 
fication also  takes  place  if  the  eyes  are  strongly 
lighted,  or  if  the  child  fixes  something  attentively. 

Wry  carriage  of  the  head  is  the  least  common  of 
the  three  symptoms  of  spasmus  nutans,  being 
found  in  38.3  per  cent  of  the  cases.  It  never  occurs 

7.  Robertson,  A.  F.,  Jr.:  Spasmus  Nutans.  Virginia  M. 
Monthly,  50:609-611,  Dec.,  1923. 

8.  Raudnitz,  R.  W. : Kritisches  zur  Lehre  von  spasmus 
nutans.  Jaahr.  F.  Kinderh,  15:145-176,  Oct.,  1897  (cited 
by  Osterberg). 

9.  Gordon,  A.:  Spasmus  Nutans  With  Nystagmus.  M.  J. 
& Rec.,  135:343-344,  April  6,  1932. 
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alone  but  always  in  association  with  head  nystag- 
mus. In  fixing  the  eyes  upon  an  object  the  head  is 
held  in  a neculiar  manner  with  the  chin  directed 
toward  one  shoulder,  the  child  looking  out  of  the 
corner  of  the  eyes.  The  head  is  not  moved  in  the 
direction  of  the  gaze.  It  may  occur  without  ocular 
nystagmus.  It  disappears  during  sleep. 

The  frequent  association  of  wry  neck  and  head 
nystagmus  is  suggestive  of  some  relationship  be- 
tween the  vestibular  and  spinal  accessory  nerves  in 
this  disease.  This  symptom  has  been  observed  in 
spasmus  nutans  with  or  without  an  associated 
strabismus.  In  the  forty-seven  cases  previously  re- 
ferred to  21.3  per  cent  had  strabismus;  14.9  per 
cent  had  strabismus  combined  with  wry  head  be- 
sides other  symptoms  of  spasmus  nutans.  The 
strabismus  is  coincidental  and  in  no  way  bears  any 
causative  relationship  to  the  disease  itself. 

All  symptoms  become  more  pronounced  during 
acute  infections.  They  disappear  during  sleep.  Head 
nystagmus  and  wry  neck  disappear  when  the  child 
is  blindfolded.  There  may  be  remissions  of  variable 
length  before  the  child  finally  recovers. 

There  are  no  symptoms  of  the  disease  other 
than  the  three  enumerated.  These  symptoms  may 
coexist  with  other  diseases.  But  ordinarily  physical 
and  neurologic  examinations  are  otherwise  negative 
as  are  all  laboratory  procedures. 

DIAGNOSIS 

The  diagnosis  is  simple  when  all  symptoms  are 
present.  Head  nystagmus  associated  with  eye 
nystagmus,  unilateral  or  bilateral  and  without  wry 
neck  is  suggestive  of  spasmus  nutans  but  by  no 
means  certain.  When  only  these  two  symptoms  are 
present  the  disease  must  be  differentiated  from  ( 1 ) 
congenital  head  nodding  and  nystagmus  and  (2) 
eclampsia  nutans. 

Congenital  head  nodding  and  nystagmus  can  be 
differentiated  from  spasmus  nutans  by  the  history 
of  the  patient10-* 11.  The  disease  is  present  at  birth 
and  persists  throughout  life  without  remissions. 
The  head  nodding  may  be  in  the  vertical  or  hori- 
zontal planes.  The  eye  nystagmus  is  always  bilateral 
and  always  in  the  same  plane  as  the  head  move- 
ments. The  head  movements  are  compensatory, 
being  an  attempt  to  steady  images  upon  the  retina. 
There  is  always  a familial  history  of  the  disease. 

10.  Cox,  R.  A. : Congenital  Head-nodding  and  Nystag- 
mus. Arch.  Ophth.,  15:1032-1036,  June,  1936. 

11.  Glover,  L.  P. : Congenital  Nystagmus.  Arch.  Ophth., 
17:705-706,  April,  1937. 

12.  Newman,  S. : Eclampsia  Nutans  (Salaam  Convul- 
sions). Virginia  M.  Monthly,  52:92-94,  May,  1925. 

13.  Reuben,  M.  S. : Pallidal  Amentia.  Arch.  Pediat.,  52: 
12-43,  Jan.,  1935. 


Eclampsia  nutans  in  its  early  stages  may  offer 
more  difficulty  in  differential  diagnosis..  The  first 
symptoms  of  this  disease,  head  nodding  and  eye 
nystagmus12,  appear  when  the  child  is  from  four  to 
six  months  of  age13.  Until  this  time  physical  and 
mental  development  have  been  normal.  As  the 
child  grows  older  the  attacks  become  more  frequent 
and  more  severe.  The  trunk  soon  becomes  involved 
in  these  movements. 

These  attacks  occur  several  times  a day,  usually 
when  the  child  awakens  from  a nap.  The  child  sits 
up.  There  is  bobbing  of  the  head,  nystagmus  and 
the  child  falls  forward,  flexing  the  trunk  upon  the 
thighs  in  a series  of  six  to  eight  rapid  salaam  con- 
vulsions. The  head  ceases  to  grow,  resulting  in 
microcephalus.  Mental  deterioration  begins  and 
progresses  to  complete  amentia.  There  is  a gradual 
transition  of  the  salaam  convulsions  to  epilepsy. 
In  these  later  stages  there  is  no  difficulty  in  differ- 
entiating the  disease  from  spasmus  nutans. 

When  ocular  nystagmus  is  the  only  symptom  of 
spasmus  nutans  it  must  be  differentiated  from  ( 1 ) 
nystagmus  as  the  result  of  diseases  of  the  eye,  and 
(2)  nystagmus  secondary  to  diseases  of  the  central 
nervous  system. 

The  nystagmus  of  congenital  or  early  acquired 
ambylopia  must  be  ruled  out.  This  is  not  difficult, 
if  the  cause  of  the  visual  impairment  is  easy  to  as- 
certain, such  as  corneal  opacities,  albinism  or 
cataract.  Retinal  defects  that  might  cause  nystag- 
mus can  be  discovered  by  ophthalmoscopic  exam- 
ination. When  nystagmus  is  associated  with  strab- 
ismus and  refractive  errors  only,  the  course  of  the 
disease  will  establish  the  diagnosis.  Juvenile  nystag- 
mus heals  late  or  never,  while  the  nystagmus  of 
spasmus  nutans  shows  a tendency  toward  remis- 
sions and  eventually  disappears  without  leaving 
any  traces. 

Eye  nystagmus  of  infancy,  as  an  isolated  symp- 
tom of  organic  disease  of  the  central  nervous  sys- 
tem, is  rare.  In  such  a case  a neurologic  examina- 
tion is  necessary  for  a diagnosis.  Usually  the  cause 
of  nystagmus,  such  as  hydrocephalus,  is  apparent. 

PROGNOSIS 

The  prognosis  is  good.  The  disease  begins  before 
the  first  year,  has  a tendency  toward  remissions  of 
variable  length  and  disappears  spontaneously  be- 
fore the  fourth  year  of  life.  It  leaves  no  physical  or 
mental  sequelae. 

TREATMENT 

There  is  no  treatment  for  spasmus  nutans.  Asso- 
ciated diseases  such  as  rickets  or  malnutrition 
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should  receive  their  proper  treatment.  Treatment  of 
spasmus  nutans  itself  by  light  baths  and  vitamins 
has  been  ineffective. 

CASE  REPORT 

G.  D.,  a boy  two  years  and  nine  months  of  age,  was 
seen  daily  December  16-29,  1938,  when  he  was  treated  for 
a suppurative  left  subinguinal  lymphadenitis,  secondary  to 
an  infected  blister  of  his  foot.  During  this  time  there  was  a 
continuous  shaking  of  the  head,  wry  carriage  of  the  head, 
horizontal  nystagmus  and  alternating  strabismus.  The  head 
nystagmus  and  wry  neck  had  first  appeared  simultaneously 
in  the  winter  almost  two  years  previously,  when  the  child 
was  about  ten  months  of  age.  Strabismus  had  preceded 
these  two  symptoms  by  one  month.  The  mother  had  never 
noticed  the  ocular  nystagmus. 

Symptoms  were  severe  at  the  onset.  They  were  accentu- 
ated by  acute  infections  or  excitement.  During  treatment  of 
the  femoral  abscess  they  were  worse  than  at  any  time  since 
they  began.  Head  shaking  always  ceased  when  the  child 
was  recumbent.  All  symptoms  stopped  during  sleep.  All 
symptoms  occurred  in  cycles  with  variable  lengths  of  quiet 
between.  Except  for  a few  short  remissions,  the  symptoms 
were  present  daily  since  onset. 

The  symptoms  had  never  changed  since  they  appeared. 
Head  shaking  had  always  been  in  the  horizontal  plane.  In 
producing  a wry  carriage  of  the  head,  the  chin  was  always 
directed  toward  the  right  shoulder. 

Deficient  illumination  had  never  been  a factor  in  this 
case.  The  house  was  well  lighted.  During  infancy  he  was 
exposed  to  sunlight  whenever  the  weather  permitted. 

Family  history.  Father  and  mother  were  living  and  well. 
There  were  three  brothers  and  one  sister  living  and  well. 
There  was  no  familial  history  of  this  or  any  other  nervous 
diseases. 

Past  history.  Birth  history.  Delivery  followed  the  inser- 
tion of  a bag.  Birth  weight  8J4  pounds. 

Feeding  history.  From  birth  he  was  put  on  a dried  milk 
formula  with  orange  juice  and  cod  liver  oil. 

Development  history.  Sat  up  at  six  months.  First  tooth 
at  nine  months.  Talked  and  walked  at  twelve  months. 

Diseases.  Whooping  cough  at  two  months.  Lasted  three 
months  during  which  administration  of  sunlight  was  part 
of  treatment. 

Physical  examination.  The  patient  was  well  nourished. 
There  were  no  signs  of  avitaminosis.  Mentality  was  normal. 
There  was  horizontal  rythmic  head  nystagmus.  The  rate 
was  about  120  per  minute.  There  was  a fine  lateral  ocular 
nystagmus  of  about  the  same  rate.  It  was  more  pronounced 
in  the  left  eye.  Ocular  nystagmus  was  accentuated  by  flash- 
ing a light  in  the  eyes.  Wry  carriage  of  the  head  was  pres- 
ent, with  the  chin  directed  toward  the  right  shoulder.  There 
was  an  alternating  strabismus.  Head  nystagmus  stopped 
while  the  child  was  recumbent.  Both  wry  neck  and  head 
nystagmus  disappeared  when  the  child  was  blindfolded. 
Examination  otherwise  was  negative. 

Progress  of  the  disease.  No  treatment  was  advised.  The 
patient  was  again  seen  on  April  S,  1939.  He  was  much  im- 
proved. Ocular  nystagmus  and  wry  carriage  of  the  head 
were  no  longer  present.  The  only  remaining  symptom,  head 
shaking,  was  the  least  pronounced  since  its  onset.  The  cycles 
of  head  nystagmus  during  the  day  were  becoming  less  fre- 
quent. There  had  been  several  remissions  but  of  only  one 
day  duration.  When  last  seen  on  June  20,  1939,  the  pa- 
tient had  been  symptom-free  for  about  three  weeks. 


BLOOD  EXAMINATIONS  IN  LEAD 
POISONING 
T.  E.  P.  Gocher,  M.D. 

SAN  RAFAEL,  CALIF. 

The  following  discussion  is  on  what  was  found, 
especially  in  the  prevention  of  lead  poisoning,  in 
blood  counts  in  cases  of  plumbism  and  employee 
routine  examinations,  seen  in  various  plants  having 
lead  exposure. 

NORMAL  AVERAGE 

The  normal  average  blood  count  is  difficult  to 
estimate,  as  many  apparently  normal  people  have 
conditions  present  that  would  affect  both  the  stipple 
and  reticulocyte  blood  counts. 

In  blood  work  on  380  apparently  normal  men,  it 
was  found  that  no  reticulocytes  were  evident  in  69 
per  cent  and  no  stipple  cells  in  90  per  cent.  The 
reticulocytes  were  estimated  as  per  cubic  milli- 
meter and  the  stipple  cells  as  per  two  thousand  red 
cells.  The  work  was  done  by  men  trained  in  this 
type  of  work. 

The  hemoglobin  estimated  by  the  Sahli  method 
showed  that  in  320  men  31  per  cent  had  a reading 
below  80  per  cent. 

In  380  men  who  were  apparently  normal,  it  was 
found  that  the  average  normal  count  was  as  fol- 
lows: (1)  reticulocytes  to  1000  per  cubic  milli- 
meter, (2)  stipple  cells  to  0.05  per  2000  red  cells, 
(3)  hemoglobin  78  per  cent. 

STIPPLE  CELLS 

These  cells  show  that  absorption  and  a toxic 
action  are  occurring.  They  are  not  constant  and 
may  have  a marked  daily  or  monthly  variation. 
They  are  usually  low  in  number,  when  the  “nerves” 
are  chiefly  affected.  In  gastrointestinal  conditions 
they  are  usually  high.  A stipple  cell  count  of  over 
two  per  2000  reds  shows  toxicity  and  absorption; 
the  higher  the  count,  the  more  the  toxicity.  The 
person  may  have  no  symptoms,  but  may  go  down 
with  lead  poisoning  at  any  time,  especially  if  with 
a high  count. 

LEAD  POISONING 

Stipple  cells  may  or  may  not  be  present  at  the 
onset  of  lead  poisoning,  and  then,  in  a few  days  to 
two  weeks,  be  very  numerous.  They  may  become 
absent  and  the  lead  case  thought  cured.  Then  in  a 
week  or  so  after  returning  to  work  the  blood  is 
flooded  with  them. 

They  are  often  not  present,  or  no  increase  from 
the  usual  exposure  count,  in  cases  of  early  suscept- 
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ibility  to  lead.  They  do  not  often  show  evidence  of 
faulty  hygiene,  and  especially  in  the  early  stages 
they  may  vary  from  0.S  to  1.5  per  2000  reds. 

Cases  have  been  seen  where  there  are  present  all 
the  signs  of  lead  poisoning  but  no  or  very  few 
stipple  cells  found.  In  one  case  there  were  no  stip- 
ples at  first,  but  about  a week  later  were  found  800 
stipple  cells  per  2000  reds.  This  variation  can  be 
explained  by  the  variations  in  the  cycle  of  lead  ex- 
cretion of  the  person  and  a variable  intake. 

HEMOGLOBIN 

In  45  cases  of  lead  poisoning,  the  hemoglobin 
was  higher  than  80  per  cent  in  twenty-five  cases 
and  lower  in  twenty.  In  some  severe  cases  of  lead 
poisoning  there  may  be  a hemoglobin  of  90  per  cent 
or  over.  Usually,  where  there  is  lead  poisoning,  the 
reading  is  about  68  per  cent  or  less.  In  cases  with 
liver  involvement  the  readings  usually  are  from  65 
to  70  per  cent. 

RETICULOCYTES 

In  the  blood  counts  of  300  men  exposed  to  lead, 
it  was  found  that  reticulocytes  were  present  in  all 
cases.  These  cells  decrease  in  number  with  lessened 
exposure.  In  a study  of  forty-five  cases  of  lead 
poisoning  they  do  not  disappear  or  become  normal 
in  number  until  the  lead  in  the  tissues  has  practi- 
cally all  been  excreted. 

After  a six-month  strike  it  was  found  that  the 
reticulocytes  had  disappeared  in  83  per  cent  and 
the  stipples  in  86  per  cent  of  the  former  men  em- 
ployed. A rise  of  the  reticulocytes  from  2,500  to 
51,500  cells  were  found  in  faulty  hygiene  cases. 
They  dropped  to  the  original  exposure  figure  on 
correcting  the  faulty  hygiene.  They  show  an  early 
rise  in  lead  susceptibility  cases. 

In  twenty-five  cases  of  abdominal  cramps,  there 
was  found  a rise  of  the  reticulocytes  from  2,500  to 
15,000  cells.  The  stipples  were  not  affected. 

Where  the  “nerves”  were  chiefly  affected,  the 
reticulocyte  count  may  be  very  high.  The  highest 
count  was  480,000.  In  a study  of  ten  cases  of  lead 
poisoning,  it  was  found  that  there  was  a rise  of 
these  cells  from  2,500  to  5,000  at  the  onset  of  the 
treatment,  where  the  treatment  was  effective,  and 
then  a drop. 

In  one  plant  the  employes  were  given  10  grains 
of  potassium  iodide  in  water  once  a day.  In  three 
weeks  practically  all  had  negative  stipple  counts, 
but  the  reticulocyte  count  lowered  only  very  slight- 
ly. Two  weeks  after  the  iodide  was  stopped  the 
stipple  count  was  returned  to  its  former  level.  The 
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iodide  apparently  caused  the  stipples  to  become 
deposited  in  the  body  tissues. 

The  reticulocyte  count  is  usually  very  steady  and 
level  in  those  exposed  to  lead  and  varies  with  the 
exposure  and  susceptibility.  A count  of  over  5,000 
means  absorption,  and  if  over  20,000  reticulocytes, 
they  may  go  down  with  lead  poisoning  at  any  time. 

BASAL  AGGRAVATE  COUNT 

This  test  is  frequently  used  in  lead  poisoning  and 
in  prevention  cases.  The  percentage  reading  may 
vary  greatly  with  the  same  hemoglobin  and  with 
the  same  reticulocyte  and  stipple  cell  counts.  It  was 
found  that  in  lead  poisoning  cases  the  percentage 
varied  from  0.8  to  12.0  per  cent.  This  test  is  very 
good  in  examining  a large  series  of  cases,  but  I do 
not  consider  it  as  sensitive  as  the  reticulocyte  count. 
When  the  per  cent  is  over  1.5,  the  employe  should 
be  watched  for  symptoms  of  plumbism. 

LEAD  EXPOSURE 

In  examining  the  blood  of  people  exposed  to  lead 
it  was  found  that  reticulocytes  were  present  in  all 
and  the  stipples  were  present  from  80  to  89  per 
cent  or  an  average  of  85  per  cent.  Only  about  30 
per  cent  had  a low  hemoglobin  below  80  per  cent. 
No  percentage  was  made  on  the  basal  aggravate 
test. 

VARIATIONS 

Reticulocytes  may  vary  to  90,000  and  no  stipple 
cells  found.  Reticulocytes  may  vary  to  175,000  and 
no  symptoms.  Stipple  cells  may  vary  to  120  per 
2,000  reds  and  no  symptoms.  Hemoglobin  to  60 
per  cent  and  no  symptoms.  No  stipple  cells  were 
found  without  reticulocytes. 

The  above  were  in  men  exposed  to  lead  in  about 
1500  blood  counts.  In  sixty-five  cases  of  lead  poi- 
soning, it  was  found  that  ( 1 ) stipple  cells  may  vary 
from  2.8  to  800  in  2,000  red  cells;  (2)  reticulo- 
cytes varied  from  23,000  to  480,000;  (3)  the  basal 
aggravate  varied  from  0.8  to  12.0  per  cent;  (4) 
Hemoglobin  from  60  to  95  per  cent. 

DIAGNOSIS 

None  of  the  above  blood  counts  are  alone  diag- 
nostic, but  are  factors  assisting.  If  the  blood  counts, 
as  above,  of  the  employee  is  closely  watched,  they 
are  of  great  value  in  showing  the  degree  of  stimula- 
tion, absorption  and  toxicity. 

When  a higher  than  normal  count  is  found,  a dif- 
ferential diagnosis  must  be  made,  considering  the 
conditions  that  may  cause  an  increase  in  the  type 
or  types  of  blood  cells  studied. 

Stipple  cells  may  be  found  increased  in  (1)  car- 
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cinoma,  (2)  hemorrhage,  (3)  intestinal  decomposi- 
tion, (4)  lead  poisoning,  (5)  severe  anemias,  (6) 
scurvy,  (7)  leukemia,  (8)  malaria,  (9)  intense 
sepsis,  (10)  some  healthy  people,  (11)  some  colitis, 
(12)  tuberculosis,  (13)  iron  and  arsenic  medica- 
tion, (14)  cement  workers. 

Reticulocyte  cells  may  be  found  in  (1)  anemias, 
(2)  irritation  of  the  large  intestine,  especially  if 
the  liver  is  involved,  (3)  any  condition  stimulating 
the  formation  of  new  red  blood  cells,  (4)  hemor- 
rhage, (5)  some  forms  of  colitis,  (6)  some  forms  of 
tuberculosis,  (7)  some  types  of  autonomic  nerve 
stimulation,  (8)  some  apparently  normal  people, 
(9)  iron  and  arsenic  drugs,  (10)  taking  liver  medi- 
cation, (11)  some  cases  of  chronic  appendicitis. 
A case  was  seen  of  a man  with  100  per  cent  reticu- 
locytes who  was  very  healthy  and  showed  no  evi- 
dence or  history  of  disease. 

The  basal  aggravate  test  will  vary  in  about  the 
same  conditions  as  given  above. 

In  cases  of  the  employees  exposed  to  lead,  it  is 
important  to  know  the  blood  counts  when  hired, 
the  degree  of  exposure  to  lead  and  what  the  recheck 
counts  are,  in  making  a diagnosis.  If  the  reticulo- 
cyte count  is  below  6,000  cells  lead  poisoning  is  not 
indicated. 

LEAD  SUSCEPTIBILITY 

In  early  susceptibility  to  lead  the  following  was 
found:  (1)  increase  in  reticulocytes  in  all  cases, 
(2)  increase  in  stipple  cells  in  about  25  per  cent 
of  cases,  (3)  slight  drop  in  diastolic  preserve  in 
fifteen  cases  of  “cramps,”  (4)  hemoglobin  and  red 
cells  are  not  usually  affected,  (5)  in  most  cases  a 
slight  leucocytosis  of  around  10,000,  (6)  at  first, 
increase  of  polymorphonuclear  cells  to  about  88  per 
cent  at  times,  ( 7 ) large  mononuclear  increase  above 
normal  to  about  10  to  12  per  cent,  (8)  eosinophiles 
may  increase  to  4 or  10  per  cent  in  some  cases,  then 
drop,  (9)  polychromatophilia  is  usually  present 
in  varying  proportions  in  the  red  cells. 

CONCLUSION 

All  the  above  tests  are  good  and  are  often  used 
in  diagnosis  and  prevention  of  lead  poisoning.  The 
reticulocyte  count  was  found  to  be  the  most  sensi- 
tive and  steady.  It  will  show  early  absorption  and 
susceptibility  to  lead.  It  is  valuable  in  demonstrat- 
ing faulty  hygiene.  Experience  must  be  had  for  the 
best  interpretation,  and  the  ability  to  make  good 
even  slides. 


VENEREAL  DISEASE  CONTROL  IN 
OREGON* 

Samuel  D.  Allison,  M.D. 

PORTLAND,  ORE. 

Three  years  have  elapsed  since  the  inception  of 
the  antisyphilis  campaign  and  the  time  is  at  hand 
for  an  evaluation  of  what  is  being  accomplished. 

During  1935  an  advisory  committee  was  ap- 
pointed by  the  Surgeon  General  for  such  a cam- 
paign. At  the  thirty-fourth  Annual  Conference  of 
State  and  Territorial  Health  Officers  in  Washing- 
ton, April  13,  1936,  the  recommendations  of  the 
committee,  which  were  general  in  nature,  were  read 
and  approved.1  In  December  of  the  same  year  a 
conference  on  venereal  disease  control  was  held,  at 
which  time  the  essentials  of  a state  control  program 
were  presented.2  Following  Dr.  Parran’s  article, 
“Why  Don’t  We  Stamp  Out  Syphilis,”  written  for 
the  Survey  Graphic  and  reprinted  in  the  Readers 
Digest  of  July,  1936,  the  word  “syphilis”  became 
respectable  and  the  public  joined  in  the  battle. 

Seven  features  of  a Syphilis  Control  Program 
were  outlined  in  December,  1936,  and  Oregon  is 
carrying  out  the  plan  in  the  following  manner: 

1.  A division  of  venereal  disease  control  has  been 
established  under  the  State  Board  of  Health  headed 
by  a full  time  officer.  The  City  of  Portland  has  a 
similar  division  and  both  maintain  contact  with 
the  State  Medical  Society  Committee  on  Venereal 
Disease  Control. 

2.  Thirty-nine  states  of  the  Union  provide  their 
physicians  free  serologic  tests  and  examination  of 
smears.3  Oregon  is  one  of  the  few  states  limiting 
this  service  to  the  indigent. 

3.  Antisyphilitic  drugs  are  provided  to  all  physi- 
cians for  the  treatment  of  early  cases  of  syphilis 
who  are  unable  to  pay  the  physicians’  customary 
fee.  The  Conference  on  Venereal  Disease  Control 
recommended  freely  available  blood  tests  and  free 
distribution  of  drugs,  irrespective  of  the  financial 
condition  of  the  patient  but  in  Oregon  the  advice 
of  the  State  Medical  Society  Committee  on  Syphilis 
Control  is  being  followed,  namely,  “that  the  lab- 
oratory facilities  of  the  State  Board  of  Health  for 
diagnosis  of  syphilis  should  be  available  only  to 
the  indigent  as  required  by  law.  The  present  status 
shall  be  followed  because  we  feel  that,  where  border 

•Read  before  the  Forty-eighth  Annual  Meeting  of 
Southern  Oregon  Medical  Society,  Medford,  Ore.,  May  9, 
1939. 


1.  Recommendation  for  a Venereal  Disease  Control  Pro- 
gram in  State  and  Local  Health  Departments.  Supplement 
No.  2 to  Venereal  Disease  Information,  pp.  1-18. 

2.  Proceedings  of  Conference  on  Venereal  Disease  Con- 
trol Work.  Supplement  No.  3 to  Venereal  Disease  Informa- 
tion, Washington,  1937. 

3.  Progress  in  Venereal  Disease  Control  in  the  States. 
Venereal  Disease  Information,  Vol.  19,  No.  12,  pp.  421-423, 
Dec.,  1938. 
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line  cases  exist,  the  clinical  laboratories  will  co- 
operate with  the  physician  in  adjusting  the  cost; 
and  that  antisyphilitic  drugs  be  distributed  free  to 
physicians  for  the  treatment  of  those  who  are  un- 
able to  pay.” 

4.  Treatment  facilities  in  Oregon  are  fairly  ade- 
quate with,  in  addition  to  the  private  physicians, 
the  excellent  Departments  of  Syphilology  and  Urol- 
ogy of  University  of  Oregon  Medical  School  and 
smaller  clinics  in  each  full  time  health  unit  for 
treatment  of  the  indigent. 

5.  Provision  for  finding  and  returning  delinquent 
patients  and  contacts  of  infectious  cases  in  Port- 
land are  made  by  the  City  Venereal  Disease  Con- 
trol Officer  and  his  follow-up  workers.  This  service 
is  also  provided  in  all  full  time  health  units.  This 
summer  several  nurses  are  being  sent  to  a course 
in  Venereal  Disease  Control  in  order  that  they  may 
be  able  to  help  more  effectively  in  this  work.  It  is 
realized  that  the  patient  - physician  relationship 
must  remain  inviolable,  but  it  is  hoped  that  nurses 
may  be  loaned  to  private  physicians  for  follow-up 
work  on  their  cases,  these  nurses  reporting  to  the 
health  department  only  the  number  of  visits  made. 

Where  no  full  time  department  exists,  follow-up 
activity  is  consigned  to  the  part-time  health  officer 
who  often  is  overburdened  with  his  own  private 
practice,  is  compensated  inadequately  for  his  work 
as  health  officer  and  so  is  frequently  unable  to 
search  out  such  cases. 

6.  Information  regarding  syphilis  and  gonorrhea 
is  being  disseminated  both  to  the  profession  and  to 
the  laity.  Films  are  available,  lectures  given,  exhib- 
its prepared  and  pamphlets  sent  out,  but  only  with 
more  funds  can  this  program  be  made  to  reach  out 
to  all  the  people  of  the  state. 

7.  Reasonably  complete  and  accurate  reporting 
is  essential  to  the  program.  Knowledge  must  be 
had  as  to  where  and  to  what  extent  these  diseases 
exist  not  only  as  a base  line  for  all  future  efforts 
but  to  insure  that  the  taxpayers  monies  are  not 
poured  down  gopher  holes  and  dissipated  away. 

REPORTING  IN  OREGON 

The  reporting  of  syphilis  in  Oregon  has  jumped 
from  an  average  of  600  cases  per  year  for  the  ten 
years  preceding  1936,  to  1089  in  1937  and  a simi- 
lar number  in  1938.  Reports  on  gonorrhea  rose 
from  an  average  of  1290,  to  a high  of  2297  in  1937. 

Following  the  inauguration  of  the  program,  many 
doctors  who  had  neglected  reporting  in  the  past 

4.  Usilton,  L.  J.  and  Strieker,  F.  D. : Prevalence  of 
Venereal  Disease  in  Oregon.  Northwest  Med.,  28:264-271, 
June,  1929. 


began  to  fill  in  their  blanks.  According  to  Strieker 
and  Usilton4  50  per  cent  of  the  physicians  in  the 
state  are  treating  cases  of  sphilis  or  gonorrhea.6  In 
1938  32  per  cent  of  the  physicians  of  Oregon  out- 
side of  Portland  sent  in  venereal  disease  reports, 
ranging  from  8 per  cent  in  two  counties  to  88  per 
cent  in  Josephine  County. 

Recently  the  reports  for  the  year  1938  were  gone 
over  with  reference  to  occupation  and  source  of 
infection.  The  occupation  of  the  patient  was  omitted 
in  2 1 per  cent  of  the  cases,  but  the  remainder  were' 
as  follows: 

Per  cent 


Labor  25 

Skilled  Labor  11 

Housewives  1 1 

Loggers  7 

Farmers  _ 7 

Unemployed  5.6 

Truck  Drivers 5 

Students  4.2 

Clerks  3.5 

Prostitutes  3 

Salesmen  3 

Seamen  2 

Waitress  _ 2 

Housework  2 

C.  C.  C - 2 

Stenographers  2 

Fishermen  1 

Painters  1 

School  Teachers  1 

Beauticians  1 

Miscellaneous  3 


From  the  above  statistics  it  is  apparent  that  the 
major  venereal  disease  load  in  Oregon  is  among 
the  low  paid  group  of  laborers,  unskilled  workers 
and  housewives,  and  the  information  concerning 
these  diseases  must  reach  this  group. 

The  source  of  infection  was  either  omitted  or 
listed  as  unknown  on  69  per  cent  of  the  blanks. 
Prostitutes  were  cited  on  16  per  cent  and,  with  the 
exception  of  13  per  cent  of  the  reports  which  gave 
specific  names  and  addresses,  such  information  was 
valueless.  All  cases  listed  as  contacts  were  checked 
for  venereal  disease  where  such  was  possible. 

SYPHILIS  IN  OREGON 

When  the  figure  10  per  cent  is  quoted  as  the 
percentage  of  American  adults  who  have,  have  had 
or  will  have  syphilis,  many  people  exclaim  that 
the  figure  is  a gross  misrepresentation  of  the  truth, 
and  that  no  such  large  number  of  syphilitics  exist. 
While  it  may  be  true  that  this  figure  is  a little  high 
for  the  Northwest,  one  must  consider  the  Oregon 
statistics  in  light  of  the  recent  paper  by  Vonder- 
lehr5  who  says  that  many  people  are  young  enough 
to  still  acquire  the  disease,  others  are  dead  as  the 


5.  Vonderlehr,  R.  A.  and  Usilton,  L.  J. : Chance  of  Ac- 
quiring Syphilis  and  Frequency  of  Disastrous  Course. 
New  York  State  J.  Med.,  38:1376-1382,  Nov.  1,  1938. 

6.  Morgan,  H.  J. : Prognosis  of  Syphilis.  J.  A.  M.  A., 
112:311-317,  Jan.  28,  1939. 
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result  of  it,  many  have  or  have  had  lues  with  a 
spontaneous  diminution  in  reagin  until  they  are 
seronegative,  and  others  have  been  rendered  nega- 
tive by  treatment.  According  to  Morgan6  spon- 
taneous cure  occurs  in  about  25  per  cent  of  un- 
treated acute  syphilis. 

With  this  in  mind,  the  following  figures  are 
presented,  not  as  representative  of  the  state  as  a 
whole,  but  certainly  evidence  that  the  populace 
of  the  Northwest  is  still  affected  by  syphilis  and 
that  an  active  antisyphilis  program  is  in  order. 
Group  1.  Food  Handlers,  Barbers,  Beauticians 

Per  cent 

a.  The  Dalles7  765  Examined  3.4  Positive 

b.  Portland8  1,200  Females  3 Positive 

1,200  Males  2 Positive 

Group  2.  Admissions  of  Multnomah  Hospital 

1,300  5.6  Positive 

Group  3.  Diagnosis  of  Syphilis  at  U.  of  O.  Medical 

School  O.  P.  C.  19,380  3.7  (1937) 

Group  4.  City  Jail,  Portland9 

486  Examined  7.6  Positive 

Group  5.  Eastern  Oregon  T.  B.  Hospital10 

171  (Average  pop.)  6 Under 

treatment 
for  lues. 

These  figures  are  undoubtedly  low,  as  in  Mult- 
nomah County  Hospital  known  luetics  frequently 
are  not  admitted  on  certain  services  until  reduced 


7.  Annual  Report,  Wasco  County  Health  Department, 
p.  23. 

8.  Smith,  Courtney,  Assistant  Health  Officer,  Portland, 
Ore.,  Personal  Communication. 

9.  Snow  E.  W.,  Assistant  City  Physician,  Portland,  Ore., 
Personal  Communication. 

10.  Gevurtz,  W.  S.,  Resident  Physician,  Eastern  Oregon 
State  Tuberculosis  Hospital,  The  Dalles,  Ore.,  Personal 
Communication. 


to  seronegativity,  and  in  the  Portland  city  jail 
bloods  are  ordinarily  not  taken  on  known  luetics 
or  on  prostitutes,  the  latter  group  being  examined 
elsewhere,  so  this  report  represents  to  a great  ex- 
tent the  jail  inmates  who  do  not  know  they  have 
syphilis.  It  is  interesting  to  note  that  in  one  week 
two  cases  of  secondary  syphilis  were  found  in  the 
jail  and  were  isolated  until  rendered  noninfectious. 

The  above  statistics,  particularly  the  food  han- 
dlers, suggest  that  the  figure  10  per  cent  may  not 
be  high  even  in  Oregon. 

The  eradication  of  syphilis  and  gonorrhea  must 
be  accomplished  by  the  private  physician.  It  is  he 
to  whom  the  infected  person  comes  with  his  sore 
or  discharge,  and  it  is  he  who  must  render  the 
diseased  person  noninfectious.  The  Health  Depart- 
ment can  only  help.  It  should  provide  more  freely 
available  drugs,  diagnostic  services,  follow-up  for 
delinquents  and  cased  contacts,  treatment  of  the 
indigent  and  an  educational  program.  By  the  com- 
bined efforts  of  the  private  physician  and  the 
Health  Departments,  syphilis  can  be  wiped  out. 

SUMMARY 

1.  The  Venereal  Disease  Control  Program  in 
Oregon  is  outlined. 

2.  Occupational  groups  affected  by  syphilis  and 
gonorrhea  are  listed. 

3.  The  percentage  of  positive  blood  tests  in  cer- 
tain groups  is  listed. 


CONDEMNS  SEPARATION  OF  DISEASES  INTO 
“MENTAL”  AND  “PHYSICAL” 

“I  think  the  day  is  coming  when  we  shall  stop  talking 
about  ‘mental  disease’  and  ‘physical  disease’  because  I am 
convinced  it  is  an  artificial  and  wrongful  separation,”  C. 
Charles  Burlingame,  M.D.,  Hartford,  Conn.,  declares  in 
The  Journal  of  the  American  Medical  Association,  July  29. 

“The  human  organism,”  he  continues,  “becomes  ill,  and 
one  cannot  separate  the  human  organism  into  separate  en- 
tities any  more  than  one  can  consider  him  apart  from  his 
environment.  I say  the  distinction  is  an  artificial  one  be- 
cause it  was  thought  that  dementia  paralytica  (a  chronic 
disease  of  the  brain  marked  by  progressive  loss  of  mental 
and  physical  power)  was  a ‘mental  disease’  and  then  it  was 
discovered  to  be  caused  by  the  (syphilis)  spirochete.  Does 
it  now  become  a physical  disease  with  mental  symptoms? 
It  may  be  demonstrated  that  there  is  scarcely  a physical 
disorder  that  does  not  have  its  mental  concomitants — a car- 
buncle on  a patient’s  neck  has  a definite  influence  on  his 
personality!  More  difficult  perhaps,  but  just  as  logical  is 
the  assumption  that  there  is  no  so-called  mental  disease 
that  does  not  have  its  physical  concomitants  which  may 
ultimately  be  demonstrated. 

“And  when  that  artificial  distinction  between  mental  dis- 
ease and  physical  disease  is  abolished  in  the  minds  of  phys- 
icians generally  it  will  be  a good  thing  for  psychiatry  and 
it  will  be  a good  thing  for  the  internist.  Psychiatry  can 
well  profit  by  the  painstaking  laboratory  research  of  physi- 
cal medicine,  and  physical  medicine  can  in  turn  ingest 
psychiatry  with  its  leavening  interpersonal  relationship  and 
its  awareness  of  the  psychogenic  factors  (those  originating 


in  the  mind)  which  are  present  in  practically  all  disease 
conditions.” 

Concluding  his  paper,  in  which  he  outlines  the  history  of 
psychiatry  from  its  origin  shortly  before  the  World  War  to 
date,  Dr.  Burlingame  says:  “Meanwhile,  it  would  be  well 
for  general  practitioners  to  realize  that  psychiatry  has  come 
out  of  its  swaddling  clothes  and  that  it  now  stands  mature, 
young  to  be  sure,  but  with  its  wild  oats  behind,  ready  to 
assist  by  definite  contributions  to  the  art  and  science  of 
healing.” 


HOGS  AND  EARTHWORMS  (§)AY  BE  SOURCE  OF 
FUTURE  INFLUENZA  EPIDEMIC 
Hogs  and  earthworms  may  conceivably  serve  as  the 
source  of  some  future  human  epidemic  of  influenza,  The 
Journal  of  the  American  Medical  Association  for  July  22 
declares  in  an  editorial  which  discusses  “Earthworms  as 
Carriers  of  Swine  Influenza.” 

Commenting  on  the  work  of  R.  E.  Shope,  M.D.,  of  the 
Rockefeller  Institute,  reported  in  May,  which  established 
the  fact  that  earthworms  may  function  as  intermediary 
hosts  for  the  swine  influenza  virus  is  still  controversial. 
Shope,  however,  is  inclined  to  deduce  from  serologic  evi- 
dence that  ‘the  virus  of  swine  influenza  is  a surviving  vari- 
ety of  the  agent  primarily  responsible  for  the  great  human 
pandemic  of  1918.’  ” 

Swine  influenza  was  first  recognized  in  1918,  at  the  time 
of  the  pandemic  of  human  influenza.  At  that  time  swine 
influenza  was  assumed  to  be  a veterinary  manifestation  of 
the  human  disease. 
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GUEST  SPEAKERS  AT  ANNUAL  MEETINGS 


1.  Otto  H.  Schwarz,  Professor  of  Obstetrics  and  Gynecology,  Washington 
University  School  of  Medicine,  St.  Louis 

2.  Nathan  A.  Womack,  Associate  Professor  of  Surgery,  Washington  Uni- 
versity 

3.  Alexis  F.  Hartmann,  Professor  of  Pediatrics,  Washington  University 

4.  David  P.  Barr,  Professor  of  Medicine,  Washington  University 

5.  Sherwood  Moore,  Professor  of  Radiology,  Washington  University 

6.  Franklin  E.  Walton,  Instructor  in  Surgery,  Washington  University 

7.  Clifford  J.  Barborka,  Associate  in  Medicine,  Northwestern  University 
Medical  School.  Chicago 

Speakers  on  Oregon  Program 

Drs.  Schwarz,  Womack,  Hartmann  and  Barborka 

Speakers  on  Washington  Program 

Drs.  Schwarz,  Womack,  Hartmann,  Barr  and  Moore 

Speakers  on  Idaho  Program 

Drs.  Schwarz,  Womack,  Hartmann,  Barr,  Moore  and  Walton 
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OREGON 

ANNUAL  MEETING  OREGON  STATE  MEDICAL  SOCIETY,  GEARHART,  SEPTEMBER  6-9 


OREGON  STATE  MEDICAL  SOCIETY 
Sixty-Fifth  Annual  Meeting,  Gearhart,  Oregon 
September  6-9,  1939 


CHARLES  E.  SEARS,  President 


PRESIDENT’S  MESSAGE 


Portland,  Ore.,  July  25,  1939. 

The  past  three  years  have  been  momentous  ones  for  the 
State  Society.  Vital  issues  are  still  up  for  solution.  Much 
has  been  accomplished  during  this  period  and  I think  a 
definite  point  of  view  has  been  established.  The  profession 
has  been  slow  in  developing  unity,  thought  and  action, 
which  are  so  necessary  to  accomplish  tangible  results.  Our 
area  is  large  and  necessary  contact  is  difficult,  but  our 
House  of  Delegates  has  become  a democratic  institution, 
though  there  is  room  for  improvement.  Every  member  of 
the  State  Society  must  realize  that  he  is  needed  and  must 
play  his  part  in  this  dynamic  political  arena.  It  is  the  privi- 
lege and  duty  of  all  members  of  the  society  to  attend  the 
Council  meetings  and  the  meetings  of  the  House  of  Dele- 
gates and  every  member  is  urged  to  do  so. 

There  will  be  a special  session  of  the  House  of  Dele- 


gates on  the  afternoon  and  evening  of  the  fifth  of  Sep- 
tember, the  day  prior  to  the  opening  of  the  regular  session 
of  Oregon  State  Medical  Society.  The  major  share  of  this 
meeting  will  be  taken  up  with  the  subjects  of  postgraduate 
medical  education  and  public  relations.  There  will,  how- 
ever, be  other  subjects  discussed  at  this  meeting,  in  par- 
ticular the  one  pertaining  to  the  care  of  F.  S.  A.  clients. 

The  officers  of  the  society  feel  that  much  has  been  ac- 
complished in  clearing  up  the  difficulties  pertaining  to 
county  and  district  organizations  providing  medical  care 
for  the  industrial  and  low-wage  groups.  Much  of  this  prog- 
ress was  formulated  by  the  House  of  Delegates  in  the  1938 
meeting  of  the  State  Society.  There  remains  a lack  of 
clarity  in  the  minds  of  many,  too  many,  concerning  what 
progress  has  been  made  and  what  must  be  done  in  the 
immediate  future.  Lacking  is  unity  in  thought.  There  is 
too  much  action  and  loose  talk  based  upon  misinformation 
and  too  much  action  based  upon  a more  or  less  selfish 
temporary  expediency.  Individuals  are  violating  their  agree- 
ments with  their  local  societies  made  over  their  signatures. 
This  is  a serious  matter  and  must  be  corrected. 

Our  profession  is  not  yet  pervaded  by  the  idea  that  dom- 
inated the  last  meeting  of  the  House  of  Delegates  of  Amer- 
ican Medical  Association  that,  “united  we  stand.”  The 
links  in  the  chain  of  unity  have  been  forged  to  too  great 
an  extent  by  the  hostile  forces  that  assail  us  and  too  much 
constructive  thought  has  been  left  to  the  officers  of  the 
society.  Unity  that  we  need  must  come  from  within  the 
ranks  of  the  profession,  based  upon  more  extensive  infor- 
mation as  to  our  problems  and  the  progress  we  have  made. 
Our  imaginations  must  be  stimulated  and  a deeper  con- 
sciousness of  our  past  inadequacy  in  relation  to  what  may 
happen.  We  must  come  to  realize  that  many  of  the  criti- 
cisms leveled  at  our  profession  are  the  results  of  the  faults 
and  practices  within  the  profession  itself.  Lay  individuals 
and  institutions  must  be  given  examples  to  show  that  men 
of  the  medical  profession,  conscious  of  their  accomplish- 
ments and  ideals,  are  men  of  honor  and  are  presenting  a 
united  front. 

Our  postgraduate  medical  education  must  concern  itself, 
not  only  with  the  art  and  science  of  medicine  and  their 
duties  and  obligations,  but  also  the  importance  of  the  eco- 
nomics of  medicine  and  their  social  implications.  The  com- 
ing meeting  of  the  House  of  Delegates  will  serve  every 
member  attending  an  opportunity  to  explore  for  himself  what 
is  transpiring  in  the  society,  and  to  those  less  interested,  at 
least  a “peep-hole”  into  our  progress  and  the  problems 
that  confront  us. 

Charles  E.  Sears, 

President  Oregon  State  Medical  Society. 
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HOTEL.  GEARHART 


GENERAL  INFORMATION 

HEADQUARTERS 

Headquarters  for  the  meeting  will  be  Hotel  Gearhart. 
All  activities,  including  scientific  sessions  and  Technical  and 
Scientific  Exhibits,  will  be  housed  in  the  hotel,  which  is  the 
finest  seashore  resort  in  the  Pacific  Northwest.  Gearhart  is 
only  eighty-nine  miles  from  Portland  via  the  new  Wolf 
Creek  Highway.  The  new  road  has  shortened  the  traveling 
time  to  approximately  two  hours. 

WOMAN’S  AUXILIARY  HEADQUARTERS 

Headquarters  for  the  Woman’s  Auxiliary  will  be  The 
Ocean  House. 

REGISTRATION  AND  ISSUANCE  OF  BADGES 

Members  should  register  at  the  registration  desk  in  the 
main  lobby  of  Hotel  Gearhart  as  soon  as  they  arrive  at  the 
meeting.  Membership  cards  for  1939  should  be  presented  at 
the  time  of  registration,  which  means  that  annual  dues  must 
be  paid  prior  to  or  at  the  time  of  registration. 

REGISTRATION  FEE  FOR  NONMEMBER  PHYSICIANS 

Physicians  residing  in  Oregon  who  are  not  members  of 
the  Society,  but  who  are  eligible  to  membership,  will  be 
charged  a registration  fee  of  $10.  No 
registration  fee  will  be  charged  mem- 
bers in  good  standing.  Members  of 
other  state  associations  are  cordially  in- 
vited to  attend  the  scientific  sessions 
and  will  be  admitted  without  fee. 

HOUSE  OF  DELEGATES 

Breakfast  meetings  of  the  House  of 
Delegates  will  be  held  each  day  at  7:00 
a.m.  The  House  will  consider  numerous 
important  matters  of  policy.  All  mem- 
bers are  privileged  to  attend  the  meet- 
ings and  are  urged  to  do  so. 

ANNUAL  BANQUET 

The  annual  banquet  will  be  held  on 
Friday,  September  8 at  6:30  p.m.  The 
wives  of  physicians  attending  the  ses- 
sion are  invited.  The  banquet  will  be 
informal. 

GOLF  TOURNAMENT 

The  Thirteenth  Annual  Oregon  Med- 


ical Golf  Tournament  will  be  held  on  Saturday,  September 
9,  on  the  Gearhart  course.  A greens  fee  of  $1  will  be 
charged.  The  permanent  trophy  will  again  be  open  to  com- 
petition. This  trophy  must  be  won  three  times  in  order  to 
entitle  the  holder  to  permanent  possession.  It  is  awarded 
annually  for  the  lowest  net  score.  Frank  E.  Fowler  of  As- 
toria won  the  trophy  last  year.  Additional  prizes  will  also 
be  offered. 

RECREATION 

A wide  variety  of  recreation  will  be  available,  ranging 
from  surf  bathing  and  shuffle-board  to  bridge  and  golf. 

MAKE  HOTEL  RESERVATIONS  NOW 

It  is  highly  important  that  delegates  and  members  make 
early  reservations  of  rooms  by  communicating  directly  with 
Hotel  Gearhart.  The  one  hundred  available  rooms  will  be 
reserved  on  a “first  come,  first  served”  basis. 

Hotel  Seaside  will  be  available  for  those  who  are  unable 
to  be  housed  at  Hotel  Gearhart  or  The  Ocean  House.  In- 
formation will  also  be  on  hand  as  to  beach-cottages  and 
cabins  which  will  be  available  for  members  who  desire  that 
type  of  accommodations. 
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BEACH  SCENE,  GEARHART 


RATES  AT  HOTEL  GEARHART 

European  Plan 
Rooms  Facing  Golf  Course 

A Day,  Per  Person 

4 persons  occupying  2 rooms  sharing  bath  between $2.50 

3 persons  occupying  2 rooms  sharing  bath  between 2.75 

2 persons  occupying  2 rooms  sharing  bath  between 3.25 

2 persons  occupying  1 room  with  private  bath 2.75 

1 person  occupying  1 room  with  private  bath 3.75 

2 persons  occupying  1 room  without  bath 2.25 

1 person  occupying  1 room  without  bath 2.75 

Rooms  Facing  Ocean 

A Day,  Per  Person 

4 persons  occupying  2 rooms  sharing  bath  between $3.50 

3 persons  occupying  2 rooms  sharing  bath  between 3.75 

2 persons  occupying  2 rooms  sharing  bath  between 4.25 

2 persons  occupying  1 room  with  private  bath 3.75 

1 person  occupying  1 room  with  private  bath 4.75 

2 persons  occupying  1 room  without  bath 3.25 

1 person  occupying  1 room  without  bath 3.75 

50c  additional  charge  per  person  for  twin  beds. 


$2.25  per  day,  per  person,  additional  for  rooms  on  American 
Plan,  which  includes  meals. 


SCIENTIFIC  PROGRAM 

The  primary  purpose  of  our  annual  meeting  is  to  bring 
to  the  general  physician  information  of  definite  practical 
value  concerning  new  developments  in  diagnosis  and  treat- 
ment. The  secondary  objective  is  to  afford  our  membership 
an  opportunity  to  develop  themselves  as  essayists  and 
speakers. 

In  accomplishing  these  aims,  the  Committee  on  Scientific 
Work,  during  the  past  several  years,  has  endeavored  to  pro- 
vide a well-rounded  program  which  is  presented  by  out- 
standing guest  speakers  from  other  states  and  local  mem- 
bers who  have  instructive  material.  Cooperation  of  Wash- 
ington and  Idaho  State  Associations  in  using  the  same  guest 
speakers,  in  part,  has  made  it  possible  to  obtain  a larger 
number  of  nationally  known  clinicians  from  outside  the 
state  than  in  any  previous  year. 

This  year’s  guest  speakers  are  A.  F.  Hartmann,  Profes- 
sor of  Pediatrics;  Otto  H.  Schwarz,  Professor  of  Obstetrics 
and  Gynecology;  and  Nathan  A.  Womack,  Assistant  Pro- 
fessor of  Clinical  Surgery,  all  of  Washington  University 
School  of  Medicine.  They  will  also  appear  on  the  programs 
of  Washington  and  Idaho  State  Associations.  The  fourth 
guest  speaker  will  be  Clifford  J.  Barborka,  Associate  in 
Medicine  at  Northwestern  University  Medical  School,  who 
will  appear  only  on  our  program. 


Each  of  the  guest  speakers  will  make  three  addresses  and 
lead  a round-table  discussion.  The  Committee  on  Scientific 
Work  has  selected  the  subjects  to  be  presented  by  the 
guest  speakers  with  a view  to  offering  the  general  physician 
the  most  timely  material  possible  in  the  fields  of  pediatrics, 
obstetrics,  surgery  and  medicine.  However,  the  broad  ex- 
perience of  the  speakers  in  diagnosis  and  treatment  of  con- 
ditions which  they  will  discuss  will  also  make  their  presen- 
tations attractive  to  those  of  our  membership  who  are 
engaged  in  similar  specialties. 

The  twenty-four  local  papers  and  case  reports  have  been 
carefully  selected  from  the  standpoint  of  interest  and 
practical  value  and  complete  a balanced  program  with 
discussions  of  important  topics  in  medicine,  surgery,  urology, 
ophthalmology,  proctology,  gynecology,  neurology,  psy- 
chiatry, dermatology,  allergy  and  hematology. 

In  short,  the  session  offers  three  and  one-half  days  of 
postgraduate  education  which  touches  upon  almost  every 
field  of  medicine.  Members  who  attend  will  be  richly  repaid 
in  increased  knowledge  which  they  can  apply  in  everyday 
practice. 

All  papers  will  be  presented  in  general  scientific  sessions 
and  there  will  be  no  sectional  meetings.  This  arrangement 
will  enable  those  in  attendance  to  hear  all  of  the  papers  in 
which  they  are  particularly  interested. 


PROGRAM 

Wednesday,  September  6 

7:00  a.m.  Breakfast  Meeting  of  House  of  Delegates 

Dining  Room 

General  Scientific  Session 

8:30  a.m.  Registration  Main  Lobby 

Auditorium 

Charles  E.  Sears,  Portland,  or  Louis  P.  Gambee,  Portland, 
Presiding. 

9:30  a.m.  “Present  Status  of  Medical  Treatment  of 

Urinary  Tract  Infections” 

Thomas  R.  Montgomery,  Portland 
Abstract:  The  management  of  infections  of  the  urinary 
tract,  with  explanation  of  the  uses  of  the  most  effective 
drugs  at  our  command. 

Discussion  to  be  opened  by  Glenn  S.  Morgan,  Eugene. 

10:00  a.m.  “Plastic  Induration  of  the  Penis  (Peyronie’s 

Disease)” Franklin  P.  Johnson,  Portland 

Abstract:  This  disease  entity  has  been  known  since  i s 
classic  description  by  La  Peyronie  in  1749.  While  compara- 
tively rare,  most  physicians  see  cases  of  it.  Etiology,  symp- 
toms, diagnosis,  course  and  treatment.  Demonstration  of 
some  unusual  slides. 

Discussion  to  be  opened  by  Charles  D.  Donahue,  Eugene. 

10:30  a.m.  “Opacities  of  the  Cornea  and  Their  Treat- 
ment”  Frederick  A.  Kiehle,  Portland 

Abstract:  Corneal  injuries,  unless  superficial,  result  in 
corresponding  opaque  areas.  The  tragedy  of  corneal  leuco- 
mata.  Medication  often  results  in  partial  absorption  of 
obstruction.  Improvement  of  vision  by  surgical  approach. 
Technic  of  transplanting  clear  cornea  in  opaque  areas. 
Discussion  to  be  opened  by  Fred  A.  Lieuallen,  Bend. 

11:00  a.m.  “Consideration  of  the  Possible  Causes,  Prophy- 
laxis, and  Treatment  of  the  Toxemias  of 
Pregnancy” Otto  H.  Schwarz,  St.  Louis 

12:00  Noon  Luncheon  Dining  Room 

Round-Table  Discussion:  “Cesarian  Section,”  led  by 

Otto  H.  Schwarz,  St.  Louis. 

2:00p.m.  “Infant  Feeding” A.  F.  Hartmann,  St.  Louis 

3:00  p.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits. 

3:30  p.m.  “The  Problem  of  Perineal  Pruritus” 

Banner  R.  Brooke,  Portland 
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Abstract:  Etiologic  theories.  Immediate  and  remote  fac- 
tors. Attempts  at  classification.  Various  approaches  in 
therapeusis.  Difficulties.  Multiformity  and  individuality  of 
the  condition.  An  attempt  to  rationalize. 

Discussion  to  be  opened  by  Burton  A.  Myers,  Salem. 

4:00  p.m.  “Inversion  of  the  Uterus” 

Raymond  W.  McKeown,  Marshfield 
Abstract:  Resume  of  literature,  with  report  of  case  and 
discussion  of  etiology  and  treatment. 

Discussion  to  be  opened  by  C.  W.  McCain,  Hood  River. 

4:30  p.m.  “Prevention  of  Gynecologic  Pathology” 

Howard  C.  Stearns,  Portland 
Abstract:  Much  of  pelvic  pathology  requiring  operative 
treatment  in  older  women  is  due  to  injuries  resulting  from 
pregnancy  and  childbirth.  Prenatal  and  postnatal  care  are 
discussed  in  relation  to  prevention  of  gynecologic  pathology. 
Discussion  to  be  opened  by  Charles  E.  Hunt,  Eugene. 

5:00  p.m.  “Treatment  of  Late  Effects  of  Head  Injuries” 

John  Raaf,  Portland 
Abstract:  Various  sequelae  which  follow  trauma  to  the 
head.  Diagnosis  and  treatment  of  such  conditions  as  post- 
traumatic  syndrome,  posttraumatic  psychosis,  traumatic 
osteomyelitis  and  brain  abscess,  traumatic  rhinorrhea  and 
subdural  hematoma. 

Discussion  to  be  opened  by  Edward  A.  Lebold,  Salem. 

6:00  p.m.  Dinner  Honoring  Otto  H.  Schwarz. .Dining  Room 
Arranged  by  the  Portland  Society  of  Obstetrics  and  Gyne- 
cology. 

All  physicians  who  are  registered  are  invited. 

7:30  p.m.  “Present  Status  of  Chemotherapy  with  Sul- 
fanilamide and  Derivatives” 

A.  F.  Hartmann,  St.  Louis 

8:30  p.m.  “Use  of  Metrazol  in  Treatment  of  the  Psychoses” 

D.  C.  Burkes,  Portland 
Abstract:  Summary  of  the  use  of  metrazol  in  convulsive 
shock  treatment  of  psychoses.  Discussion  of  various  theories 
advanced  for  its  rationale,  including  Meduna’s  theory  of  a 
biologic  antagonism  between  epilepsy  and  schizophrenia.  Re- 
port of  twenty-five  cases  treated  by  this  method. 

8:50  p.m.  “Management  of  Delirious  States” 

John  W.  Evans,  Portland 
Abstract:  Delieria  are  emergency  states  of  poor  function- 
ing, due  to  lack  of  central  nervous  system  support.  Criteria 
for  early  diagnosis.  Strategies  used  in  promoting  rest,  sup- 
port and  elimination.  Planned  protection  of  patient  from 
himself  and  others.  Nursing  care  and  physical  environment 
in  delirium  management. 

9:10  p.m.  “Practical  Therapy  for  Anxiety  Tension  States” 

Henry  H.  Dixon,  Portland 
Abstract:  Some  practical  suggestions  are  outlined  which 
are  applicable  in  management  of  the  majority  of  that  large 
group  of  patients,  whose  symptoms  do  not  appear  to  be  on 
an  organic  basis. 

Open  discussion  of  the  three  preceding  papers. 


Thursday,  September  7 

7:00a.m.  Breakfast  Meeting  of  House  of  Delegates 

Dining  Room 

All  members  are  invited  to  attend. 

General  Scientific  Sfssion 
Auditorium 

Charles  E.  Sears,  Portland,  or  Louis  P.  Gambee,  Portland, 
presiding. 

8:00  a.m.  “Care  of  Postpartum  Infections” 

Otto  H.  Schwarz,  St.  Louis 
Abstract:  Discussion  of  the  role  of  vitamins  in  production 
of  certain  dermatoses,  and  the  use  of  vitamins  in  sympto- 
matic treatment  of  others.  Surveys  of  recent  literature,  aug- 
mented by  personal  experiences.  Vitamins  offer  potent  and 
extremely  useful  addition  to  time-honored  dermatologic 
procedures. 

Discussion  to  be  opened  by  John  H.  Labadie,  Portland. 

9:30  a.m.  “Practical  Approach  to  Management  of  Aller- 
gic Skin  Disorders”... .Frank  Perlman,  Portland 
Abstract:  Presentation  of  the  more  common  skin  mani- 
festations of  allergy,  specific  and  nonspecific  factors  in  their 


production,  and  the  proper  approach  for  management  of 
this  systemic  disorder  manifested  on  the  skin. 

Discussion  to  be  opened  by  Lyle  B.  Kingery,  Portland. 

10:00  a. fii.  “Vernix  Caseosa:  A Manifestation  of  Vitamin 

A Deficiency” J.  V.  Straumfjord,  Astoria 

Abstract:  Vernix  caseosa  is  not  a normal  product  of  the 
epidermis  and  sebaceous  glands  of  the  fetus,  but  is  an  ab- 
normal desquamation  resulting  from  vitamin  A deficiency. 
Relationship  of  vernix  caseosa  to  subsequent  disease  pro- 
cesses. Review  of  literature. 

Discussion  to  be  opened  by  Wilbert  R.  Todd,  Portland. 
10:30  a.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits. 

11:00  a.m.  “Management  of  Breech  Presentations” 

Otto  H.  Schwarz,  St.  Louis 

12:00  Noon  Luncheon  Dining  Room 

Round-table  discussion:  “Present  Status  of  Prophylactic 
and  Immunizing  Procedures  Against  Acute  Contagious  Dis- 
eases,” led  by  A.  F.  Hartman,  St.  Louis. 

2:00  p.m.  “Recent  Advances  in  Nutrition” 

Clifford  J.  Barborka,  Chicago 

3:00  p.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits. 

3:30  p.m.  “Some  Practical  Aspects  of  Parenteral  Fluid 

Administration” A.  F.  Hartman,  St.  Louis 

4:30  p.m.  “Causes  and  Prevention  of  Thrombosis  of 

Deep  Veins  of  the  Legs” 

Warren  C.  Hunter,  Portland 
Abstract:  Anatomic  structure  of  veins  of  calf  muscles. 
Stasis  as  a factor  in  thrombosis  in  this  situation.  Throm- 
bosis a common  postmortem  finding.  Fatal  pulmonary  em- 
bolism resulting  from  thrombosed  leg  veins.  Prophylaxis  by 
active  foot  and  leg  exercises. 

Discussion  to  be  opened  by  C.  L.  Ogle,  Grants  Pass. 

5:00  p.m.  “Mechanism  of  Edema  and  Related  Processes 

in  the  Lower  Extremeties” 

John  C.  Adams,  Portland 
Abstract:  Physiology  of  edema  based  on  studies  of  capil- 
lary loop,  pressure  variations,  plasm  protein  alterations, 
sodium  ion  retention,  etc.  Explanation  of  milk  leg,  mason- 
jar  legs,  petechiae  and  other  chronic  stasic  phenomena. 

6:00  p.m.  Dinners  Honoring  Guest  Speakers.  Dining  Room 
Dr.  A.  F.  Hartman:  Arranged  by  the  Portland  Pediatric 
Society. 

Dr.  Nathan  A.  Womack:  Arranged  by  the  Surgical  Group 
of  the  Oregon  State  Medical  Society. 

Dr.  Clifford  J.  Barborka:  Arranged  by  the  Internists’ 
Group  of  the  Oregon  State  Medical  Society. 

All  physicians  who  are  registered  are  invited. 

7:30  p.m.  “Coronary  Occlusion  As  Encountered  in  Gen- 
eral Practice” Max  W.  Hemingway,  Bend 

Abstract:  Our  incidence  of  coronary  occlusion,  its  recog- 
nition and  management,  mortality  and  morbidity.  Value  of 
electrocardiography  in  diagnosis  and  management. 

Discussion  to  be  opened  by  G.  H.  Strickland,  Oregon  City. 

8:00  p.m.  “Laboratory  Aspects  of  Hematologic  Diagnosis” 
Thomas  D.  Robertson,  Portland 
Abstract:  Discussion  of  the  laboratory  phase  of  hemato- 
logic diagnosis,  with  special  reference  to  anemias,  leukemias 
and  sternal  marrow  study. 

Discussion  to  be  opened  by  E.  D.  Furrer,  Eugene. 

8:30p.m.  “Failure  of  the  Circulation;  Mechanism  of  Vari- 
ous Types,  Illustrated  by  Diagrams.” — 

I.  C.  Brill,  Portland 
Abstract:  Brief  description  of  each  type  of  circulatory 
failure,  with  diagrammatic  illustrations  of  underlying  path- 
ologic physiology. 

Discussion  to  be  opened  by  Howard  P.  Lewis,  Portland. 

9:00  p.m.  “Edema  of  Head  and  Neck:  A Symptom  in 

Calcified  Pericardium.”  Case  Report 

C.  I.  Drummond,  Medford 
Abstract:  Symptoms,  physical  findings,  and  autopsy  re- 
port in  a case  of  calcified  pericardium.  Edema  of  head  and 
neck  present  for  three  months,  which  vanished  by  noon 
with  patient  ambulant. 

Discussion  to  be  opened  by  Merl  L.  Margason,  Portland. 
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Friday,  September  8 

7:OOa.m.  Breakfast  Meeting  of  House  of  Delegates 

Dining  Room 

All  members  are  invited  to  attend. 

General  Scientific  Session 
Auditorium 

Charles  E.  Sears,  Portland,  or  Louis  P.  Gambee,  Portland, 
presiding. 

9:00  a.m.  “Meckel’s  Diverticulum  and  Littre’s  Hernia” 

Max  R.  Charlton  and  R.  E.  Ringo,  Tillamook 
Abstract:  Definition,  antomy  and  incidence  of  Meckel’s 
diverticulum.  Pathology  of  diverticulum.  Review  of  litera- 
ture on  Littre’s  hernia  and  report  of  case  of  strangulated 
femoral  hernia  involving  the  diverticulum. 

Discussion  to  be  opened  by  Dean  B.  Seabrook,  Portland. 

9:30a.m.  “Management  and  Treatment  of  Obesity” 

Clifford  J.  Barborka,  Chicago 
10:30  a.m.  Recess  to  Visit  the  Scientific  and  Technical  Ex- 
hibits. 

11:00  a.m.  “Jaundice:  Its  Surgical  Significance” 

Nathan  A.  Womack,  St.  Louis 

12:00  Noon  Luncheon  Dining  Room 

Round-table  discussion:  “Gastroenterology,”  led  by  Clif- 
ford J.  Barborka,  Chicago. 

2:00  p.m.  “Silent  Gallstone  and  Symptoms  of  Cholecy- 
stitis”  Nathan  A.  Womack,  St.  Louis 

3:00  p.m.  Recess  to  Visit  Scientific  and  Technical  Exhibits. 

3:30  p.m.  “Bronchoscopy:  General  Considerations” 

Paul  Bailey,  Portland 
Abstract:  Bronchoscopy  presented  as  a simple,  direct, 
nonshocking  diagnostic  procedure  and  as  a therapeutic  ap- 
proach to  intrathoracic  disease. 

Discussion  to  be  opened  by  Lester  T.  Jones,  Portland. 

4:00  p.m.  “Peritoneoscopy:  An  Advance  in  Intraabdom- 
inal Diagnosis” Paul  E.  Spangler,  Portland 

Abstract:  Brief  description  of  this  procedure,  pointing  out 
the  possible  usefulness  in  more  accurate  intraabdominal 
diagnosis,  and  emphasizing  its  relative  value  in  the  ex- 
amination of  the  various  viscera. 

Discussion  to  be  opened  by  Frank  E.  Fowler,  Astoria. 

4:30  p.m.  “Sarcoma  of  the  Breast” 

Russell  L.  Johnsrud,  Portland 
Abstract:  Clinical  signs  and  symptoms,  with  special  refer- 
ence to  diagnosis  and  differentiation  from  other  conditions 
of  the  breast.  Analysis  of  cases,  with  reference  to  surgical 
treatment  and  results.  Roentgenography  is  considered  only 
for  the  lymphoid  and  myeloid  sarcomas.  Report  of  five 
new  cases.  Pathologic  classification. 

Discussion  to  be  opened  by  Thomas  D.  Robertson,  Port- 
land. 

6:30p.m.  Annual  Banquet  (Informal) Dining  Room 

President’s  Address Charles  E.  Sears,  Portland 


Saturday,  September  9 

7:00  a.m.  Breakfast  Meeting  of  House  of  Delegates 

Dining  Room 

All  members  are  invited  to  attend. 

9:00  a.m.  Business  Session  and  Election  of  Officers 

Auditorium 

General  Scientific  Session 
Auditorium 

Charles  E.  Sears,  Portland,  or  Louis  P.  Gambee,  Portland, 
presiding. 

10:00a.m.  “Cancer  of  the  Fallopian  Tube” 

Karl  H.  Martzloff,  Portland 
Abstract:  Cancer  of  the  fallopian  tube  is  not  common 
and  yet  possibly  not  as  rare  as  generally  considered.  Its 
presence  should  be  suspected  when  certain  symptoms  and 
signs  supervene.  A positive  preoperative  clinical  diagnosis 
of  the  condition  is  probably  not  permissible,  yet  a presump- 
tive diagnosis  should  be  made  under  certain  circumstances. 
Results  from  operation  are  poor,  due  probably  not  so  much 
because  the  process  possesses  such  a comparatively  high 
degree  of  malignancy  as  to  the  long  duration  of  the  disease 
prior  to  its  recognition.  Report  of  case. 

Discussion  to  be  opened  by  Allen  M.  Boyden,  Astoria. 

10:  IS  a. m.  “Cancer  of  the  Breast” 

Nathan  A.  Womack,  St.  Louis 
11:15  a.m.  “Diagnosis  and  Treatment  of  Peptic  Ulcer”.... 

Clifford  J.  Barborka,  Chicago 


12:15  p.m.  Luncheon  Dining  Room 

Round-table  discussion:  “Herniotomy,”  led  by  Nathan 
A.  Womack,  St.  Louis. 

2:30  p.m.  Thirteenth  Annual  Medical  Golf  Tournament. 


SCIENTIFIC  EXHIBIT 

1.  “Bronchoscopy,”  Paul  Bailey,  Portland. 

2.  “Miscellaneous  Roentgenograms  of  the  Genitourinary 
Tract,”  Charles  D.  Donahue,  Eugene. 

3.  “Crippled  Children’s  Program,”  Crippled  Children’s 
Division,  Oregon  State  Public  Welfare  Commission,  Portland. 

4.  “Syphilis,  Its  Nature,  Its  Prevention,  and  Its  Cure,” 
Oregon  State  Board  of  Health,  Portland. 

5.  “Combined  Treatment  of  Trichomonas  Vaginalis  with 
“Iodochloroxyquinoline”  (Motion  Picture  in  Color).  F.  B. 
Zener,  Norman  A.  David,  H.  F.  Vehrs,  Portland,  and 
George  W.  Ritteman,  Salem,  Department  of  Pharmacology, 
University  of  Oregon  Medical  School. 

6.  “Medical  Library  Service  of  University  of  Oregon 
Medical  School,”  Miss  Bertha  Hallan,  Librarian. 

7.  “Radiologic  Exhibit,”  Donald  L.  Palmer  and  Maurice 
D.  Sachs,  Department  of  Radiology,  University  of  Oregon 
Medical  School. 

8.  “Medical  Illustration,”  Miss  Clarice  Ashworth,  Uni- 
versity of  Oregon  Medical  School. 


TECHNICAL  EXHIBIT 
Coca  Cola  Company. 

Cutter  Laboratories. 

Duke  Laboratories,  Incorporated. 

H.  G.  Fischer  and  Company. 

General  Electrix  X-Ray  Corporation. 
Lederle  Laboratories,  Incorporated. 

Eli  Lilly  and  Company. 

Mead  Johnson  and  Company. 

Morning  Milk  Company. 

Petrolagar  Laboratories,  Incorporated. 
Philip  Morris  and  Company,  Limited. 
Physicians  and  Hospital  Supply  Company. 
Sandoz  Chemical  Works,  Incorporated. 
Sharpe  and  Dohme. 

E.  R.  Squibb  and  Sons. 


WOMAN’S  AUXILIARY 


Headquarters:  Ocean  House 
PROGRAM 
Thursday,  September  7 

10:00  a.m.  Registration Mrs.  Arthur  R.  Olsen,  Astoria 

Mrs.  Raymond  T.  Kaupp,  Portland 

11:00  a.m.  Business  Meeting Sun  Parlor 

Greeting Mrs.  Samuel  A.  Kleger,  Astoria 

Response Mrs.  Charles  E.  Sears,  Portland 

Roll  Call  of  Delegates 
Reading  of  Minutes 

Recording  Secretary’s  Report 

Mrs.  John  F.  Abele,  Portland 

Communications 

Corresponding  Secretary’s  Report 

Mrs.  Raymond  T.  Kaupp,  Portland 

Treasurer’s  Report Mrs.  E.  E.  Fisher,  Portland 

Auditor’s  Report Mrs.  Frederick  D.  Strieker,  Portland 


Announcement  of  Special  Committees: 

Resolutions,  Registration. 

Reports  of  State  Officers: 

President-elect Mrs.  James  M.  Odell,  The  Dalles 

District  Reports  of  Vice-Presidents: 

Mrs.  Roy  A.  Payne Portland 

Mrs.  E.  W.  Howard Corvallis 

Mrs.  John  M.  Simpkin Marshfield 

Mrs.  Robert  J.  Conroy Medford 

Report  of  Organization  Chairman 

Mrs.  Roy  A.  Payne,  Portland 

Reports  of  Directors: 

Mrs.  W.  G.  Homan Burns 

Mrs.  W.  J.  Weese Ontario 

Mrs.  Edward  Allen  Pierce Portland 

Mrs.  Charles  E.  Sears Portland 
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Report  of  Registration Mrs.  Arthur  R.  Olsen,  Astoria 

Annual  Report  of  President. .Mrs.  0.  C.  Hagmeier,  Seaside 

1:00  p.m.  Luncheon  Main  Dining  Room 

Advisory  Committee,  Special  Guests. 

1.  Greetings  from  the  Oregon  State  Medical  Society.... 

Charles  E.  Sears,  Portland 

2.  Address,  “Our  Present  Knowledge  of  Nutrition”.... 

Clifford  J.  Barborka,  Chicago 
2:30  p.m.  Reports  of  Standing  Committees Sun  Parlor 


Program Mrs.  E.  D.  Lamb,  Klamath  Falls 

Public  Relations Mrs.  Leo  J.  Meienberg,  Portland 

Mrs.  F.  Bertram  Zener,  Portland 

Revisions Mrs.  Merle  G.  Howard,  Eugene 

Hygeia Mrs.  L.  W.  Hyde,  Astoria 

Press  and  Publicity..Mrs.  Lawrence  R.  Serrurier,  Portland 
Mrs.  William  F.  Patrick,  Portland 
Mrs.  Grover  Bellinger,  Salem 

Printing Mrs.  L.  M.  Spalding,  Astoria 

Archives Mrs.  George  E.  Henton,  Portland 

Exhibit Mrs.  George  C.  Saunders,  Portland 

Historian Mrs.  Carl  J.  Hollingworth,  Portland 

Parliamentarian Mrs.  J.  Earl  Else,  Portland 

Membership Mrs.  G.  S.  Morgan,  Eugene 

Property  and  Supplies Mrs.  E.  E.  Cable,  Portland 

Hospitality Mrs.  Joseph  A.  Pettit,  Portland 

McLoughlin  House. .Mrs.  Wilson  Johnston,  Portland 

Mrs.  George  H.  Bendshadler,  Portland 
Mrs.  John  G.  Abele,  Portland 

Cancer  Control Mrs.  Charles  T.  Sweeney,  Medford 

Mrs.  Edward  Allen  Pierce,  Portland 
Mrs.  Thompson  Coberth,  The  Dalles 


Delegates  to  National  Convention 

Mrs.  O.  C.  Hagmeier,  Seaside 
Mrs.  F.  Bertram  Zener,  Portland 

7:00  p.m.  Dinner  Main  Dining  Room 

Program  to  be  announced  later. 


Friday,  September  8 

8:30  a.m.  Breakfast.  Honoring  Founders  and  Past-Presi- 
dents. 

10:00  a.m.  Business  Meeting: 

Minutes  of  Previous  Session. 

Reports  of  County  Auxiliaries: 

Benton  County Mrs.  Henry  Garnjobst,  Corvallis 

Clatsop-Tillamook  Counties  

Mrs.  Samuel  A.  Kleger,  Astoria 

Coos-Curry  Counties  

Mrs.  Melvin  E.  Johnson,  North  Bend 

Jackson  County Mrs.  Robert  J.  Conroy,  Medford 

Josephine  County Mrs.  W.  W.  Inkrote,  Grants  Pass 

Klamath-Lake  Counties  

Mrs.  L.  L.  Truax,  Klamath  Falls 

Lane  County Mrs.  Merle  G.  Howard,  Eugene 

Mul'nomah  County.. ..Mrs.  Leo  A.  Goldsmith,  Portland 

Polk-Yamhill-Marion  Counties  

Mrs.  Grover  C.  Bellinger,  Salem 
Reports  of  Special  Committees: 

Resolutions,  Registration,  Nominating  Committee. 
Election  of  officers. 

1:00  p.m.  Luncheon  Main  Dining  Room 

Honor  Guests:  Mrs.  O.  C.  Hagmeier,  National 
Vice-President 

Mrs.  E.  E.  Fisher,  National  Treasurer 
Guest  Speaker 

3:00p.m.  Business  Meeting: 

Final  Report  of  Registration. 

Minutes  of  Morning  Session. 

Ins'allation  of  Officers. 

Post-Convention  Board  Meeting. 

Adjournment. 

6:30p.m.  Annual  Banquet  (Informal)  with  Medical 

Society  Hotel  Gearhart 


Saturday,  September  9 
Recreation  Day 
10:00  a.m.  Golf  Tournament 

Chairmen Mrs.  L.  M.  Spalding,  Astoria 

Mrs.  E.  Merle  Taylor,  Portland 


MEDICAL  NOTES 


Basic  Science  Examination.  The  Board  of  Higher  Edu- 
cation of  Oregon  will  hold  the  next  Basic  Science  examina- 
tion Saturday,  October  28,  8:30  a.  m.,  at  Portland.  Subjects 
for  examination  will  be  anatomy,  pathology,  psysiology, 
chemistry,  hygiene.  Reciprocity  on  the  basis  of  examination 
only  has  been  established  with  the  basic  science  examining 
boards  of  Minnesota,  Wisconsin,  Iowa  and  Colorado.  For 
application  blanks  and  further  information  address  Charles 
D.  Byrne,  Secretary,  State  Board  of  Higher  Education,  Eu- 
gene, Oregon. 

Physician’s  Will  Provides  for  Social  Hygiene  Edu- 
cation. The  will  of  E.  C.  Brown,  who  died  in  July  provides 
for  a $300,000  fund  for  social  hygiene  education  among  Ore- 
gon’s boys  and  girls,  this  sum  being  divided  among  the 
different  agencies  now  giving  this  education. 

Shrine  Hospital  Survey.  A survey  to  study  needs  of 
the  Portland  Shrine  Hospital  has  been  ordered  by  virtue  of 
action  taken  at  the  Imperial  Session  of  the  Shrine  at  Balti- 
more in  July.  This  survey  is  to  evaluate  the  present  equip- 
ment and  recommend  improvements  which  would  modernize 
this  hospital  which  has  been  in  existence  for  nineteen  years. 

Josephine  General  Hospital  Affiliation.  Josephine 
General  Hospital  at  Grants  Pass  has  become  affiliated  the 
past  month  with  the  Portland  Doctors’  Exchange  and 
Nurses’  Registry  and  the  Oregon  State  Nurses  Registry. 
This  action  will  greatly  facilitate  obtaining  nursing  care  in 
this  hospital. 

Marshfield  Hospital  Under  New  Management.  The 
Sisters  of  Mercy,  present  operators  of  Mercy  Hospital  at 
North  Bend,  will  take  over  Wesley  Hospital  in  Marshfield 
under  terms  of  an  agreement  under  a two-year  lease  with 
option  to  buy  at  a price  of  about  $40,000.  The  operation  of 
Wesley  Hospital  by  the  Sisters  has  met  with  the  full  ap- 
proval of  Coos  County  Medical  Society,  Plans  for  the 
future  use  of  Mercy  Hospital  will  be  made  later. 

Air  Conditioning  Installed.  Air  conditioning  system 
has  been  installed  in  Lebanon  General  Hospital  at  Lebanon. 
The  unit  handles  seven  thousand  cubic  feet  of  washed  and 
filtered  air  per  minute. 

Hospital  Superintendent  Named.  Miss  Evelyn  Bing- 
ham has  been  named  as  superintendent  of  the  Josephine 
General  Hospital  at  Grants  Pass  and  will  also  be  superin- 
tendent of  nurses. 

Isolation  Unit  Completed.  Isolation  hospital  at  the 
Coos  County  Farm  was  completed  early  in  July.  The 
twelve  bed  structure  is  completely  separated  from  other 
buildings.  Construction  cost  was  approximately  $5,000. 

Staff  Changes  at  Fairview.  John  Ram?ge  and  Bruce 
Titus,  both  of  Salem,  have  been  appointed  to  the  staff  of 
Oregon  Fairview  Home.  Dr.  Titus  succeeds  G.  W.  Ritteman 
as  assistant  superintendent,  while  Dr.  Ramage  replaces  J.  O. 
Mathis  as  part  time  physician. 

Klamath  County  Welfare  Department  Appointment. 
Frederick  O.  Rankin  has  been  made  full-time  medical  direc- 
tor for  the  Klamath  County  Welfare  Department.  Hereto- 
fore, there  has  been  a part-time  physician  for  this  medical 
welfare  work,  the  position  being  filled  by  J.  Martin  Adams. 
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Matson  Named  Director.  Ralph  C.  Matson  of  Port- 
land was  named  to  the  Board  of  Directors  of  the  National 
Tuberculosis  Association  at  their  thirty-fifth  annual  meet- 
ing in  Boston. 

County  Physician  Resigns.  H.  E.  Scoles,  who  for  the 
past  year  has  served  as  county  physician  for  Lane  County, 
has  resigned  to  take  over  the  practice  of  F.  E.  Adams  of 
Eugene. 

Adolph  Weinzerl,  city  health  officer  of  Portland,  attend- 
ed the  annual  meeting  of  the  Western  Branch  of  American 
Public  Health  Association  at  Oakland,  July  23-29. 

Weddings.  Herrick  Wheeler  of  Portland  and  Miss  Frances 
McGillivray  of  Clatskanie  were  married  at  Clatskanie  June 
24.  Robert  L.  Jeffcott  of  Portland  and  Miss  Mary  Elizabeth 
Bright,  also  of  Portland,  were  married  July  sixth. 


OBITUARIES 


Dr.  Albert  Mathieu  suffered  an  untimely  death  July  4, 
1939,  at  the  age  of  57  years.  His  passing  is  a real  loss  to 
his  community  and  his  professional  associates. 

Born  in  Fairbault,  Minnesota,  on  November  30,  1881, 
he  attended  the  public  schools  of  his  native  city  and  ob- 
tained his  medical  degree  from  University  of  Minnesota 
June  1,  1905.  Following  this  he  served  his  internship  in 
Missoula,  Montana,  and  then  spent  a year  as  ship’s  surgeon 
on  the  transpacific  liner  Minnesota.  He  next  entered  private 
practice  in  South  Bend,  Washington,  and  in  1911,  married 
Beulah  Akin  of  Carlisle,  Indiana.  Shortly  thereafter  they 
moved  to  Raymond,  Washington,  where  he  built  his  own 
hospital. 

After  a period  of  eight  years,  he  left  Raymond  to  obtain 
special  training  in  obstetrics  at  New  York  Lying-In  Hos- 
pital. This  was  followed  by  an  European  tour  and  then 
another  period  at  the  New  York  Lying-In  Hospital  and  his 
permanent  location  in  Portland,  Oregon,  in  1920.  In  1930, 
he  again  spent  some  time  in  Vienna. 

An  entertaining,  scintillating  conversationalist,  fastidious 
in  his  tastes,  dynamic,  sensitive,  a hard  ambitious  worker 
and  a staunch  friend,  there  were  many  who  admired  him 
and  many  whom  he  admired,  for  he  possessed  an  innate 
perception  of  sincerity  and  true  worth.  Generous,  affection- 
ate and  helpful  to  those  about  him,  he  was  a stimulus  to 
his  associates.  Being  a seeker  of  knowledge,  he  was  always 
eager  to  learn  and  never  hesitant  to  admit  ignorance. 

Medical  students,  young  physicians  and  his  own  associate, 
Dr.  Albert  Holman,  found  in  him  a constant  source  of  en- 
couragement to  perfect  themselves  in  their  work.  This  was 
no  mere  affectation,  but  merely,  a logical  and  natural  appli- 
cation of  what  he  himself  had  been  doing  constantly.  This  is 
revealed  so  well  not  only  in  his  daily  work  but  also  in  his 
writing  with  which  in  the  past  few  years  he  had  become 
increasingly  prolific.  Undoubtedly,  his  preparation  of  papers 
in  addition  to  a heavy  professional  schedule  was  a real 
factor  in  precipitating  his  death  from  coronary  thrombosis. 

He  was  probably  best  known  for  his  work  on  induction 
of  labor  and  studies  in  hysterosalpingography.  More  re- 
cently, he  had  become  interested  in  the  subject  of  chorioma 
and  its  early  detection  by  the  study  of  urinary  prolan  ex- 
cretion. A member  of  various  medical  societies  and  Associate 
Professor  of  Obstretrics  and  Gynecology  in  University  of 
Oregon  Medical  School,  he  was  one  of  the  founders  of 
Portland  Society  of  Obstetricians  and  Gynecologists  and 


Pacific  Coast  Gynecologial  Society  and  a past-president  of 
both  of  these  organizations.  In  1929  he  became  a member 
of  American  Association  of  Obstetricians,  Gynecologists  and 
Abdominal  Surgeons  and  took  a keen  interest  in  its  affairs. 

On  April  11  of  this  year,  while  at  the  home  of  friends  for 
dinner,  he  became  ill  with  a coronary  thrombus.  From  this 
he  felt  so  well  recovered  that  on  June  13,  in  company  with 
his  son,  Akin,  he  took  the  ocean  trip  from  San  Francisco 
to  New  York  via  the  Panama  Canal  as  a preliminary  step 
to  an  European  journey.  Within  a few  hours  of  his  New 
York  destination,  his  pleasant  ocean  sojourn  was  interrupted 
by  another  coronary  attack  which  sorely  afflicted  him  and 
he  passed  away  shortly  after  landing.  With  him  at  the  time 
was  his  son  whom  he  so  loved  and  admired  and  his  sister, 
Mrs.  Beatrice  Damiano. 

Dr.  William  D.  Lockwood  of  Portland,  Oregon,  died 
July  18,  aged  70.  He  was  born  January  22,  1869,  at 
Marysville,  Kansas,  and  received  his  medical  degree  at 
University  of  Missouri  School  of  Medicine  at  Columbia, 
graduating  in  1893.  He  practiced  for  ten  years  at  St. 
Joseph,  Missouri.  In  Portland,  he  practiced  continuously  for 
thirty-one  years  in  the  same  office. 

Dr.  Ellis  C.  Brown,  a retired  Portland  physician,  died 
July  1,  1939,  at  the  age  of  87.  Dr.  Brown  graduated  from 
the  University  of  Michigan  Homeopathic  Medical  College 
at  Ann  Arbor  in  1880.  He  had  not  been  in  active  practice 
for  some  years. 


EDITORIAL 


THE  PRESS  CALLED  IT  SOCIALIZED  MEDICINE 

Headlines  in  Portland  papers  on  June  15,  1939,  announced 
that  the  medical  profession  had  gone  in  for  socialized  medi- 
cine. No  matter  what  else  socialized  medicine  implies,  it 
certainly  means  governmental  control  of  medicine,  and  the 
present  action  of  organized  medicine  is  about  as  far  from 
socializing  our  profession  as  possible. 

What  actually  had  happened  the  night  before  this  press 
release?  There  merely  had  been  a formal  announcement 
that  Multnomah  Medical  Service  Bureau  had  conformed  to 
the  ethical  standards  and  policies  of  Oregon  State  Medical 
Society  and  that  it  was  acceptable  to  the  Society  as  an 
association  to  provide  medical  care  for  low-wage  industrial 
groups.  Also  the  way  was  left  open  for  other  hospital  asso- 
ciations to  obtain  approval  of  the  local  county  society  as  an 
agency  for  this  same  purpose. 

What  is  the  set-up  in  Oregon  State  Medical  Society  which 
protects  against  socialized  medicine?  Simply  this:  On  Aug- 
ust 25,  1938,  the  state  society  accepted  the  principle  of  pre- 
payment for  medical  care  for  low-wage  industrial  groups 
and  adopted  regulations  covering  this  type  of  practice 
(Northwest  Medicine  37:302,  Oct.,  1938).  The  state  so- 
ciety did  not  attempt  to  establish  a state-wide  organization 
to  provide  this  care,  but  left  this  to  the  component  county 
societies.  It  did  establish  a Bureau  of  Medical  Economics 
which  is  an  advisory  body,  with  the  power  of  censorship 
remaining  with  the  Council.  This  plan  protects  the  auto- 
nomy of  the  component  county  societies  and  places  super- 
vision and  censorship  in  the  state  society. 

This  certainly  is  not  socialized  medicine,  but  to  try  to 
explain  it  to  the  public  and  the  press  is  another  story.  It  is 
necessary,  however,  for  every  physician  to  understand  the 
principles  involved  so  that  the  plan  can  be  carried  to  its 
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logical  conclusion,  which  is  a state-wide  coverage  for  all 
low-wage  industrial  groups  developed  by  the  county  so- 
cieties and  supervised  by  the  State  Bureau  of  Medical  Eco- 
nomics, with  no  lay  governed  body  in  the  picture.  The 
implications  are  enormous  and  this  program  can  well  bring 
about  the  elimination  of  all  the  objectionable  features  of 
contract  practice  as  it  exists  in  Oregon  today. 

What  is  necessary  to  bring  about  this  situation  which 
would  be  so  mutually  satisfactory  to  the  public  and  the 
medical  profession?  First,  have  a clear  understanding  of 
the  extremely  simple  principles  involved;  second,  begin 
with  the  concept  that  a service  is  to  be  rendered  to  a needy 
group;  third,  develop  a determination  to  make  the  plan 
work.  Following  these  three  principles  clearly  and  un- 
emotionally will  prevent  wrecking  the  program  at  its  in- 
ception, will  keep  out  the  trouble-making  thought  of 
remuneration  and  will  so  unite  the  medical  profession  of 
Oregon  that  socialized  medicine  can  never  threaten  to  de- 
stroy a high  type  of  medical  service  to  the  people  of  the 
State  of  Oregon. 


STATE  SOCIETY  ACTIVITIES 


The  Council  of  Oregon  State  Medical  Society  met  in 
Portland  July  1 and  discussed  a number  of  different  prob- 
lems. 

John  H.  Fitzgibbon  made  a report  on  the  meeting  of  the 
House  of  Delegates  of  American  Medical  Association  at  St. 
Louis,  and  presented  a resume  of  the  action  taken  relative 
to  the  Wagner  Health  Bill.  He  recommended  that  each 
component  society  be  sent  a copy  of  the  resolutions  with  a 
request  that  they  act  and  forward  the  results  of  their  action 
to  State  Society  headquarters.  The  action  of  the  component 
societies  is  always  of  great  importance  to  the  Trustees  of 
American  Medical  Association  in  formulating  policies  and 
procedures. 

Another  action  of  the  House  of  Delegates  was  to  place 
the  nomination  for  Chairman  of  Medical  Education  in  the 
hands  of  the  Board  of  Trustees  instead  of  in  the  office  of 
the  President  of  American  Medical  Association. 

Dr.  Fitzgibbon  then  discussed  at  some  length  the  ever- 
pressing  problem  in  the  South  of  negro  membership  in 
county  and  state  societies.  It  is  hard  to  recognize  the  diffi- 
culties and  complexities  of  this  situation  at  this  distance,  but 
the  whole  profession  is  aware  of  the  necessity  of  some  kind 
of  recognition  so  that  the  qualified  negro  physicians  can 
obtain  approval  that  will  enable  them  to  care  for  those 
members  of  their  race  who  come  under  federal  projects. 
The  House  of  Delegates  of  American  Medical  Association 
referred  this  problem  back  to  the  component  state  and 
county  societies  for  decision  and  did  not  take  formal  action. 

G.  D.  Carlyle  Thompson  presented  in  outline  form  the 
rules  and  regulations  set  forth  by  the  Committee  on  Ma- 
ternal Welfare  which  would  govern  maternal  hospitals  and 
homes.  The  necessity  for  these  rules  and  regulations  arose 
as  a result  of  the  recently  enacted  legislation  which  provides 
for  licensing,  inspection,  and  regulating  of  maternity  homes 
or  lying-in  asylums  by  the  State  Board  of  Health.  This  re- 
port is  the  result  of  an  enormous  amount  of  work  and  in 
outline  form  deals  with  classification,  definitions,  general 
rules,  equipment,  medical  and  nursing  care,  record  keeping, 
etc.  When  this  outline  is  put  into  its  permanent  form, 
copies  will  be  mailed  to  all  members  of  the  State  Society. 


Karl  H.  Martzloff,  Chairman  of  the  Medical  Advisory 
Committee  to  the  State  Public  Welfare  Commission,  brought 
up  for  discussion  the  problem  of  providing  for  a proper 
medical  adviser  where  the  individual  counties  do  not  have 
their  own  welfare  physicians.  It  was  pointed  out  that  the 
present  method  of  attempted  arbitration  has  not  worked 
satisfactorily,  chiefly  because  it  places  too  great  a responsi- 
bility on  the  Arbitration  Committee,  and  yet,  some  such 
adviser  is  necessary  in  dealing  with  problems  of  elective 
surgery,  cesarian  section,  fee  schedules  and  settlements.  The 
Council  indicated  that  it  was  necessary  to  form  committees 
in  component  medical  societies  which  would  keep  them- 
selves informed  on  these  problems  so  that  controversial  is- 
sues might  be  worked  out  in  a harmonious  fashion. 

Dr.  Sears  appointed  John  R.  Montague,  William  A.  Shea, 
and  Morris  L.  Bridgeman,  all  of  Portland,  to  comprise  a 
committee  to  study  the  recent  federal  narcotic  regulation 
concerning  telephoning  of  prescriptions  containing  narcotics. 
Another  committee  appointed  by  Dr.  Sears  was  on  post- 
graduate education.  Karl  H.  Martzloff  and  Morris  L.  Bridge- 
man  of  Portland  were  made  the  initial  appointees  with  the 
thought  that  this  committee  would  be  enlarged  when  some 
of  the  initial  groundwork  has  been  covered. 

After  the  Council  meeting  had  adjourned,  the  Bureau  of 
Medical  Economics  convened  to  hear  reports  by  its  various 
committees.  It  is  interesting  to  an  observer  to  see  the  interest 
and  enthusiasm  of  the  various  members  and  the  indications 
are  that  this  Bureau  will  be  an  important  functioning  part 
of  the  State  Society  in  the  near  future. 

BUREAU  OF  MEDICAL  ECONOMICS 

The  Bureau  of  Medical  Economics  of  Oregon  State 
Medical  Society  consists  of  the  following  members: 

Executive  Committee:  M.  L.  Bridgeman,  Portland;  W. 
F.  Hollenbeck,  Portland;  C.  E.  Hunt,  Eugene;  L.  S.  Kent, 
Eugene;  K.  H.  Martzloff,  Portland;  C.  E.  Sears,  Portland. 

Also  the  following  members,  representing  the  local  organ- 
izations approved  by  their  respective  county  societies  to 
offer  prepaid  medical  care  to  low-wage  groups: 

A.  H.  Huycke,  Oregon  City,  representing  the  Association 
of  Clackamas  County  Physicians,  local  organization  ap- 
proved by  Clackamas  County  Medical  Society. 

D.  P.  Crowell,  North  Bend,  representing  Coos  Bay  Hos- 
pital Association,  local  organization  approved  by  Coos- 
Curry  Counties  Medical  Society. 

J.  C.  Hayes,  Medford,  representing  Southern  Oregon 
Medical  Service  Association,  local  organization  approved  by 
Jackson  County  Medical  Society. 

G.  I.  Hurley,  Eugene,  representing  Eugene  Clinic  and 
Hospital  and  Pacific  Hospital  Association,  through  Lane 
County  Medical  Society,  under  a plan  approved  by  that 
society. 

S.  H.  Sheldon,  Portland,  representing  Multnomah  Medical 
Service  Bureau,  local  organization  approved  by  Multnomah 
County  Medical  Society. 

F.  K.  Power,  Salem,  representing  the  Physicians  and 
Surgeons  Hospital  Association,  local  organization  approved 
by  Polk-Yamhill-Marion  Medical  Society. 

E.  R.  Huckleberry,  Tillamook,  representing  the  Tillamook 
Hospital  Association,  local  organization  approved  by  Tilla- 
mook County  Medical  Society. 

F.  L.  Ralston,  La  Grande,  representing  the  La  Grande 
Hospital  Association,  local  organization  approved  by  Union 
County  Medical  Society. 

The  following  members  of  the  Council  are  also  members 
of  the  Bureau  of  Medical  Economics  during  its  formative 
stage:  Guy  L.  Boyden,  Portland;  Thompson  Coberth,  The 
Dalles;  John  H.  Fitzgibbon,  Portland;  Louis  P.  Gambee, 
Portland;  R.  W.  Hemingway,  Bend;  George  E.  Henton, 
Portland ; G.  H.  Strickland,  Oregon  City. 
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STATE  BOARD  OF  HEALTH 


The  State  Department  of  Health  has  recently  installed 
the  morbidity  tabulating  system.  This  is  a mechanical 
progress  status  system,  which,  by  the  employment  of  neces- 
sary equipment,  including  electrodynamic  punching  ma- 
chines, verifier,  collator,  gang  summary  punch  and  alpha- 
betic duplicator  summary  punch,  makes  possible  such  tabu- 
lation of  data  from  clinical  records  as  will  enable  health 
authorities  to  obtain  a concise,  though  accurately  detailed 
panorama  of  results  in  the  venereal  disease  control  program. 
At  the  same  time,  it  indicates  the  directions  in  which  anti- 
venereal  disease  activities  for  the  future  can  best  be  ex- 
panded. 

The  objectives  of  this  system  are  (1)  minimization  of  the 
fallible  human  factor  inherent  in  the  statistical  evaluation 
based  on  manual  tabulation;  (2)  elimination,  to  a great 
extent,  of  the  onerous  manual  clerical  labor  required  to 
maintain  delinquent  case  and  contact-registers;  (3)  intelli- 
gent correlation  of  all  the  various  efforts  directed  to  venereal 
disease  control;  (4)  establishment  of  socioeconomically 
sound  bases  for  the  expenditure  of  available  revenue  in 
venereal  disease  control;  (S)  providing  legislators  with  in- 
formation upon  which  to  base  appropriations  for  future 
venereal  disease  control  activities. 

With  the  aid  of  Mr.  Clark,  statistician  of  the  U.  S.  P. 
H.  S.  two  Venereal  Disease  forms  have  been  drawn  up  for 
the  use  of  Health  Officers  handling  reports  on  delinquent 
case  contacts.  In  the  past  these  cases  have  been  investigated 
but  frequently  the  physician  reporting  the  case  was  not  in- 
formed of  the  disposition.  The  new  forms  assure  the  phys- 
icians of  the  state  that  all  delinquent  cases  of  syphilis  and 
gonorrhea,  and  all  case  contacts  reported  will  be  investi- 
gated. The  results  of  the  investigation  will  be  available  to 
the  reporting  physician. 


LEGAL  MEDICINE 


THE  SCHEDULE  vs.  REASONABLE  FEE 

With  the  recent  multiplication  of  schemes  by  lay  groups 
to  sell  the  services  of  physicians,  it  becomes  important  for 
physicians  to  have  a clear  understanding  of  their  rights  to 
compensation.  The  typical  schemes  provide  some  sort  of  a 
“fee  schedule,”  which  is  normally  lower  than  what  would 
be  a “reasonable  fee”  for  the  services  rendered.  Probably 
every  physician  has  had  numerous  experiences  with  agencies 
which  tell  him  he  must  accept  their  self-imposed  fee  sched- 
ules, and  the  battles  of  fee  schedule  vs.  reasonable  fee  seem 
to  be  increasing  in  warmth  and  number. 

The  principle  which  governs  the  fee  to  which  the  phys- 
ician is  entitled  is  clear.  It  is  simply  that  the  physician  is 
entitled  to  the  fee  for  which  he  contracts  to  perform  the 
services. 

But  the  application  of  the  principle  is  not  always  clear, 
mostly  because  a contract  may  be  either  express  or  implied. 
In  general,  an  express  contract  is  one  where  the  parties 
reach  an  agreement  on  the  terms,  while  an  implied  contract 
is  one  that  the  law  implies  from  various  circumstances. 
Thus,  if  a physician  contracts  with  a patient  to  do  an 
appendectomy  for  $200,  an  express  contract,  obligating  the 
patient  to  pay  $200,  results.  But  if  the  patient  comes  to  a 
physician’s  office,  the  physician  says  he  needs  a certain 
service  (we  will  say  an  appendectomy),  the  patient  con- 
sents, and  the  operation  is  performed,  the  law  implies  an 


obligation  to  pay  the  reasonable  value  of  the  services.  Rea- 
sonable value  is  subject  to  proof  in  a law  suit. 

Express  contracts  do  not  cause  physicians  difficulty 
usually,  except  collecting  the  fee  after  the  agreement  has 
been  reached.  But  where  this  problem  becomes  acute  is  in 
the  field  of  implied  contracts.  The  most  usual  complicated 
circumstances  are  in  the  field  of  industrial  medicine  or 
surgery. 

Take  a situation  where  an  employee  is  injured  while  at 
work,  and  a physician  is  called.  The  physician  arrives,  and 
finds  the  employee  lying  in  the  rest  room  or  some  other 
place.  The  owner,  manager  or  foreman  is  present.  In  Ore- 
gon, the  patient  is  usually  under  the  Workmen’s  Compen- 
sation Act,  or  some  incorporated  hospital  association  is 
obligated  to  render  medical  care  to  the  patient,  or  some 
private  insurance  company  has  a contract  with  the  em- 
ployer to  reimburse  him  for  medical  and  other  disability 
benefits. 

If  nothing  is  said  about  who  will  be  responsible  for  the 
physician’s  services,  it  may  be  that: 

1.  The  employee  is  alone  responsible,  for  a reasonable  fee, 
or 

2.  The  employer  is  responsible,  because  of  neglect  of 
some  legal  duty,  or 

3.  The  Industrial  Accident  Commission  is  responsible, 
probably  on  its  fee  schedule,  or 

4.  The  hospital  association  or  insurance  company  is 
liable,  and  their  liability  is  usually  limited  by  the  contract 
or  insurance  policy  which  they  have  agreed  to. 

After  the  patient  is  past  immediate  danger,  it  behooves 
the  physician  to  definitely  ascertain  who  is  to  be  responsible 
for  his  services.  This  becomes  especially  important,  where  a 
long  and  complicated  course  of  treatment  appears  necessary, 
involving  services  of  specialists,  special  nursing,  etc.  For  if 
the  physician  goes  ahead  on  his  own  initiative  to  employ 
such  added  services,  he  may  be  held  personally  liable  for 
the  costs. 

If  the  physican  goes  ahead  and  renders  services  without 
an  agreement  as  to  who  is  to  be  liable,  the  chances  are  that 
after  he  submits  his  bill  to  the  patient  he  will  receive  a 
letter  from  some  insurance  company  or  other  agency,  stat- 
ing that  he  will  only  be  paid  on  a certain  fee  schedule. 

Unless  the  physician  is  to  be  bound  by  some  fee  sched- 
ule, the  thing  for  him  to  do  after  the  patient  is  out  of  im- 
mediate danger  is  to  get  a definite  agreement  from  the 
patient,  the  employer,  the  insurance  adjuster  or  some  other 
responsible  party  that  the  services  be  rendered  on  the 
basis  of  a reasonable  fee  at  the  cost  of  said  responsible 
party.  This  procedure  is  only  fair  to  the  patient,  the  phys- 
ician and  others  interested.  It  will  save  much  discussion 
and  complications  later. 

And  be  sure  that  the  person  who  makes  the  agreement 
is  authorized  to  do  so.  Do  not  depend  on  an  insurance  agent 
or  other  representative,  unless  he  has  authority  to  bind  his 
company. 

Of  course,  this  discussion  is  general  in  its  application. 
Many  factors  enter  into  a decision  of  a specific  case,  and 
this  article  is  not  intended  to  cover  every  case.  For  instance, 
many  physicians  are  members  of,  or  affiliated  in  some  man- 
ner with,  a hospital  association,  and  have  agreed  to  perform 
services  on  the  basis  of  some  fee  schedule  and  have  thus 
entered  into  a special  agreement  which  may  be  broad  enough 
to  prevent  relying  on  any  other  agreement  in  a particular 
case.  The  principle  is  clear,  but  you  can  see  its  application 
is  difficult. 
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GOLDEN  JUBILEE  MEETING  WASHINGTON  STATE  MEDICAL  ASSOCIATION,  SPOKANE, 

AUGUST  28-30 


WASHINGTON  STATE  MEDICAL  ASSOCIATION 
Fiftieth  Annual  Meeting,  Spokane,  Washington 
August  28-30,  1939 


HARRY  E.  RHODEHAMEL,  President 


PRESIDENT’S  MESSAGE 


GOLDEN  JUBILEE,  1889-1939 

Spokane,  Wash.,  July  25,  1939. 

The  stage  is  set  for  a glance  backward  at  a half-century 
of  northwest  medical  progress,  a reckoning  of  the  present 
status  of  an  honorable  profession  and  a new  girding  of  our 
loins  to  intelligently  and  unitedly  face  the  problems  of  the 
future.  The  time,  August  28-30;  the  place,  Spokane;  the 
scene,  Davenport  Hotel;  an  “All  Star  Cast”  with  intermis- 
sion features,  reservations  going  fast;  S.R.O.  sign  in  pros- 
pect. 

The  Fiftieth  Annual  Meeting  of  Washington  State  Medi- 
cal Association  is  just  around  the  corner  with  the  prospect 
of  the  largest  attendance  in  its  history.  The  Washington 
State  Medical  Association  and  the  Spokane  doctors  are 
celebrating  Golden  Jubilee  events.  One  session  of  the  medi- 
cal convention  will  honor  and  pay  tribute  to  the  pioneer 
doctors  who  laid  the  foundation  for  medical  practice  and  the 
high  health  standards  now  existing  in  this  state.  Governor 


Clarence  D.  Martin  and  other  guests  from  the  northwest 
states  have  been  invited  to  speak  on  this  occasion.  A num- 
ber of  the  doctors  who  were  practicing  medicine  in  Wash- 
ington fifty  years  ago  will  be  present. 

The  discussion  of  economic  and  scientific  subjects,  as  pre- 
sented by  capable  speakers  on  the  program,  will  give  each 
doctor  attending  something  of  particular  value  to  take 
home  to  his  county  society.  The  scientific  program  includes 
such  speakers  of  note  as  David  P.  Barr,  Professor  of  Medi- 
cine; Alexis  F.  Hartmann,  Professor  of  Pediatrics;  Sher- 
wood Moore,  Professor  of  Radiology ; Otto  H.  Schwarz, 
Professor  of  Obstetrics  and  Gynecology;  Nathan  Womack, 
Associate  Professor  of  Surgery,  all  from  Washington  Uni- 
versity School  of  Medicine,  St.  Louis.  The  official  speaker 
on  the  economic  program  will  be  Olin  West,  Secretary  and 
Manager  of  American  Medical  Association. 

The  sixteen  scientific  subjects  to  be  presented  by  our 
guest  speakers  (listed  elsewhere  in  this  issue  of  Northwest 
Medicine)  will  cover  many  of  the  latest  results  of  scientific 
research  and  practical  application  in  medical  practice.  In 
addition  to  this  valuable  postgraduate  medical  education 
the  official  representative  of  the  American  Medical  Asso- 
ciation, Olin  West,  is  coming  from  our  national  headquar- 
ters to  give  us  firsthand  facts  regarding  the  problems  now 
confronting  the  medical  profession.  These  basic  questions 
are  of  the  greatest  interest  and  importance  to  all  doctors 
practicing  in  our  state. 

It  is  imperative  that  the  president  of  each  county  so- 
ciety sees  to  it  that  his  full  quota  of  delegates  and  alter- 
nates attend  the  meetings  of  the  House  of  Delegates.  Vital 
questions  will  be  presented  for  discussion  and  action.  The 
decisions  made  by  the  House  of  Delegates  will  naturally 
affect  the  doctors  in  every  community  and,  unless  repre- 
sentatives from  all  parts  of  the  state  are  present  to  advise 
and  counsel,  some  of  those  not  attending  may  not  fully 
understand  why  such  action  was  taken. 

To  those  who  are  not  delegates  we  offer  one  of  the  most 
outstanding  scientific  programs  ever  presented  at  an  annual 
meeting,  interesting  business  sessions,  good  fellowship  and 
social  entertainment.  We  urge  you  to  be  present  at  the 
convention.  No  doctor  can  afford,  in  these  times  particularly 
to  miss  this  opportunity  to  obtain  the  latest  knowledge  that 
is  essential  to  his  progress  and  the  development  of  unanim- 
ity of  thought  and  action  for  the  advancement  of  organized 
medicine. 

The  Commercial  and  Scientific  Exhibits  will  be  greater  in 
number  than  ever  before.  More  space  has  been  applied  for 
than  is  available.  This  situation  proves  that  commercial  in- 
dustries recognize  the  importance  of  our  convention. 

Bring  your  wife  with  you,  whether  she  is  a member  of 
the  Woman’s  Auxiliary  or  not;  she  will  enjoy  their  con- 
vention sessions  and  social  activities.  An  early  reservation 
will  assure  you  the  accommodations  you  desire. 

H.  E.  Rhodehamel, 

President,  Washington  State  Medical  Association. 
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AERIAL  VIEW  OF  SPOKANE  — Arrow  Indicates  Davenport  Hotel 


GENERAL  INFORMATION 

SPOKANE,  CONVENTION  CITY 

Spokane,  the  metropolis  of  eastern  Washington  in  the 
heart  of  the  Inland  Empire,  occupies  a prominent  position 
as  a cultural  and  industrial  center.  Several  hundred  manu- 
facturing concerns  operate  within  its  limits.  It  is  also  the 
home  of  four  universities  and  colleges,  and  the  eastern  div- 
ision of  the  Washington  State  Museum. 

A network  of  fine  highways  makes  Spokane  the  natural 
gateway  to  an  outdoor  paradise.  In  every  direction  a myriad 
of  luring  lake  resorts,  with  accommodations  to  suit  every 
taste,  offers  the  ever  popular  recreations,  fishing,  boating 
and  swimming.  Notable  among  these  lakes  are  Hauser, 
Twin,  Spirit,  Fernan  and  Coeur  d’Alene.  From  Mount 
Spokane,  approximately  thirty-five  miles  north,  one  may 
enjoy  a beautiful  panorama  of  glistening  lakes,  winding 
rivers  and  distant  blue  mountain  ranges.  A good  road  leads 
to  the  summit. 

A few  miles  south  of  the  city  is  Fort  George  Wright, 
the  headquarters  of  the  Fourth  U.  S.  Infantry,  and  the 
model  CCC  camp  grounds.  Seven  miles  north  lies  the  in- 
teresting Deep  Creek  Canyon,  a remnant  of  the  glacial  age, 
enclosing  sharp  rocks,  deep  caves  and  fossil  beds.  These  and 
other  nearby  attractions  make  Spokane  an  ideal  location 
for  a convention,  and  will  make  your  stay  there  one  of 
pleasure  as  well  as  profit. 

If  it  is  golf  you  are  after,  the  greens  and  fairways  of  the 
Spokane  Country  Club,  the  Manito  Club  and  the  Municipal 
course  of  Down  River  Park  and  Indian  Canyon  will  be  in 
the  best  of  condition.  You  will  be  sure  of  getting  some 
good  golf  during  the  convention  besides  having  the  pleasure 


DAVENPORT  HOTEL,  SPOKANE 


and  fellowship  of  playing  with  and  meeting  friends  in  the 
profession. 

HEADQUARTERS 

Headquarters  for  the  meeting  will  be  the  Davenport 
Hotel,  which  has  been  described  accurately  as  “One  of 
America’s  Exceptional  Hotels.”  All  activities,  including  the 
scientific  sessions,  the  meetings  of  the  House  of  Delegates, 
the  scientific  and  technical  exhibits,  and  the  meetings  of 
the  Woman’s  Auxiliary,  will  be  housed  in  the  hotel. 

HOTEL  RESERVATIONS 

If  you  have  not  already  done  so,  your  hotel  reservations 
should  be  made  at  once.  Requests  for  reservations  should 
be  sent  to  Dr.  R.  G.  Boyd,  865  Paulsen  Medical  & Dental 
Building,  Spokane.  Average  tariffs  are  as  follows: 

Room,  single,  from  $1.50.  Double,  from  $2.50. 

Room  and  bath,  single,  from  $2.50.  Double,  from  $3.50. 

Connecting  rooms  with  bath,  $10.00,  $12.00,  $14.00. 

Suites,  $5.00  to  $15.00. 
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ENTERTAINMENT  AND  SPECIAL  EVENTS 

Washington  State  Medical  Golf  Association  Annual  Meet- 
ing, Sunday,  August  27,  Monday,  August  28. 

Annual  Golf  Banquet,  Monday  evening. 

Washington  State  Medical  Bureau  Annual  Session,  Tues- 
day noon. 

Golden  Jubilee  Program,  Tuesday  afternoon. 

Annual  Dinner  Dance,  Tuesday  evening. 

Public  Health  League,  Public  Relations  and  Legislative 
Committees’  Luncheon,  Wednesday  noon. 

Golden  Jubilee  Banquet,  Wednesday  evening. 


PROGRAM 

Announcement  of  guest  speakers  from  Washington  Uni- 
versity School  of  Medicine,  St.  Louis,  Missouri,  and  topics 
of  their  addresses  are  given  below.  The  official  program  is 
being  sent  through  the  mail  to  each  member  of  the  Asso- 
ciation. 

David  P.  Barr 

Professor  of  Medicine,  Washington  University 

1.  “Vitamin  Therapy,”  fifty  minutes. 

Abstract:  Discussion  of  more  recent  advances  in  knowl- 
edge of  accessory  dietary  factors  and  their  application  to 
clinical  problems.  Questions  of  preparation,  dosage,  indica- 
tions and  contraindications  will  be  considered. 

2.  “Treatment  of  Lobar  Pneumonia,”  fifty  minutes. 
Abstract:  Discussion  of  management  of  lobar  pneumonia 

with  special  emphasis  on  present  status  of  serum  and 
chemotherapy. 

Alexis  F.  Hartmann 

Professor  of  Pediatrics,  Washington  University 

1.  “Present  Status  of  Chemotherapy  With  Sulfanilamide 
and  Sulfapyridine,”  twenty-five  minutes. 

Abstract:  Comparison  made  between  effects  of  sulfan- 
ilamide and  sulfapyridine  in  similar  infections,  chiefly  with 
the  question  in  mind  as  to  how  completely  sulfapyridine 
may  replace  sulfanilamide.  Discussion  includes  therapeutic 
results,  absorption,  excretion  and  toxicity. 

2.  “Some  Aspects  of  Parenteral  Fluid  Therapy,”  twenty- 
five  minutes. 

Abstract:  Review  of  more  important  conditions  for 
which  fluid  administration  is  indicated,  with  emphasis  on 
proper  selection,  dosage  and  method  of  administration  of 
(1)  one-sixth  molar  sodium  r-lactate;  (2)  Ringer’s  solu- 
tion; (3)  lactate-Ringer’s  solution  (original  “Hartmann’s” 
and  “fortified”)  and  (4)  dextrose.  Mention  made  of 
recent  development  of  amino  acid  and  plasma  preparations. 

3.  “Some  Aspects  of  Infant  Feeding,”  twenty-five  minutes. 
Abstract:  With  Marriott’s  “Four  Essentials  of  An  Ade- 
quate Infant  Diet”  as  a guide,  feeding  with  fresh  or 
evaporated,  sweet  or  acid  milk  formulae  discussed. 

4.  “Hypoglycemia  in  Infants  and  Children,”  twenty-five 
minutes. 

Abstract:  Outline  of  various  ways  in  which  hypoglycemic 
state  may  be  produced,  and  observations  on  normal  newly 
bom  infants,  those  born  of  diabetic  mothers,  and  those 
with  intracranial  or  adrenal  hemorrhage,  together  with  ob- 
servations on  the  group  of  children  with  severe  recurrent 
attacks  of  hypoglycemia. 

Sherwood  Moore 

Professor  of  Radiology,  Washington  University 

1.  “Appraisal  of  Cholecystography  Over  Fifteen -Year 
Period,”  fifty  minutes. 

Abstract:  Historical  development  of  cholecystography. 
Discussion  of  relative  values  of  several  criteria  for  patho- 
logic gallbladder.  Relative  merits  of  intravenous  and  oral 
cholecystography.  Discussion  of  methods.  Diagnostic  ac- 
curacy of  cholecystography  as  measured  by  89S  cholecy- 
stectomies. 
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2.  “Irradiation  Treatment  of  Surface  Malignancies,”  twenty- 
five  minutes. 

Abstract:  History  of  irradiation  treatment  of  surface 
malignancies.  Different  modifications  which  have  been  de- 
veloped. Rationale  of  irradiation  therapy.  Application  of 
method  of  surface  treatment  to  deepseated  lesions  by  sur- 
gical means.  Comparison  of  high  and  low  voltage  irradia- 
tion in  treatment  of  surface  lesions.  Present  trends  in  treat- 
ment of  malignancies. 

3.  “Hyperostoses  of  Skull  and  Associated  Symptom-Com- 
plex,” twenty-five  minutes. 

Abstract:  Historical  note  on  internal  hyperostoses  of 
skull.  Description  of  radiographic  appearance  of  four  types 
of  skull  change  noted.  Discussion  of  incidence,  predisposing 
causes,  morbid  anatomy  and  pathogenic  theories.  Clinical 
picture  and  discussion  of  symptoms.  Diagnosis,  differential 
diagnosis  and  prognosis  in  these  cases  with  suggestions  for 
treatment. 

Nathan  A.  Womack 

Associate  Professor  of  Surgery,  Washington  University 

1.  “Indications  for  and  Prognosis  in  Cholecystectomy  for 
Cholecystitis,”  fifty  minutes. 

Abstract:  Common  symptoms  of  chronic  cholecystitis 
reviewed.  Physiology  of  biliary  tract  discussed  and  studies 
presented  to  demonstrate  how  pathologic  changes  in  gall- 
bladder wall  and  bile  ducts  alter  normal  function.  Me- 
chanism of  production  of  these  symptoms  discussed.  Ra- 
tionale of  cholecystectomy  considered  in  light  of  pathologic 
findings  and  compared  with  statistical  evidence. 

2.  “Newer  Aspects  of  the  Nature  of  Cancer,”  fifty  minutes. 
Abstract:  Because  of  lack  of  experimental  animal,  con- 
trolled observations  were  difficult  in  study  of  cancer  until 
recently.  Observations  now  made  more  accurately  with 
factors  influencing  tumor  growth  studied  in  light  of  general 
biologic  principles.  Effect  of  recent  studies  in  genetics,  bio- 
chemistry, organic  chemistry,  experimental  embryology, 
virus  diseases  and  radiation  considered  in  relation  to  cancer 
problem. 

Otto  H.  Schwarz 

Professor  of  Obstretics  and  Gynecology,  Wash.  University 

1.  “Puerperal  Infection,”  twenty-five  minutes. 

Abstract:  Recent  statistical  studies  have  shown  maternal 
mortality  in  this  country  is  still  very  high,  and  puerperal 
infection  is  named  as  greatest  offender.  Puerperal  infection 
deals  with  two  distinct  problems,  avoiding  infections  from 
without  as  well  as  those  from  within.  Experiences  with 
puerperal  infection  from  1924  to  present  date  presented. 
Importance  and  problems  of  anaerobic  infection  discussed 
in  detail. 

2.  “Breech  Presentations,”  twenty-five  minutes. 

Abstract:  Articles  dealing  with  management  of  breech 

presentations  during  past  ten  years  have  shown  that  fetal 
mortality  is  exceedingly  high.  Studies  at  St.  Louis  Matern- 
ity Hospital  developed  technic  now  in  use.  Analysis  of 
results  since  1927  presented  and  discussed. 

3.  “Late  Toxemias  of  Pregnancy,”  twenty-five  minutes. 
Abstract:  During  past  twenty  years  has  been  steady 

tendency  to  manage  fulminating  cases  of  late  toxemias  in 
pregnancy  in  conservative  manner.  Conservative  method 
developed  at  St.  Louis  Maternity  Hospital,  modification  of 
the  Rotunda  treatment  at  Dublin  described.  Experiences 
with  late  toxemias  of  pregnancv  reviewed. 

4.  “Cesarean  Section,”  twenty-five  minutes. 

Abstract:  Approximately  2500  Cesarean  sections  per- 
formed annually  in  United  States.  Mortality  rate  approxi- 
mates 10  per  cent.  Character  of  healing  of  cesarean  in- 
cision in  various  locations  discussed.  Experiences  with  ces- 
arean section  for  last  twelve  years  presented.  Indications 
discussed  and  type  of  operation  most  suitable  for  given  case 
described. 

Oltn  West 

Secretary  and  Manager,  American  Medical  Association 
1.  The  A.M.A.,  “Its  Organization  and  Purposes.” 
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SCIENTIFIC  EXHIBITS 

A.  O.  Adams  and  N.  R.  Brown,  Spokane. 

Treatment  of  Fractures  of  the  Femur. 

Roger  Anderson,  Seattle. 

Nailing  of  Fractured  Hips;  A Simplified  Technic. 

Melvin  Aspray  and  Asa  E.  Seeds,  Spokane. 

Recent  Developments  in  Radiography. 

Joel  W.  Baker,  The  Mason  Clinic,  Seattle. 

Tumors  of  the  Colon  and  Rectum. 

George  D.  Capaccio,  The  Mason  Clinic,  Seattle. 

Treatment  of  Diabetic  Coma. 

Department  of  Health,  State  of  Washington. 

Work  of  the  State  Department,  Emphasizing  Communic- 
able Disease  Control  and  the  Relationship  of  State 
Department  to  Local  Health  Departments  and  to  the 
Private  Physicians. 

J.  C.  Hathaway  and  R.  L.  Howard,  Spokane. 

Allergic  Dermatoses. 

Cassius  H.  Hofrichter,  Seattle. 

Diseases  of  the  Liver  and  Bile  Ducts. 

W.  Ray  Jones,  King  County  Hospital  Venereal  Disease 
Clinics,  Seattle. 

Genital  Sores,  Differential  Diagnosis. 

R.  L.  King,  The  Mason  Clinic,  Seattle. 

Congestive  Heart  Failure;  Special  Clinical  Studies. 

Chas.  P.  Larson,  Western  State  Hospital,  Fort  Steilacoom. 
Intracranial  Tumors  in  Mental  Hospital  Patients;  In- 
cidence and  Types. 

Harry  P.  Lee,  Spokane. 

Urologic  Surgery. 

J.  W.  Lynch,  Melvin  Aspray  and  Asa  E.  Seeds,  Spokane. 
X-Ray  Demonstrations  of  Neurosurgical  Conditions. 

Lester  J.  Palmer,  The  Mason  Clinic,  Seattle. 

The  Story  of  Diabetes;  Diabetic  Statistics;  Diabetic  Sum- 
mer Camp. 

Philipp  Schonwald  and  Carl  P.  Wagoner,  Seattle. 

Allergenic  Molds  in  the  Pacific  Northwest. 

Evelyn  Sczuck,  Seattle. 

Eight  Ways  of  Preserving  Pertinent  Information  on  Your 
Interesting  Cases. 

Seattle  Orthopedic  and  Fracture  Clinic:  John  F.  LeCocq, 
Edward  LeCocq,  Darrell  V.  Leavitt  and  Harry  L. 
Leavitt,  Seattle. 

Treatment  of  Various  Orthopedic  Conditions. 

K.  K.  Sherwood,  King  County  Hospital,  Seattle. 

Pathology  and  Symptomatology  of  Chronic  Arthritis. 

J.  E.  Stroh,  Seattle. 

Allergy  Display. 


TECHNICAL  EXHIBITS 
Aetna  Casualty  and  Surety  Co.,  Seattle-Spokane. 

Biddle  & Crowther  Inc.,  Seattle. 

Cameron  Surgical  Specialty  Co.,  Chicago,  111. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 

The  Coca-Cola  Company,  Atlanta,  Ga. 

Cutter  Laboratories,  Berkeley,  Cal. 

Duke  Laboratories,  Inc.,  Long  Island  City,  N.  Y. 

H.  G.  Fischer  & Company,  Seattle-Spokane. 

C.  B.  Fleet  Co.,  Inc.,  Lynchburg,  Va. 

General  Electric  X-Ray  Corp.,  Seattle-Spokane. 

The  Harrower  Laboratory,  Inc.,  Glendale,  Cal. 

Hart  and  Dilatush  Inc.,  Spokane. 

Hoag  X-Ray  Company,  Spokane. 

Holland-Rantos  Company,  Inc.,  New  York,  Chicago,  Los 
Angeles. 

Lederle  Laboratories  Inc.,  New  York  City. 

Eli  Lilly  & Company,  Indianapolis,  Ind. 

Mead  Johnson  & Co.,  Evansville,  Ind. 

The  Wm.  S.  Merrell  Company,  Cincinnati,  Ohio. 

Morning  Milk  Company,  Salt  Lake  City,  Utah. 

National  Bio-Chemical  Company,  Los  Angeles,  Cal. 
Petrolagar  Laboratories,  Inc.,  Chicago. 

Philip  Morris  & Co.  Ltd.  Inc.,  New  York  City. 

Physicians  and  Surgeons  Supply  Company,  Spokane. 
Riessen’s  Surgical  Appliances,  Spokane. 

Sandoz  Chemical  Works,  Inc.,  San  Francisco,  Cal. 


Sharp  & Dohme,  Philadelphia,  Pa. 

Shaw  Supply  Co.  Inc.,  Seattle-Tacoma. 

The  Spokane  Surgical  Supply  Co.,  Spokane. 

E.  R.  Squibb  & Sons,  New  York  City. 
Standard  X-Ray  Sales  Co.,  Seattle. 

John  Wyeth  & Brother,  Inc.,  Philadelphia,  Pa. 
Whitlock’s  Prescription  Pharmacy,  Spokane. 


WOMAN’S  AUXILIARY 


Eighth  Annual  Meeting  of  Women’s  Auxiliary  To 
Washington  State  Medical  Association, 
Spokane,  Washington 
Headquarters:  Davenport  Hotel. 

Meetings:  Isabella  Room,  Davenport  Hotel 
The  eighth  annual  meeting  of  Woman’s  Auxiliary  to 
Washington  State  Medical  Association  will  be  held  in  con- 
junction with  the  Golden  Jubilee  in  Spokane  August  28-30. 
Every  effort  has  been  made  to  make  this  meeting  unusual 
and  most  interesting.  Excellent  speakers  have  been  ob- 
tained and,  with  entertainment  features  provided  of  golf, 
city  drive,  luncheons,  buffet  supper,  dinner  dance  and  the 
Golden  Jubilee  Banquet,  a full  program  is  assured. 

Every  doctor’s  wife  whether  or  not  a member  of  the 
Woman’s  Auxiliary  is  cordially  invited  and  urged  to  register 
and  attend  all  business  sessions  and  social  functions. 

Mrs.  Richard  E.  Ahlquist,  President 
Woman’s  Auxiliary  to  Washington  State  Medical  Association 


PROGRAM 
Sunday,  August  27 

Registration  4:00  p.m.  to  8:00  p.m.,  Davenport  Hotel 
Registration  fee  $1. 

Tickets  for  golf  and  luncheons  may  be  purchased  at  the 
registration  desk. 


Monday,  August  28 
8:00  a.m.  to  5:00  p.m.  Registration. 

8:45  a.m.  Golf  Tournament,  Manito  Golf  Course.  Send 
entry  handicap  to  Mrs.  Arthur  Betts,  1924  Rockwood 
Blvd.,  Spokane. 

11:45  a.m.  State  President’s  No-Host  Breakfast,  Davenport 
Hotel. 

1:15  p.m.  Luncheon  for  golfers  and  vistors,  Manito  Golf 
Club. 

2:45  p.m.  Preconvention  Board  Meeting,  Davenport  Hotel. 
6:00  p.m.  Buffet  Supper  and  Bridge.  Presentation  of  Golf 
Trophies. 

Home  of  Mrs.  Charles  R.  Mowery,  East  2206  17th  Ave. 
Guests  of  Spokane  County  Auxiliary. 


Tuesday,  August  29 

9:30  a.m.  General  Meeting,  Mrs.  R.  E.  Ahlquist,  President, 
presiding. 


Parliamentarian Mrs.  R.  E.  Mosiman,  Seattle 

Greetings Mrs.  H.  E.  Rhodehamel,  Spokane 

Response Mrs.  George  Le  Compte,  Shelton 


Presentation  of  Guests: 

Dr.  H.  E.  Rhodehamel,  President  Washington  State 
Medical  Association. 

Dr.  W.  B.  Penney,  President-Elect,  Washington  State 
Medical  Association. 

Dr.  C.  W.  Knudson,  President  Public  Health  League 
of  Washington. 

Mr.  J.  M.  Geoffroy,  Executive  Secretary  of  Washing- 
ton State  Medical  Association. 

Message  from  American  Medical  Association, 

Dr.  Olin  West,  Chicago. 
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Roll  Call  of  Delegates. 

Reading  of  Minutes,  Mrs.  H.  S.  Wilson. 

Reports: 

President Mrs.  Richard  E.  Ahlquist 

Recording  Secretary Mrs.  H.  E.  Wilson 

Treasurer Mrs.  C.  B.  Jones 

Auditing  Committee Mrs.  Ralph  E.  Clark 

Corresponding  Secretary Mrs.  Milo  Harris 

Chairmen  of  Standing  Committees: 

Organization Mrs.  H.  J.  Whitacre 

Program Mrs.  Delmar  F.  Bice 

Public  Relations.... Dr.  Phyl'.is  Leibly 

Cancer  Education Mrs.  Emmett  L.  Calhoun 

Hygeia Mrs.  J.  Arnason  Johnson 

Legislative Mrs.  H.  E.  Rhodehamel 

Press  and  Publicity Mrs.  S.  H.  Tashian 

Historian Mrs.  David  J.  Lawson 

Exhibits Mrs.  R.  L.  Howard 

Archives Mrs.  G.  E.  Hoxsey 

Revisions „...Mrs.  Luman  S.  Roach 

Report  of  Nominating  Committee.. ..Mrs.  R.  E.  Mosiman 
Election  of  Officers. 


12:30  p.m.  Leave  Davenport  Hotel. 

1:00  p.m.  Luncheon  at  the  Spokane  Country  Club. 
Reports  of  Delegates  to  National  Convention: 

Mrs.  L.  S.  Roach 
Mrs.  R.  E.  Mosiman. 

4:00  p.m.  Golden  Jubilee  Meeting.  Guests  of  Washington 
State  Medical  Association. 

7:00  p.m.  Dinner  Dance. 


Wednesday,  August  30 

9:30  a.m.  General  Meeting  continued. 

Minutes  of  Previous  Meeting,  Mrs.  H.  S.  Wilson. 

Prophylaxis  Against  Contagious  and  Infectious  Diseases, 
Alexis  Frank  Hartmann,  St.  Louis. 

Recommendations  of  Vice-President  and  reports  of 
County  Presidents. 

First  Vice-President,  Mrs.  H.  A.  Mount,  introducing  Mrs. 
E.  R Northrop,  Spokane  County;  Mrs.  V.  G.  Back- 
man,  Walla  Walla  County. 

Second  Vice-President,  Mrs.  L.  E.  Hockett,  introducing 
Mrs.  J.  B.  Blair,  Clark  County;  Mrs.  L.  S.  Roach, 
Cowlitz  County. 

Third  Vice-President,  Mrs.  M.  P.  Graham,  introducing 
Mrs.  Arvid  E.  Anderson,  Grays  Harbor  County ; Mrs. 
George  Le  Compte,  Thurston-Mason  Counties. 

Fourth  Vice-President,  Mrs.  E.  L.  Brinson,  introducing 
Mrs.  Austin  Shaw,  Skagit  County;  Mrs.  C.  B.  Jones, 
Snohomish  County ; Mrs.  Lyle  A.  Greenwood,  What- 
com County. 

Fifth  Vice-President,  Mrs.  John  F.  Steele,  introducing 
Mrs.  James  H.  Berge,  King  County;  Mrs.  T.  C.  Bald- 
win, Kitsap  County;  Mrs.  W.  J.  Gullikson,  Pierce 
County. 

Sixth  Vice-President,  Mrs.  G.  E.  Marcy,  introducing  Mrs. 
Earl  Sawyer,  Chelan  County;  Mrs.  W.  L.  Ross,  Yakima 
County. 

Final  Report  of  Registration,  Mrs.  Max  S.  Wright. 

Report  of  General  Chairman,  Mrs.  E.  R.  Northrop. 

Report  of  Resolutions  Committee,  Mrs.  George  Hoxsey. 

11:30  a.m.  to  12:30  p.m.  Round  Table  Discussions. 

State  Chairmen  and  their  respective  County  Chairmen. 

1:00  p.m.  Annual  Auxiliary  Luncheon,  Davenport  Hotel. 

Installation  of  Officers. 

3:00p.m.  Post  Convention  Board  Meeting.  Davenport 
Hotel,  Isabella  Room. 

7:00p.m.  Golden  Jubilee  Banquet. 


MEDICAL  NOTES 


County  Must  Pay  Insane  Care.  Decision  of  Washing- 
ton State  Supreme  Court,  June  28,  makes  it  necessary  for 
Thurston  County  to  pay  the  State  of  Washington  $34,096 
for  care  of  persons  committed  to  Western  State  Hospital 
at  Steilacoom.  The  Court  upheld  constitutionality  of  the 
law  which  states  that  the  hospital  superintendent  shall  have 
responsibility  of  classifying  patients  as  to  violent  or  non- 
violent insanity.  Care  for  violent  insane  is  provided  by  the 
state,  but  the  county  must  care  for  those  of  its  citizens  who 
are  classified  as  nonviolent. 

Whitman  County  Analyzes  Medical  Cost.  Whitman 
County  advisory  committee  recently  published  the  follow- 
ing anaylsis  of  total  relief  costs  as  compared  to  medical 
cost.  Unfortunately  the  amount  paid  to  physicians  is  not 
mentioned. 

1.  Total  Relief  2.  Medical  Cost 


Year  Per  Cent 

1927  $ 47,519.11  $ 9,872.98  20.8 

1930  66,818.41  8,689.75  13.0 

1934  159,466.92  19,190.25  12.0 

1935  136,671.39  27,582.17  20.2 

1936  172,958.75  36,070.53  20.9 

1937  212,928.51  22,937.31  10.8 

1938  188,552.58  19,528.36  10.4 


1.  This  term  includes  the  entire  relief,  public  health,  and 
medical  program,  county,  state  and  federal. 

2.  This  term  includes  the  following:  medical  aid,  hospi- 
talization, drugs,  nursing  sick,  tuberculosis  hospitalization, 
care  of  insane,  drugs  and  medical  aid  for  county  farm,  and 
county  hospital  cost  in  1938. 

Hospital  Modernized.  Hoquiam  General  Hospital  has 
recently  undergone  complete  modernization.  New  carpet- 
ing, new  types  of  painting  and  sound  proofing  have  elim- 
inated much  unnecessary  noise.  A new  ventilation  system 
has  been  installed  and  much  new  equipment  added. 

Camp  For  Diabetic  Children.  Camp  Banting,  a sum- 
mer camp  for  diabetic  boys,  will  be  operated  this  year 
August  6-20.  It  is  associated  with  the  Boy  Scout  Camp 
Meany  on  Hood  Canal,  but  operated  especia'ly  for  diabetic 
boys.  In  association  with  Camp  Sealth  on  Vashion  Island, 
diabetic  girls  will  be  taken  care  of  at  Priscilla  White  Camp. 

Public  Health  Items.  A.  L.  Perry  who  has  been  acting 
as  county  hospital  intern  and  extern  for  Cowlitz  County 
has  resigned.  Several  physicians,  including  A.  F.  V.  Davis  of 
Kelso,  have  applied  to  the  commissioners  for  appointment 
to  the  position  of  county  physician.  N.  E.  Magnussen  has 
been  reappointed  as  health  officer  for  Pierce  County,  and 
Wallace  D.  Hunt  has  been  reappointed  to  the  post  in  King 
County.  County  commissioners  of  Skagit  County  have 
ruled  that  R.  W.  Kite,  county  physician,  may  take  care 
of  inmates  of  the  county  jail.  John  Porter  who  recently 
completed  his  internship  at  Providence  Hospital,  Seattle, 
has  assumed  the  position  of  county  health  officer  for  Kit- 
sap County.  He  replaces  T.  C.  Baldwin,  on  a temporary 
basis. 

Tuberculosis  Association  Honors  Nelson.  John  E. 
Nelson  of  Seattle  was  named  a member  of  the  Board  of 
Directors  of  the  National  Tuberculosis  Association  at  the 
recent  meeting  in  Boston. 
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Locations.  Gordon  N.  Janes  has  moved  from  Bainbridge 
Island  to  Bremerton.  James  E.  Potter  has  retired  from  the 
Navy  and  will  practice  in  Bremerton.  L.  J.  Bland  has 
opened  an  office  in  Wapato.  Robert  Sandilands  has  recently 
completed  his  internship  at  King  County  Hospital  and  has 
opened  an  office  in  LaConner.  J.  Harold  Brown  has  located 
at  Cle  Elum,  where  he  will  assume  the  practice  of  W.  E. 
Keehl  who  has  retired.  John  J.  Black  of  Spokane  and 
W.  S.  Cole  of  Virginia  have  joined  the  Taylor  Richardson 
clinic  at  Ellensburg.  George  Emory,  formerly  associated 
with  the  Portland  Sanatorium,  has  opened  an  office  in 
Castle  Rock.  William  E.  Butts  who  recently  completed  in- 
ternship in  the  University  of  Iowa  located  in  Spokane  for 
practice.  J.  F.  Fatheree  of  Rochester,  Minnesota,  has  as- 
sumed position  as  medical  director  of  the  McKay  Memorial 
Hospital  at  Soap  Lake.  L.  J.  Coberly,  formerly  of  Toledo, 
has  moved  to  Neppel. 

Weddings.  Hunter  J.  MacKay  and  Miss  Leola  Trotter, 
both  of  Seattle,  were  married  in  that  city  June  24.  Joseph 
I.  Codd  and  Miss  Peggy  Donahoe  were  married  in  Spokane 
June  14.  Charles  E.  Kemp  of  Tacoma  and  Miss  Miriam 
Taylor  of  Walla  Walla  were  married  at  Tacoma  June  21. 
M.  Couperus  of  Chehalis  and  Miss  Florence  Schmidt  of 
Dickinson,  North  Dakota,  were  married  in  the  latter  city 
July  19.  Herman  Schoffman  of  Seattle,  and  Dr.  Lily  Led- 
erer  of  Vienna,  Austria,,  were  married  in  Seattle  June  22. 


OBITUARIES 


Dr.  Josiah  Shaftsbury  Davies,  of  Tacoma,  Wash.,  died 
July  11,  aged  60.  He  had  been  in  ill  health  for  several 
years.  He  was  born  in  Wales  but  had  been  a resident  of 
the  United  States  since  1880.  He  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  at  Omaha  in  1903. 
He  helped  organize  a clinic  at  St.  Helens,  Oregon,  and  then, 
after  postgraduate  work  in  Europe,  located  in  Tacoma, 
where  he  practiced  for  fourteen  years.  During  the  World 
War  he  served  with  the  army  medical  corps  in  France  as 
captain.  He  retired  from  active  practice  about  ten  years 
ago. 

Dr.  Charles  Floyd  Stafford,  of  Cle  Elum,  Wash.,  died 
of  staphylococcic  septicemia  July  6,  aged  52.  He  was  born 
in  Cle  Elum  July  6,  1887,  and  grew  up  with  the  city.  He 
received  his  medical  education  at  Northwestern  University 
Medical  School,  Chicago,  where  he  graduated  in  1913.  He 
had  practiced  in  Cle  Elum  for  more  than  twenty-five  years 
and  had  served  a number  of  times  as  city  and  county 
health  officer. 

Dr.  Ruben  N.  Mayfield  of  Seattle,  Wash.,  died  June  17, 
aged  80.  He  was  born  in  Indiana  and  had  been  a resident 
of  Seattle  for  twenty-one  years.  He  graduated  from  the 
Long  Island  College  of  Medicine,  Brooklyn,  New  York,  in 
1880  and  also  received  a degree  from  Rush  Medical  College, 
University  of  Chicago  in  1883. 


A.  M.  A.  INDICTMENT  QUASHED ! 

Justice  James  M.  Proctor,  upholding  a defense  demurrer 
to  indictments,  ruled  on  July  26  that  the  American  Medical 
Association  and  its  fellow  defendants  were  not  engaged  in 
a trade  as  defined  by  the  antimonopoly  statutes.  Counsel 
for  the  doctors  had  contended  their  activities  could  not  be 
governed  by  the  Antitrust  Law,  that  they  were  engaged  in 
a “learned  profession”  rather  than  a trade.  On  December 
20,  1938,  a District  of  Columbia  Grand  Jury,  acting  on 
evidence  presented  by  the  Justice  Department,  indicted  the 
American  Medical  Association,  the  Medical  Society  of  the 
District  of  Columbia,  the  Washington  Academy  of  Surgery, 
the  Harris  County  (Texas)  Medical  Society  and  twenty-one 
individual  physicians  for  violation  of  the  Sherman  Anti- 
trust Law.  These  organizations  and  individuals,  the  indict- 
ment read,  were  “engaged  in  a continuing  combination  in 
conspiracy  in  restraint”  of  trade  in  hampering  the  activities 
of  Group  Health  Association,  Inc.,  for  the  District  of  Co- 
lumbia, an  organization  established  in  1937  to  hire  phys- 
icians and  nurses  and  provide  hospital  care  on  a coopera- 
tive basis  to  government  employees.  Defense  attorneys  had 
contended  that  all  their  clients’  activities  were  directed 
solely  at  the  maintenance  of  the  ethics  and  standards  of 
the  profession. 

At  the  headquarters  of  the  Association,  officials,  including 
Dr.  Olin  West,  Secretary,  and  Dr.  Morris  Fishbein,  Editor, 
said: 

“The  principles  and  policies  of  the  American  Medical 
Association  do  not  forbid  nor  have  they  ever  contemplated 
any  opposition  to  a well  considered  expanded  program  of 
medical  service,  when  the  need  can  be  established;  neither 
is  there  any  fundamental  principle  or  policy  which  in  any 
manner  opposes  aid  to  the  indigent  when  indigence  can  be 
established. 

“The  American  Medical  Association  has  always  wel- 
comed investigation  by  any  authorized  agency  of  the  nature 
of  its  organization  or  of  the  conduct  of  its  work  or  of  its 
activities,  firmlv  reliant  in  the  belief  that  every  action 
taken  by  the  Association  has  been  in  accordance  with  its 
constitutional  organization  in  the  interests  of  the  public 
welfare  for  advancing  standards  and  quality  of  medical 


service  for  the  American  people;  and  that  at  no  time  has 
it  violated  the  established  law  of  the  federal,  state,  or 
municipal  governments  of  this  country.  Moreover,  by  the 
very  nature  of  its  organization,  it  has  preserved  constantly 
the  democratic  principles  on  which  the  Government  of  the 
United  States  is  founded  and  maintained.” 


IMMEDIATE  AND  REPEATED  FEEDINGS 
RECOMMENDED  FOR  STOMACH  ULCERS 

Basing  his  methods  on  the  fact  that  an  empty  stomach 
contracts  actively  and  continues  to  produce  gastric  secre- 
tion, both  of  which  are  inimical  to  the  stopping  of  the  hem- 
orrhage associated  with  ulcer  of  the  stomach,  John  S.  La- 
Due,  M.D.,  Minneapolis,  in  The  Journal  of  the  American 
Medical  Association  for  July  29,  recommends  immediate 
and  repeated  special  feedings  for  all  such  cases. 

Pointing  out  that  the  purpose  of  treatment  of  bleeding 
ulcers  is  to  keep  the  stomach  as  completely  as  rest  as  pos- 
sible, Dr.  LaDue  contends  that  keeping  the  stomach  partly 
filled  with  food  decreases  the  peristalsis  (active  contrac- 
tions) and  aids  in  inactivating  and  neutralizing  those  gas- 
tric secretions  which  might  digest  clots  formed  in  the  bleed- 
ing vessels  or  in  the  vessel  wall  itself. 

Although  many  other  competent  authorities  believe  in 
giving  no  feedings  during  the  initial  stages  of  their  treat- 
ment of  bleeding  ulcers,  Dr.  LaDue,  as  evidence  of  the 
effectivenss  of  his  treatment,  cites  a mortality  rate  of  only 
1.3  per  cent  among  seventy-five  patients  at  Long  Island 
College  Hospital,  Brooklyn,  N.  Y.  Absolute  rest  in  bed  ac- 
companied the  treatment.  He  says  that  his  method  not  only 
inactivates  the  secretion  but  it  also  maintains  the  general 
body  nutrition  and  tends  toward  the  prevention  of  an 
increase  in  blood  pressure  which  might  help  to  dislodge 
the  blood  clots  forming  at  the  point  of  perforation. 

The  diet  used  by  him  includes  gelatin  or  orange  juice 
every  one  and  one-half  to  two  hours  in  the  initial  treat- 
ment, wi'h  cereal,  gruel,  milk,  lactose  or  cream  mixtures 
being  added  on  the  third  day  if  there  is  no  further  sign  of 
hemorrhage.  Later  poached  egg  and  custard  may  be  added 
to  the  diet. 
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IDAHO  STATE  MEDICAL  ASSOCIATION 
Forty-Seventh  Annual  Meeting,  Boise,  Idaho 
August  23-26,  1939 


FRANK  E.  GIBSON,  President 


PRESIDENT’S  MESSAGE 


THE  FORTY  - SEVENTH  ANNUAL  MEETING  OF 
IDAHO  STATE  MEDICAL  ASSOCIATION 

Potlatch,  Ida.,  July  18,  1939. 

The  forty-seventh  annual  meeting  will  be  held  at  Boise 
August  23-26.  In  1933,  immediately  following  the  annual 
meeting,  the  Councilors  were  called  into  session  by  Charles 
R.  Scott,  President,  and  a plan  was  adopted  to  bring  to 
Idaho  members  a teaching  staff  from  one  of  the  medical 
schools  who  would  present  programs  for  future  meetings. 
Northwestern  University  was  chosen  to  present  the  sub- 
jects before  the  next  annual  meeting,  which  was  held  in 
Boise  in  1934. 

From  then  on  it  has  been  the  custom  to  follow  this  same 
plan.  This  year  Washington  University  School  of  Medicine, 
St.  Louis,  will  be  represented  at  the  Boise  meeting,  mem- 
bers of  its  faculty  comprising  lecturers  for  the  program. 
Since  the  inauguration  of  this  plan  other  states  have  fol- 
lowed the  example  of  Idaho  and  will,  I am  sure,  profit  by 
the  experience  of  the  Idaho  doctors  in  bringing  to  their 


state  a really  worthwhile  postgraduate  course  of  study  at 
the  annual  meeting. 

These  meetings  as  a rule  are  well  attended  and  we  of 
Idaho  believe  this  is  by  far  the  best  arrangement  of  a 
program  that  can  be  had.  The  business  meetings  are  usu- 
ally held  after  the  scientific  program  and  there  is  ample 
time  for  discussions  of  the  problems  of  medical  affairs 
within  the  state. 

We  are  looking  forward  this  year  to  the  August  meet- 
ing which  will  be  held  at  the  Owyhee  Hotel.  Boise  is 
centrally  located  and  easily  reached  in  a day’s  drive  from 
any  part  of  the  state.  The  Owyhee  Hotel  is  almost  ideal 
for  convention  activities,  has  ample  room  for  exhibit  space, 
assemblies  and  sectional  meetings  and  excellent  accommo- 
dations for  all  who  wish  to  be  housed  at  convention 
headquarters. 

The  physicians  of  adjoining  states  are  cordially  invited 
to  attend  and  will  be  made  welcome.  A registration  fee  of 
ten  dollars  is  charged  which  includes  tickets  for  the 
banquet.  It  is  hoped  that  physicians  of  neighboring  states 
will  take  advantage  of  this  opportunity  and  attend  this 
meeting. 

F.  C.  Gibson, 

President  Idaho  State  Medical  Assoc. 


GENERAL  INFORMATION 

HEADQUARTERS 

Headquarters  for  the  annual  meeting  will  be  at  the 
Owyhee  Hotel.  All  meetings  of  the  Association  and  of 
the  Woman’s  Auxiliary  will  be  scheduled  at  this  hotel. 
Sessions  for  the  reading  of  papers  appearing  elsewhere  in 
this  issue  will  be  convened  in  one  of  the  assembly  rooms 
of  the  hotel,  as  will  be  announced  later. 

ENTERTAINMENT 

There  will  be  sightseeing  trips  for  visitors,  details  of 
which  will  be  properly  announced.  The  annual  golf  tourna- 
ment will  be  played  Friday,  August  25,  at  3 p.  m.  The 
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same  evening  will  be  held  the  men’s  smoker  and  a buffet 
supper  will  be  served.  Golf  trophies  will  be  awarded  to 
winners.  Teas  and  bridge  will  be  scheduled  for  the  ladies. 

The  annual  banquet  will  be  held  on  Thursday  evening, 
August  24,  in  the  ballroom  of  the  Owyhee  Hotel.  The 
main  speaker  of  the  evening  will  be  Mr.  James  Millar. 
Master  of  ceremonies  will  be  Dr.  R.  S.  Smith  of  Boise. 

HOUSE  OF  DELEGATES 

The  big  problems  before  the  House  of  Delegates  con- 
cern the  operation  of  the  Farm  Security  Administration 
and  such  agreements  as  we  may  be  called  upon  to  enter 


into  with  these  groups  for  the  supplying  of  medical,  sur- 
gical and  hospital  care.  Also  we  must  consider  the  State 
Works  Progress  Administration  and  our  responsibility  in 
the  care  and  reporting  of  their  accident  cases. 

The  House  of  Delegates  will  convene  in  special  session 
at  2:00  p.m.  and  8:00  p.m.  on  Tuesday,  September  5,  for 
a discussion  of  postgraduate  medical  education  and  public 
relations.  Breakfast  meetings  will  be  held  on  each  of  the 
following  four  days  at  7:00  a.m.  At  these  meetings  the 
House  will  consider  numerous  other  important  matters. 
All  members  are  privileged  to  attend  these  meetings  and 
are  urged  to  do  so. 
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Tuesday,  September  5 

2:00  p.m.  and  8:00p.m.  Special  meetings  of  House  of 
Delegates  on  Postgraduate  Medical  Education  and 
Public  Relations  Auditorium 

PROGRAM 

Ball  Room 

Wednesday,  August  23 

9:00a.m.  “Influence  of  Pituitary  Gland  on  Bodily  Func- 
tion and  Disease” David  P.  Barr 

10:00  a.m.  “Hyperostoses  of  Skull  and  Associated  Symp- 
tom Complex” Sherwood  Moore 

11:00  a.m.  “Carcinoma  of  the  Lung”.. ..Nathan  A.  Womack 
Noon:  Luncheon  and  Round  Table  Discussions. 

2:00  p.m.  “Management  of  Breech  Presentation” 

Otto  H.  Schwarz 

3:00p.m.  “Infant  Feeding” Alexis  F.  Hartmann 

4:00  p.m.  Clinics. 


Thursday,  August  24 

9:00  a.m.  “Surgical  Treatment  of  Fractures  of  Neck  of 

Femur” Nathan  A.  Womack 

10:00  a.m.  “Clinical  Management  of  Lobar  Pneumonia” 

David  P.  Barr 

11:00a.m.  “Present  Status  of  Chemotherapy  Sulfanilamide 

and  Derivitives” Alexis  F.  Hartmann 

Noon:  Luncheon  and  Round  Table  Discussions. 

2:00  p.m.  “Present  Day  Methods  of  Irradiation  of  Malig- 
nant Surface  Lesions” Sherwood  Moore 

3:00  p.m.  “Practical  Aspects  of  Parenteral  Fluid  Admin- 
istration”  Alexis  F.  Hartmann 

4:00  p.m.  Clinics. 


Friday,  August  25 

9:00a.m.  “Present  Status  of  Prophylactic  and  Immunizing. 

Procedures  Against  Acute  Contagious  Dis- 
eases”  Alexis  F.  Hartmann 

10:00  a.m.  “Cesarean  Section” Otto  H.  Schwarz 

11:00  a.m.  “Vitamins  and  Their  Clinical  Importance”.... 

David  P.  Barr 

Noon:  Luncheon  and  Round  Table  Discussions. 

2:00  p.m.  “Diagnosis  and  Treatment  of  Parathyroid  Dis- 
ease"  David  P.  Barr 

3:00p.m.  “Tumors  of  the  Breast” Nathan  A.  Womack 

Saturday,  August  26 

9:00  a.m.  “Appraisal  of  Cholecystography  Over  Fifteen 
Year  Period” Sherwood  Moore 


10:00a.m.  “Pathology  of  Cholesystography  With  Relation 

to  Symptoms” Nathan  A.  Womack 

11:00  a.m.  “Surgical  Significance  of  Jaundice” 

Franklin  E.  Walton 

Noon:  Luncheon  and  Round  Table  Discussions. 

2:00  p.m.  “Modern  Trends  in  Medical  Education” 

Franklin  E.  Walton 
3:00p.m.  “Body  Section.  Radiography  With  Lamina- 
graph.  Demonstration  of  a Simple  Modifica- 
tion”   Sherwood  Moore 

Scientific  Exhibits 

These  are  being  put  on  by  Idaho  men  exclusively  and 
number  approximately  twenty.  A description  of  these  ex- 
hibits is  impracticable.  They  cover  a wide  range  of  sub- 
jects. 

Commercial  Exhibits 
These  include  the  following  firms: 

Morning  Milk  Company. 

Duke  Laboratories. 

Physician’s  Supply. 

Shaw  Surgical  Supply. 

Eli  Lilly  Company. 

General  Electric  X-Ray  Corp. 

Parke-Davis  and  Co. 

Philip  Morris  and  Co.,  Ltd. 


WOMAN’S  AUXILIARY 

Woman’s  Auxiliary  to  Idaho  State  Medical  Society 
Owyhee  Hotel,  Boise 
August  23-26,  1939 

Registration  in  Owyhee  Hotel,  Tuesday  evening  and 
Wednesday 


PROGRAM 
Wednesday,  August  23 
8:00a.m.  Past-Presidents  breakfast. 

10:00  a.m.  Meeting  of  Board  of  Management. 

12:30p.m.  Business  Luncheon  (no  host). 

Election  of  Committee. 

Social  activities  to  be  announced  by  the  Social  Committee. 
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Thursday,  August  24 
12:30  p.m.  Luncheon. 

Song  by  Mrs.  Segersten. 

Dancing,  Gwen  Hopkins. 

“Early  Care  and  Child  Training” 

Alexis  F.  Hartmann 

Doctors’  banquet  in  the  evening. 

Friday,  August  25 
12:30  p.m.  No  host  luncheon. 

Address  by  Mrs.  Stella  P.  Merrill,  Past  Na- 
tional Auxiliary  Organizer,  Ogden,  Utah. 
Saturday,  August  26 
12:30p.m.  Luncheon.  Adjourn  meeting. 

Ask  for  information  at  the  registration  desk. 


MEDICAL  NOTES 


Living  Charter  Member.  So  far  as  known  there  are 
only  two  living  charter  members  of  Idaho  State  Associa- 
tion. They  are  O.  W.  Hall  of  Boise  and  C.  L.  Sweet  of  Los 
Gatos,  California,  who  was  the  first  secretary  of  the  Asso- 
ciation in  1893  and  later  president. 

Orthopedic  Clinic.  Semiannual  orthopedic  clinic  was 
held  at  the  Bannock  County  health  office  at  Pocatello, 
July  19-22.  M.  B.  Shaw,  the  state  orthopedic  consultant  of 
Boise,  conducted  the  clinics.  Approximately  three  hundred 
children  from  Bannock,  Bingham,  Franklin,  Power,  Oneida, 
Lemhi,  Custer,  Butte,  Bear  Lake  and  Caribou  Counties 
were  examined.  Similar  clinics  were  held  in  Coeur  d’Alene 
July  6 and  7,  and  at  Sand  Point  July  8. 

State  Hospital  Renovized.  Former  receiving  hospital  at 
Idaho  State  Hospital  South  has  been  redecorated  and  con- 
verted into  a voluntary  committment  home.  Medical  and 
surgical  equipment  has  been  moved  to  one  of  the  other 
buildings. 


Practice  of  Allergy.  By  Warren  T.  Vaughan,  M.D., 
Richmond,  Virginia.  Three  Hundred  Thirty-eight  Illustra- 
tions. 1082  pp,  $11.50.  The  C.  V.  Mosby  Company,  St. 
Louis,  1939. 

This  book  is  divided  into  sixteen  parts,  the  chapters 
dealing  with  every  phase  of  allergy.  These  include  clinical 
allergy  and  its  general  characteristics,  food  allergy,  pollens, 
pollinosis  and  other  inhalants,  bacteria,  fungi,  anaphylactic 
shock,  drugs,  contact  and  physical  allergy,  pharmacology, 
allergic  diseases.  The  subject  as  presented  gives  one  an 
appreciation  of  the  fact  that  allergy  is  broader  and  more 
far  reaching  than  generally  supposed.  There  are  questions 
yet  unsolved,  such  as  why  are  some  people  and  not  all 
allergic  ? 

The  important  factor  in  treatment  of  allergic  patients  is 
determination  of  diagnosis.  After  a general  discussion  of 
clinical  allergy  from  various  standpoints,  allergic  diagnosis 
is  presented  in  detail.  The  various  tests  are  described  with 
the  methods  of  application.  Every  physician  practicing  al- 
lergy will  find  much  satisfaction  in  these  descriptions.  Due 
attention  is  paid  to  treatment  and  diagnosis  in  food  allergy, 
whose  importance  is  recognized  by  every  physician.  The 
book  is  replete  with  illustrations,  some  of  the  most  striking 
being  those  pertaining  to  pollens  and  pollinosis.  This  vol- 


V. F.  W.  Present  Medal.  W.  E.  Waldrop  was  the  recipi- 
ent, July  9,  of  a gold  medal,  the  Cross  of  Malta,  presented 
by  the  Parma  Post  Veterans  of  Foreign  Wars. 

Industrial  Bureau  Head  Named.  A.  J.  Galloway  of 
Kellogg  has  been  named  medical  officer  of  the  State  Bureau 
of  Industrial  Hygiene.  He  succeeds  Samuel  Weisross  who 
is  now  practicing  in  Spokane. 

Locations.  N.  F.  Kerns  of  Malad  has  moved  to  McColl, 
where  he  will  practice.  Byron  Leacock,  formerly  of  Kan- 
sas City,  Missouri,  has  moved  to  Idaho  Falls  for  practice. 

Weddings.  L.  F.  Lesser  of  Mountain  Home,  and  Miss 
Mary  Wolf  of  Delaware,  Ohio,  were  married  in  the  latter 
city  June  21.  Clifford  Rigby  of  Rexburg  and  Miss  Wilma 
Murley  of  Tacoma,  Wash.,  were  married  in  Tacoma  July  6. 
Dr.  Rigby,  who  recently  completed  his  internship  at  the 
Tacoma  General  Hospital,  will  be  associated  with  his 
brother  in  practice  at  Rexburg. 


OBITUARY 


Dr.  Deloss  Edward  Cornwall  of  St.  Marys,  Idaho,  died 
suddenly  of  coronary  disease  July  5,  aged  56.  He  was  born 
in  Muscoda,  Wisconsin,  February  17,  1883.  His  youth  was 
spent  in  Idaho  and  he  received  his  arts  degree  at  the  Uni- 
versity of  Idaho.  His  medical  education  was  received  at 
Rush  Medical  College,  Chicago,  where  he  graduated  in 
1907.  He  came  to  St.  Mary’s  in  1912  and  participated  in 
the  opening  of  St.  Mary’s  Hospital  which  was  then  newly 
built.  He  had  been  president  of  Pacific  Northwest  Medical 
Society  and  was  a former  president  of  Idaho  State  Medical 
Association.  He  had  been  a member  of  the  Board  of  Med- 
ical Examiners  for  the  State  of  Idaho. 


ume  is  so  comprehensive  that  all  phases  of  this  subject  are 
considered.  It  is  filled  with  valuable  information. 

e.  w.  WHITE. 


Diseases  of  the  Nose  and  Throat.  By  Charles  J.  Im- 
peratori,  M.D.,  F.A.C.S.,  Professor  of  Otolaryngology, 
New  York  Polyclinic  Medical  School  and  Hospital,  etc. 
and  Herman  J.  Burman,  M.D.,  F.A.C.S.,  Adjunct  Professor 
of  Otolaryngology,  New  York  Polyclinic  Medical  School 
and  Hospital,  etc.  480  Illustrations,  Second  Edition  Re- 
vised. 726  pp,  $7.  J.  B.  Lippincott  Company,  Philadelphia, 
London,  Montreal,  1939. 

In  this  present  volume  many  recent  developments  have 
been  included.  Although  supposed  to  be  written  for  the 
general  practitioner  and  the  senior  medical  student,  the 
concise,  short  sentences  and  outline  form  make  it  suitable 
for  superficial  review  by  a medical  student  or  interne  pre- 
liminary to  observation  of  an  operation  or  procedure  per- 
formed by  an  otolaryngologist.  The  drawn  pictures  are 
illuminating  and  they  illustrate  the  desired  point.  This 
volume,  which  is  complete  in  many  respects,  is  especially 
applicable  for  use  by  the  trained  otorhinolaryngologist  who 
desires  a short  snappy  review  of  a subject  without  re- 
dundancy. In  this  latter  respect  the  book  is  excellent. 

M.  P.  DORMAN. 
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Priests  of  Lucina.  The  Story  of  Obstetrics.  By  Palmer 
Findlay,  M.D.,  F.A.C.S.  421  pp.  $5.  Little,  Brown  & Co., 
Boston,  1939. 

In  mythology  Lucina  was  charged  with  bringing  into 
light  the  young  and  was,  therefore,  besought  to  help  bring 
a ripe  healthful  issue  into  the  world.  The  “priests  of  Lucina” 
were  those  who  officiated  at  the  birth,  the  obstetricians  of 
the  time. 

The  author  makes  five  divisions  of  the  art  and  practice 
of  obstetrics:  anatomy  of  the  genital  tract,  midwifery, 
development  of  the  forceps,  puerperal  fever,  use  of  cesarean 
seotion,  and  traces  these  from  the  dawn  of  history  to  the 
present  time.  He  also  discusses  the  midwife  and  her  relation 
to  modern  obstetrics,  how  for  centuries  the  birth  of 
children  was  a subject  left  to  women  alone;  hence  the 
midwife  through  hundreds  of  years  was  the  sole  aid  of 
the  lying-in  woman.  There  is  a description  of  how  puer- 
peral fever  took  its  toll.  Here  and  there  a keen  observer 
would  insist  that  cleanliness  was  an  essential  part  of  the 
care  of  the  woman  in  confinement  together  with  fresh  air, 
quiet  and  so  forth,  but  these  occasional  warnings  went  un- 
heeded until  less  than  one  hundred  years  ago,  cesarean 
section  was  used  in  the  earliest  records  of  history,  usually 
after  the  mother  had  died.  History  of  the  obstetric  forceps 
shows  that  for  hundreds  of  years  various  types  of  hooks 
and  dismembering  pinchers  took  a frightful  toll  from  the 
mother  as  well  as  the  mutilated  baby.  The  author  tells  of 
the  Chamberlain  family  in  England  who  for  almost  two 
hundred  years  kept  the  use  of  the  forceps  to  themselves, 
secreting  and  hiding  them  when  not  in  actual  use,  and  not 
explaining  to  others  the  reason  of  their  success. 

These  ancients  tried  to  reason  as  to  what  brings  on 
labor,  the  general  opinion  being  that  when  the  baby  got 
ready  he  clawed  his  way  out,  the  same  as  a chicken  pecks 
at  the  egg  shell.  This  idea  also  accounted  for  the  belief 
that  the  delivery  of  a dead  baby  was  very  much  more 
difficult  than  a live  one,  as  the  baby  couldn’t  help  itself. 
Have  we  now  any  very  definite  ideas  what  initiates  labor? 

Bill  Nye  said  that  the  dictionary  was  a very  interesting 
book,  the  only  complaint  he  found  with  it  being  the  dif- 
ficulty he  had  in  following  the  thread  of  the  story.  This 
work,  while  it  is  a dictionary  of  the  history  of  obstetrics 
in  most  accurate  and  minute  detail,  reveals  the  evolution 
of  obstetrics  as  it  unfolds  so  that  one  can  obtain  from  it 
a panoramic  picture.  Truly  the  author  is  the  high  priest  of 
Lucina  in  bringing  these  facts  to  light.  w.  c.  woodward. 


A Textbook  of  Obstretrics.  With  Special  Reference  to 
Nursing  Care.  By  Charles  B.  Reed,  M.D.,  F.A.C.S.  Asso- 
ciate Professor  of  Obstetrics  Northwestern  University 
Medical  School,  etc.  and  Bess  I.  Corby,  R.N.,  Supervisor 
and  Instructor,  Department  of  Obstetrics,  Wesley  Mem- 
orial Hospital,  Chicago.  With  209  Illustrations,  476  pp.  $3. 
The  C.  V.  Mosby  Co.,  St.  Louis,  1939. 

This  volume  is  exactly  what  the  title  states,  a textbook. 
It  is  written  by  a medical  man  in  collaboration  with  a 
nurse.  The  authors’  purpose  is  to  present  a concise  and 
uncomplicated  form  of  present  day  obstetrics  to  the  stu- 
dent and  graduate  nurse.  In  that  they  have  succeeded  ad- 
mirably. The  field  of  obstetrics  is  discussed  briefly  and  ade- 
quately for  the  nurse.  Because  of  its  clarity  in  dealing  with 
the  subject  it  is  commendable  as  a textbook  in  nursing 
training  schools.  f.  f.  ackerman. 


Relation  of  Trauma  to  New  Growths.  Medico-Legal 
Aspects.  By  R.  J.  Behan,  M.D.,  Dr.  Med.  (Berlin)  F.A. 
C.S.,  Surgeon,  St.  Joseph’s  Hospital  and  Dispensary,  Pitts- 
burgh, etc.  425  pp,  $5.  The  Williams  & Wilkins  Company, 
Baltimore,  1939. 

The  role  of  an  expert  medical  witness  is  sometimes  as- 
sumed by  a physician  who  is  not  duly  posted  on  the  rela- 
tions of  trauma  to  appearance  of  new  growths.  It  has  been 
stated  that  2 per  cent  of  all  cancers  and  5 per  cent  of  all 
sarcomas  are  the  result  of  trauma.  On  the  other  hand,  a 
French  authority  says  there  was  no  record  of  cancer  fol- 
lowing a war  injury.  The  United  States  Veterans  Bureau 
had  no  case  of  carcinoma,  but  fifty-six  of  sarcoma  follow- 
ing war  injuries.  A pertinent  question  is  to  explain  how  it 
is  that  men  who  suffer  three  times  as  often  from  trauma 
as  do  women,  are  only  about  one-half  as  liable  to  cancer. 
In  cancer  of  the  breast  the  proportion  is  one  male  to  116 
females,  though  men  suffer  three  times  as  much  from 
trauma  in  this  organ  as  do  women.  There  is  a discussion 
of  influence  of  trauma  in  changing  a nonmalignant  into  a 
malignant  tumor,  and  aggravation  of  a growth  already 
present.  An  important  consideration  bears  on  occupational 
cancer.  A chapter  deals  with  medicolegal  aspects,  discussing 
proof  that  trauma  is  the  causative  factor  in  the  particular 
instance  under  consideration.  One  might  profitably  review 
such  a book  before  giving  court  evidence  regarding  trauma 
and  new  growths. 

Textbook  of  General  Surgery.  By  Warren  H.  Cole, 
M.D.,  Professor  of  Surgery,  University  of  Illinois  College 
of  Medicine,  etc.  and  Robert  Elman,  M.D.,  Associate  Pro- 
fessor of  Surgery,  Washington  University  School  of  Medi- 
cine, St.  Louis.  Second  Edition.  1031  pp.  $8.  Appleton-Cen- 
tury  Company,  Inc.,  New  York  and  London,  1939. 

This  textbook  covers  in  a general  sense  the  field  of  sur- 
gery, presenting  up-to-date  all  of  the  more  advanced  and 
recently  approved  technics  and  therapeutic  measures.  It  is 
sufficiently  comprehensive  to  give  a reasonable  amount  of 
information  concerning  surgical  conditions  with  which 
every  general  surgeon  should  be  more  or  less  familiar.  It 
covers  liberally  certain  fundamental  topics,  such  as  bacteri- 
ology, asepsis,  antisepsis,  various  types  of  infection,  sur- 
gical methods  and  wounds.  It  is  generously  illustrated  and 
reference  is  frequently  made  to  cite  the  details  of  case 
histories  for  emphasis. 

Some  of  the  newer  things  mentioned  and  discussed  in- 
clude application  of  sulfanilamide  therapy  in  various  con- 
ditions, treatment  of  bleeding  in  jaundice  by  vitamin  K, 
and  use  of  decompression  therapy  in  intestinal  obstruction. 
Also  included  is  short  but  very  important  chapter  on  the 
emergency  prostrate  patient  with  consideration  of  the  im- 
portant differential  diagnostic  points,  and  a method  of 
adequately  evaluating  the  patient’s  condition.  It  is  a book 
to  be  highly  recommended  as  a source  of  general  surgical 
information  and  one  which  the  general  practitioner  in  par- 
ticular should  find  very  helpful.  f.  e.  flaherty. 


Sex  and  Internal  Secretions.  A Survey  of  Recent  Re- 
search. Twenty-seven  Contributors.  Editor,  Edgar  Allen, 
Yale  University.  Associate  Editors,  Charles  H.  Danforth, 
Stanford  University;  Edward  A.  Doisy,  St.  Louis  Univer- 
sity. 1340  pp.  The  Williams  & Wilkins  Co.,  Baltimore,  1938. 

In  1921  the  Bureau  of  Social  Hygiene,  with  the  support 
and  guidance  of  the  National  Research  Council,  initiated  a 
program  of  research  on  the  fundamental  problems  of  sex. 
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CONVENIENT  OFFICE 
TREATMENT  FOR 

TRICHOMONA 
VAGINITIS 


SILVER  PICRATE 

'WJyeth 


JOHN  WYETH  & BROTHER,  INCORPORATED,  Philadelphia,  Pa. 


ThIS  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
tions and  the  nightly  insertion  of  a Silver 
Picrate  suppository  for  twelve  nights. 


Complete  remission  of  symptoms  and  re- 
moval of  the  trichomonad  from  the  vaginal 
smear  usually  is  effected  following  the  Silver 
Picrate  treatment  for  trichomonas  vaginitis. 
Complete  information  on  request 
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RIVERTON  SANATORIUM 


ROUTE  9 SEATTLE 

Phone:  GLendale  1626 


Resident  Physician 


Graduate  Nurses 


Established  by  private  endowment  for  the  treatment  of  tuberculosis,  the  Riverton  Sanatorium 
is  operated  on  a nonprofit  basis.  It  offers  modem  therapeutic  methods  as  well  as  comfortable 
accommodations . 

The  infirmary  and  steam  heated  cottages  are  situated  on  forty-five  acres  of  beautiful  grounds 
on  a wooded  slope  three  miles  south  of  Seattle. 

The  facilities  of  the  institution  are  available  to  physicians  who  wish  to  use  them  for  the  care 
of  their  private  patients. 

BOARD  OF  TRUSTEES 


Joshua  Green 

Dr.  Minnie  Burdon 

David  B.  Morgan 

Dr.  Caspar  W.  Sharpies 

Elmer  Todd 

Otto  Grunbaum 

BYRON  F.  FRANCIS,  M.D. 
Medical  Director 
Phone:  MAin  4646 


Honoria  Hughes 
L.  C.  Gilman 
Paul  M.  Carlson 
Frank  M.  Preston 
Hawthorne  K.  Dent 


MRS.  LOUISE  L.  HARRIS,  R.N. 

Superintendent 
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This  book  is  a survey  of  the  resulting  research.  Sections 
deal  with  Biological  Basis  of  Sex,  Physiology  of  Sex  Glands, 
Germ  Cells  and  Accessory  Organs,  Biochemistry  and  Assay 
of  Gonadal  Hormones,  Hypophysis  and  Gonadotropic 
Hormones  of  Blood,  Urine  in  Relation  to  the  Reproduc- 
tive System,  Additional  Factors  in  Sex  Functions  and 
Endocrine  Applications  in  Man.  It  is  encyclopedic,  with  an 
extensive  bibliography  and  numerous  illustrations. 

This  is  fundamentally  a book  for  reference.  It  deals 
chiefly  with  basic  biologic  research,  with  a relative  pre- 
ponderance of  material  on  the  rat,  rooster  and  rodent 
rather  than  the  human  being.  This  defect  from  a clinic 
viewpoint  is  inevitable  from  the  nature  of  the  problems 
presented  by  human  endocrine  research.  However,  for  re- 
ference to  the  basic  biologic  knowledge  the  chapters  deal- 
ing with  the  glands  and  pituitary  are  especially  recom- 
mended. MIRIAM  LINCOLN. 


The  Clinical  Diagnosis  of  Swellings.  By  C.  E.  Cor- 
rigan, B.A.,  M.D.,  F.R.C.S.  (Eng.),  Lecturer  in  Surgery, 
University  of  Manitoba,  etc.  313  pp,  $4.  The  Williams  & 
Wilkins  Company,  Baltimore,  1939. 

The  author  states  the  aim  of  this  book  is  to  present  a 
simple  practical  method  of  investigating  swellings.  Clinical 
methods  alone  are  employed  to  obtain  diagnosis.  Physical 
signs  are  given  precedence  over  history  and  symptomatol- 
ogy. If  due  attention  is  given  to  clinical  history  and  a 
general  physical  examination,  a diagnosis  can  usually  be 
made.  The  term  tumor  refers  to  a new  growth,  this  in 
distinction  from  hypertrophy  and  hyperplasia.  There  are 
discussions  of  malignant  tumors,  cysts  and  ulcers,  with 
pertinent  suggestions  for  their  diagnosis.  Swellings  of  the 
neck,  breast,  abdomen,  inguinal  region  and  joints  are  pre- 
sented in  separate  chapters.  Illustrations  are  not  from 
photographs,  but  are  line  drawings  which  the  author 
believes  are  the  most  suggestive  and  instructive. 


The  New  International  Clinics.  Edited  by  George 
Morris  Piersol,  M.D.,  Professor  of  Medicine,  Graduate 
School  of  Medicine,  University  of  Pennsylvania.  Volume 
II,  New  Series  Two,  321  pp,  $3.  J.  B.  Lippincott  Com- 
pany, Philadelphia,  Montreal,  New  York,  1939. 

This  well  known  volume  contains  valuable  papers  by 
seventeen  contributors,  with  six  clinical  reports.  They 
cover  a variety  of  subjects  medical  and  surgical.  Diabetes 
is  considered,  and  there  is  a paper  on  diabetic  arterioscler- 
osis. Neurologic  aspects  of  vitamin  deficiencies  is  the  sub- 
ject of  a paper,  while  another  treats  of  psychiatric  aspects 
of  vitamins.  There  are  papers  on  functional  uterine  bleed- 
ing and  menstruation  allergy.  One  will  find  much  useful 
information  in  this  volume. 


Varicose  Veins.  By  Alton  Ochsner,  B.A.,  M.D.,  D.Sc. 
(Hon.),  F.A.C.S.  William  Henderson,  Professor  of  Surgery 
and  Director  of  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University  of  Louisiana,  New  Orleans, 
and  Howard  Mahorner,  B.A.,  M.D.,  M.S.  (Surgery),  F.A. 
C.S.  Assistant  Professor  of  Surgery,  School  of  Medicine, 
Tulane  University.  With  Fifty  Text  Illustrations.  Two 
Color  Plates.  147  pp.  $3.  The  C.  V.  Mosby  Co.,  St.  Louis. 

This  volume  presents  a comprehensive  treatise  on  the 
subject  of  varicose  veins.  Anatomy,  pathology,  etiology, 
clinical  aspects,  examination  of  patient,  and  treatment  are 
thoroughly  discussed.  Of  great  interest  is  the  special  chap- 


ter devoted  to  treatment  of  varicose  ulcers.  The  section  on 
therapy  of  varicosities  of  lower  extremities  is  divided  into 
preventive,  conservative  and  injection  treatment.  There  is 
discussion  of  histologic  reactions  to  various  sclerogenic 
solutions,  technic  of  injection  and  end-results  of  these 
agents.  This  book  comprises  the  special  research  work  of 
the  authors  over  a period  of  years.  Each  chapter  is  pre- 
sented in  an  interesting  and  clear  manner.  The  many 
illustrations  and  drawings  aid  in  making  this  book  of 
great  value  in  this  important  field.  f.  f.  ackerman. 


Transactions  of  the  • Third  International  Goiter 
Conference  and  the  American  Association  for  the  Study 
of  Goiter.  S47  pp,  $6.  Edited  and  Published  by  The  West- 
ern Journal  of  Surgery,  Obstetrics  and  Gynecology,  Port- 
land, Oregon,  1939. 

This  volume  presents  papers  read  before  the  1938  joint 
meeting  of  the  above  mentioned  organizations  at  Wash- 
ington, D.  C.  Papers  are  included  on  a variety  of  goiter 
problems  presented  by  distinguished  surgeons  of  European 
countries,  as  well  as  of  the  United  States.  They  are  pre- 
sented under  headings  of  Etiology,  Prophylaxis,  Congenital 
and  Childhood  Factors,  New  Growth  and  Infection,  Spe- 
cial Endocrine  Aspects,  Surgical  Aspects,  Iodine,  Vitamins 
and  Thyroid,  Metabolism  and  Basal  Metabolic  Rate,  X- 
Ray,  Colloid  Goiter.  Under  these  divisions  one  can  find 
contributions  covering  modern  knowledge  of  thyroid  dis- 
eases. 


Pye’s  Surgical  Handicraft.  A Manual  of  Surgical 
Manipulations,  Minor  Surgery,  and  other  Matters  Con- 
nected with  the  Work  of  House  Surgeons  and  of  Surgical 
Dressers.  Edited  by  Hamilton  Bailey,  F.R.C.S.  Eng., 
Surgeon,  Royal  Northern  Hospital,  London,  etc.  Eleventh 
Edition,  with  362  Illustrations.  512  pp,  $6.  The  Williams  & 
Wilkins  Company,  Baltimore,  1939. 

It  is  fifty-four  years  since  the  first  edition  of  this  book 
appeared,  which  emphasizes  the  high  esteem  in  which  it 
has  been  held.  There  are  twenty-nine  contributors  con- 
nected with  British  hospitals  or  teaching  institutions.  Each 
of  the  sixty-one  chapters  deals  with  the  treatment  of  a spe- 
cial condition  in  its  various  aspects,  with  frequent  illum- 
inating illustrations.  The  book  considers  for  the  most  part 
minor  surgical  conditions.  Attention  is  paid  to  anesthesia, 
bandaging,  dressings  and  surgical  appliances.  The  essential 
features  of  treating  fractures  are  described,  with  helpful 
illustrations.  This  is  a handy  volume  for  quick  reference. 


WHY  EXTRA  SALT  IS  NEEDED  IN  SUMMER 
Two  million  glands  operate  at  full  tilt  in  summer  to  keep 
the  body  temperature  down  to  normal  by  a natural  cool- 
ing system  of  perspiration  and  evaporation,  Harriet  Mor- 
gan Fyler,  PhD.,  Chicago,  declares  in  her  explanation  of 
the  need  for  using  extra  salt  during  hot  weather,  published 
in  the  August  issue  of  Hygeia,  The  Health  Magazine. 

“In  the  course  of  this  cooling  much  water  is  lost,”  she 
continues.  ‘With  the  water  go  some  of  the  important  ele- 
ments of  the  blood.  Unless  special  reinforcements  are  rushed 
in  to  take  their  place,  the  blood  suffers  a sort  of  starvation, 
hence  fatigue  and  loss  of  appetite.” 

A little  salt  in  a glass  of  drinking  water  is  thus  an  effec- 
tive means  of  combating  this  loss.  Using  extra  salt  on  food 
where  one  likes  it  is  also  a good  practice.  Many  factories 
provide  salt  dispensers  near  the  drinking  fountains  for  their 
employees. 
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EDITORIALS 


FATE  OF  WAGNER  BILL 

It  is  well  known  that  the  Wagner  bill  was  re- 
ceived with  universal  disfavor  by  the  medical  pro- 
fession. It  was  formally  rejected  by  officials  of  the 
American  Medical  Association,  which  rejection  met 
with  general  approval.  It  was  predicted  that  its  pas- 
sage would  not  be  attained  in  the  recent  session  of 
Congress,  which  expectation  was  realized.  The 
astute  politician,  however,  is  a resourceful  indi- 
vidual, and  when  defeat  threatens  his  beloved 
measure,  he  has  at  hand  other  means  by  which  he 
may  yet  be  able  to  accomplish  his  purposes.  Such 
subtlety  was  displayed  with  regard  to  the  Wagner 
bill  (S.  1620).  Shortly  before  adjournment  of  Con- 
gress, amendments  to  a resolution  concerning  Social 
Security  (H.  R.6635),  originating  in  the  House  of 
Representatives  and  said  to  have  been  sponsored 
by  Senator  Wagner,  were  adopted  and  the  bill  with 
these  amendments  is  now  with  the  Senate  Finance 
Committee. 

It  is  stated  that  it  will  be  difficult  to  give  due 
consideration  to  these  amendments,  and  the  bill 
itself  being  unobjectionable,  it  is  likely  to  be  passed, 
carrying  with  it  the  amendments  more  drastic  and 
offensive  than  the  original  Wagner  bill.  In  the 
August  issue  of  California  and  Western  Medicine 
an  abstract  was  presented  containing  the  substance 
of  these  amendments  which  is  so  timely  that  it  is 
herewith  reproduced: 

In  Senator  Wagner’s  Health  Bill,  S.  1620,  it  is  proposed 
that  the  Social  Security  Board  be  authorized  to  cooperate 
with  the  several  states  in  establishing  state  medical  services. 
Such  authority  carries  with  it  authority  on  the  part  of  the 
Board  to  determine  whether  any  proposed  state  medical 
service  is  or  is  not  satisfactory.  If  the  Social  Security  Board 
determines  that  it  is  not  satisfactory,  then  the  state  is  not 
to  receive  Federal  aid.  If  Federal  aid  is  granted,  and  if,  at 
any  time,  the  Social  Security  Board  determines  that  the 
operations  of  the  state  service  are  not  in  accordance  with 
the  agreed  plan,  Federal  aid  may  be  withdrawn.  Obviously, 
under  such  legislation  the  Social  Security  Board  might  easily 
impose  on  the  several  states  any  form  of  state  medical  serv- 
ice that  it  favored,  under  penalty  of  denial  of  Federal  finan- 
cial aid  if  the  state  set  up  a service  of  which  the  Board  did 
not  approve. 

Under  the  national  medical  service  proposed  by  Senator 
Wagner’s  amendment,  the  Board  would  be  in  supreme 
control  throughout  the  states.  The  states  would  have  no 
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voice  in  the  management  of  the  proposed  service.  Neither 
would  they  be  called  on  to  pay  any  part  of  the  cost.  An 
examination  of  Section  202  (d),  proposed  as  an  amendment 
by  Senator  Wagner,  gives  some  idea  of  the  extent  of  the 
service  proposed.  The  amount  to  be  expended  for  the 
maintenance  of  such  services,  as  stated  in  the  amendment 
itself,  is  vague,  and  whether  it  would,  even  under  the  most 
favorable  conditions,  cover  the  cost  of  an  effective  service, 
no  one  can  tell.  If  it  does  not,  Congress  might  be  called  on 
to  authorize  larger  expenditures,  or  the  medical  corps 
throughout  the  country  might  be  called  on  to  render  all 
necessary  services  for  whatever  amount  might  be  available. 

Senator  Wagner’s  proposed  amendment  to  H.  R.  6635 
would  set  up,  if  enacted,  a national  medical  service  for  the 
benefit  of  a limited  group  of  employees  of  private  industry 
throughout  the  entire  United  States.  Excluded  from  the 
hypothetical  benefits  of  that  service  would  be  farmers  and 
farm  labor,  domestic  service,  professional  men  and  women, 
and  a multitude  of  persons  engaged  in  commerce,  the  arts 
and  trades  on  their  own  account.  And  yet  the  expenses  of 
the  service  are  apparently  to  be  paid  out  of  the  general 
revenues  of  the  country,  to  which  every  inhabitant  contrib- 
utes, either  directly  as  a taxpayer  or  indirectly  as  a con- 
sumer. It  requires  no  depth  of  insight  to  see  that  a revolu- 
tionary project  of  this  kind  requires  more  study  and  con- 
sideration than  it  can  receive  as  a newly  proposed  amend- 
ment to  a lengthy  bill,  of  which  it  is  not  an  essential  feature, 
within  the  few  days  that  now  remain  before  the  adjourn- 
ment of  Congress. 

During  the  period  until  the  next  session  of  Con- 
gress the  amendments  to  H.  R.  6635  should  receive 
diligent  study.  Senators  and  Congressmen  should 
be  informed  in  no  uncertain  terms  of  the  views  of 
physicians  of  the  country  regarding  Wagner  Bill 
(S.  1620),  as  well  as  these  recent  amendments. 
Unless  concerted  action  is  manifested,  desired  re- 
sults may  not  be  assured. 


ARE  COMPULSORY  HEALTH 
REGULATIONS  FEASIBLE? 

Leaving  aside  the  legal  implications  in  any 
compulsory  program,  whether  it  deals  with  medi- 
cine or  not,  the  problem  of  compelling  the  public 
to  do  that  which  is  necessary  to  protect  its  health 
has  always  been  an  interesting  one.  The  state  does 
have  an  interest  and  a proper  concern  in  the  health 
of  its  people,  which  can  be  extended  to  the  point 
of  compelling  certain  public  health  measures.  How- 
ever, in  doing  so,  any  physician  recognizes  the  lim- 
itations and  at  times  absurdity  of  such  compulsion. 
We  need  only  to  look  at  the  problem  of  vaccination 
against  smallpox  to  understand  what  is  meant  by 
the  above  statement.  If  there  ever  was  a procedure 
which  was  efficacious  in  the  stamping  out  of  dis- 
ease, smallpox  vaccination  is  that  one,  and  yet 
compulsory  vaccination  against  smallpox  cannot 
be  enforced  universally,  for  reasons  too  well  known 
to  require  enumeration. 

The  recently  enacted  legislation  in  Oregon,  re- 


quiring a certificate  of  health  by  all  teachers  in 
public  schools,  is  another  of  the  well  meant  but 
difficult  to  accomplish  compulsory  health  measures. 
It  is  safe  to  venture  that  every  physician  in  Oregon 
has  been  confronted  by  a school  teacher  who  is 
seeking  a health  certificate.  This  same  teacher  is 
unquestionably  asking  what  it  is  all  about  and  un- 
doubtedly every  physician  is  asking  the  same  thing. 
From  reading  the  law,  it  is  not  clear  that  a doctor 
of  medicine  must  issue  this  health  certificate  and  it 
is  the  opinion  of  some  that  the  term  “duly  licensed 
physician”  includes  all  cultists  as  well  as  doctors 
of  medicine.  What,  then,  is  the  answer? 

It  seems  reasonable  that  the  desire  is  to  rule  out 
open  cases  of  tuberculosis  among  the  teaching  pro- 
fession of  the  state.  In  view  of  the  activity  of  the 
U.  S.  Public  Health  Service  relative  to  venereal 
diseases,  it  may  be  that  the  committee  which 
framed  this  bill  had  in  mind  uncovering  venereal 
diseases,  but  this  is  pure  conjecture.  The  value  of 
a Wdssermann  reaction  is  questioned  as  a routine 
on  any  day  of  a single  year,  in  ruling  out  infectious 
syphilis.  Of  what  value  is  uncovering  noninfec- 
tious  syphilis  from  the  standpoint  of  communicable 
diseases?  It  would  seem  that  this  legislation,  boiled 
down  to  what  a physician  might  consider  a mini- 
mum requirement,  would  mean  that  he  must  give 
a tuberculin  test  and  possibly  have  a serologic  test 
for  syphilis  performed. 

What,  then,  of  the  much  more  communicable  dis- 
ease, gonorrhea?  To  properly  enforce  the  law,  a 
physician  should  do  a vaginal  examination  and 
make  a smear  exclusion  test  for  gonorrhea.  What 
also  of  the  school  teachers  who  are  not  vaccinated 
against  smallpox?  What  about  scabies  and  the 
exanthemata  which  are  not  in  evidence  at  the  time 
of  examination  (inspection),  but  which  might  well 
be  in  the  incubation  stage? 

In  view  of  all  these  questions,  perhaps  the  kind- 
est thing  to  say  about  the  law  under  discussion  is 
that  it  was  sincerely  conceived  by  its  promulgators. 
What  was  meant  is  not  clear.  Therefore,  it  seems 
only  proper  that  each  physician  should  treat  this 
compulsory  certification  as  a problem  of  each  indi- 
vidual requesting  certification  and  he  should  deal 
with  each  puzzled  school  teacher  as  he  would  with 
a puzzled  private  patient,  doing  as  much  as  he  feels 
medically  obligated  to  do  and  charging  what  he 
feels  is  a just  fee. 
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REGULATION  OF  CHRISTIAN  SCIENCE 
PRACTITIONER 

The  question  is  often  asked  why  the  Christian 
science  practitioner  is  permitted  to  treat  all  forms 
of  disease  without  restriction  or  regulation,  while 
the  educated  physician  must  obtain  a license  to 
practice  from  the  state  before  he  can  treat  the  sim- 
plest form  of  disease.  The  physician  must  spend 
years  of  hard  study  and  hospital  interneship,  in- 
volving an  expenditure  of  large  sums  of  money,  be- 
fore he  is  permitted  to  appear  for  the  state  exam- 
ination for  a license.  An  individual  with  no  knowl- 
edge of  the  human  body  in  health  or  disease,  who 
denies  the  existence  of  illness  and  disclaims  the 
necessity  of  diagnosis,  is  permitted  as  a Christian 
science  practitioner  to  attend  complicated  and  seri- 
ous conditions  of  illness.  It  is  well  known  that  many 
patients  have  succumbed  to  illness  who  might  have 
recovered  and  led  years  of  useful  existence  had 
they  been  treated  by  scientific  medical  procedures. 
Legally  this  situation  is  due  to  the  fact  that  the 
medical  practice  act  exempts  from  its  provisions 
“treatment  by  prayer.” 

Nevertheless,  there  are  restrictions  concerning 
Christian  science  treatment  of  illness  with  which 
many  persons  are  unfamiliar.  Rocky  Mountain 
Medical  Journal 1 presents  some  pertinent  facts  on 
this  subject  from  a publication  of  which  I.  H.  Ru- 
benstein  of  the  Chicago  bar  is  author,  and  pub- 
lished by  the  Crandon  Press  of  Chicago.  It  is  as- 
serted that  these  facts  should  be  understood  by  in- 
surance carriers,  compensation  funds,  health  author- 
ities, doctors  and  medical  societies  whenever  the 
issues  arise.  The  quotation  is  as  follows: 

“Christian  scientists  can  testify  in  court,  but  are 
disqualified  as  jurors  wherein  personal  injury, 
human  physical  injury  or  illness,  and  mental  an- 
guish are  issues.  Neglect  to  call  medical  or  surgical 
aid,  when  indicated,  reduces  amount  of  recoverable 
damages,  regardless  of  religious  beliefs.  Christian 
science  practitioners  are  liable  for  malpractice  only 
as  are  other  practitioners,  for  failure  to  render  care 
according  to  the  usual  standards  of  their  respective 
order.  Divorce  may  be  granted  on  the  ground  that 
the  mate  is  a Christian  scientist  and  children  for 
obvious  reasons  may  be  awarded  to  the  one  who  is 
not.  Many  states  eliminate  Christian  scientists  from 
their  medical  practice  acts  but  require  them  to  con- 
form to  health  regulations  in  presence  of  epidemics 
or  catastrophe,  wherein  their  nonconformity  would 
endanger  others.” 

1.  Legal  Aspects  of  Christian  Science.  Rocky  Mountain 
M.  J.,  36:233,  April,  1939. 


NEW  ENDOCRINOLOGY  JOURNAL 

Knowledge  of  endocrinology  has  developed  to 
such  a stage  that  it  is  recognized  as  a distinct 
branch  of  medical  practice.  The  commanding  influ- 
ence of  ductless  glands  on  the  human  economy  has 
been  thoroughly  established,  and  many  of  its  mys- 
terious manifestations  are  well  known.  Workers  in 
this  branch  of  medical  science  have  made  fascinat- 
ing series  of  investigations  which  have  disclosed 
the  answers  to  many  physical  mysteries.  It  is  nat- 
ural, therefore,  that  special  journals  should  be  es- 
tablished to  disclose  to  the  profession  the  advance- 
ments in  these  lines  of  investigation  and  practice. 

Hitherto  the  British  profession  has  not  been 
favored  with  a special  journal  featuring  this  line  of 
practice.  The  first  issue  of  The  Journal  of  Endo- 
crinology has  been  received,  published  in  London 
by  the  Oxford  University  Press.  “The  scope  of  The 
Journal  of  Endocrinology  is  defined  as  the  publi- 
cation of  communications  which  advance  knowl- 
edge concerning  the  internally  secreting  glands,  the 
mode  of  their  actions,  the  nature  of  their  secretions, 
and  the  disorders  of  their  functions.”  A few  titles 
of  the  initial  issue  suggest  the  character  of  investi- 
gations pursued:  “The  Effects  of  Extracts  of  Preg- 
nant Mare  Serum  and  Human  Pregnancy  Urine  on 
the  Reproductive  System  of  Hypophysectomized 
Male  Rats”;  “An  Assay  Method  for  Progesterone 
based  upon  the  Decidual  Reaction  in  the  Rat”; 
“Methods  of  Extracting  Compounds  Related  to 
the  Steroid  Hormones  from  Human  Urine.”  The 
editorial  board  includes  men  prominent  in  medical 
research. 

Contributions  from  all  countries  will  be  wel- 
come. The  journal  will  be  issued  quarterly.  Sub- 
scription price  is  $6.00.  Address  of  American 
Branch  of  Oxford  University  Press  is  114  Fifth 
Avenue,  New  York  City. 


THE  TUBERCULOSIS  PROBLEM 
Tuberculosis  has  too  long  been  considered  an 
appanage  of  the  human  race,  too  long  been  thought 
of  as  uncontrollable,  inescapable.  True,  in  spite  of 
the  remarkable  record  made  in  recent  years,  it  still 
remains  the  leading  cause  of  death  and  disability 
during  the  active  period  of  life.  It  still  costs  a 
staggering  sum  for  care  as  well  as  an  enormous 
amount  in  loss  of  time  and  productivity.  It  still 
robs  the  race  of  brilliant  minds  as  well  as  those  of 
lesser  abilities.  It  still  ranks  too  high  in  the  columns 
of  mortality  figures.  But  in  spite  of  these  things, 
there  are  at  present  signs  of  change.  Mortality 
rates  are  now  about  one-third  what,  they  were 
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twenty-five  years  ago.  Sanatorium  care  for  the  in- 
dividual patient  lasts  only  about  half  as  long  as 
formerly.  Diagnosis  may  now  be  made  at  a much 
earlier  time.  Facilities  are  available  for  checking 
all  contacts  of  active  cases.  New  methods  of  treat- 
ment, especially  surgical,  are  saving  those  formerly 
considered  incurable. 

All  these  changes  are  bringing  about  a new  atti- 
tude toward  the  disease.  No  longer  is  control  a 
hopeless  problem.  Control  has,  in  a sense,  already 
arrived.  But  those  who  are  devoting  their  entire 
time  to  the  problems  raised  by  tuberculosis  have 
begun  to  see  hopes  of  going  beyond  the  stage  of 
control.  There  is  occasionally  heard  the  magic  word 
eradication.  While  it  is  yet  too  soon  to  hope  for 
elimination  of  this  disease  from  the  scene  of  human 
life,  there  is  reason  to  believe  it  may  some  day  be 
possible,  that  eventually  our  efforts  may  actually 
lead  to  complete  eradication  of  the  disease.  It  is  a 
magnificent  conception. 

Control  of  tuberculosis  has  been  brought  about, 
not  by  any  revolutionary  discovery,  not  by  any 
startling  or  abrupt  advance,  but  rather  by  steadily 
improving  application  of  principles  which  have 
been  known  almost  from  the  time  of  Koch.  Per- 
nicious anemia  and  diabetes  were  taken  from  the 
list  of  killers  by  revolutionary  discoveries.  Tuber- 
culosis is  being  removed  from  the  same  category 
by  gradual  advance.  Rest  still  constitutes  the  major 
method  of  treatment  and  its  application  may  be 
seen  in  the  present  sanatorium  care  as  well  as  in 
most  of  the  surgical  methods.  Certainly  artificial 
pneumothorax  is  a most  effective  way  of  putting  a 
lung  at  rest.  Now  also  the  developments  in  surgical 
treatment  of  cavities  in  an  adherent  apex  in  last 
analysis  are  only  methods  of  putting  the  tissue  at 
rest. 

Even  diagnostic  methods  which  now  must  in- 
clude the  tuberculin  test  and  use  of  the  roentgen 
ray,  are  almost  entirely  based  on  principles  which 
were  discovered  before  the  turn  of  the  century.  No 
radical  change  is  anticipated  nor  is  it  necessary. 
Tuberculosis  is  being  controlled  by  steady  improve- 
ment and  refinement  of  methods  which  have  long 
been  known. 

There  must  be  no  let-down  in  the  interest  of 
the  general  profession  in  the  subject  of  tuberculosis. 
The  amazing  fall  of  mortality  rates  for  the  disease 
must  not  be  allowed  to  lull  us  into  a false  sense  of 
security.  With  the  decreasing  incidence  of  the  dis- 
ease and  the  relative  infrequency  with  which  the  in- 
dividual practitioner  sees  such  cases,  there  is  apt 


to  be  a lessening  of  vigilance.  At  the  present  stage 
in  control  of  the  disease,  however,  there  must  be  in- 
creasing watchfulness.  Every  case  must  be  found 
and  the  methods  of  early  diagnosis  must  be  given 
wider  and  wider  application.  The  tuberculin  test 
and  the  roentgen  ray  should  be  freely  used  by  every 
physician.  Those  who  devote  their  entire  time  to 
the  disease  must  repeatedly  call  the  subject  to  the 
attention  of  the  general  profession,  as  they  have 
done  in  this  issue  of  Northwest  Medicine  which 
is  devoted  to  papers  on  various  phases  of  the  dis- 
ease by  tuberculosis  specialists  of  the  Pacific  North- 
west. 

Tuberculosis  is  decidedly  a public  health  prob- 
lem because  it  may  be  classified  as  a preventable 
disease  and  because  public  institutions  are  obliged 
to  render  the  major  portion  of  care.  Every  alert 
health  officer  devotes  much  of  his  time  and  energy 
toward  improvement  in  care  of  tuberculosis  in  the 
territory  under  his  jurisdiction.  Numerous  high 
quality  diagnostic  clinics  and  excellent  sanatoria 
attest  to  the  efficiency  of  these  officers.  The  trend 
for  many  years  was  toward  more  and  more  public 
care  and  public  interest  in  tuberculosis.  Now,  how- 
ever, it  is  being  recognized  that  for  further  advance 
the  private  practitioner  must  assume  some  of  the 
burden. 

We  wait  no  longer  for  symptoms  to  develop  or 
for  active  physical  signs  to  appear  before  the  diag- 
nosis is  made.  To  wait  for  these  things  is  to  delay 
too  long.  When  symptoms  and  signs  are  obvious, 
then  the  case  has  passed  the  stage  of  simple  therapy 
and  treatment  must  be  prolonged.  This  concept 
makes  it  essential  that  the  general  practitioner 
assume  the  duty  of  finding  the  active  cases.  He  is 
the  one,  and  the  only  one,  in  position  to  make  real 
progress  in  control  of  tuberculosis.  He  is  the  one 
who  can  make  the  early  diagnosis,  who  can  antici- 
pate the  disease  before  it  becomes  a serious  prob- 
lem. He  must  take  over  much  of  the  work  which 
has  heretofore  been  done  by  public  institutions. 

Indeed,  whenever  an  active  health  department 
develops  an  effective  program  of  tuberculosis  con- 
trol, it  is  found  that  cooperation  of  the  private 
practitioner  is  fundamental.  Those  programs  which 
have  had  the  greatest  success  are  based  on  the 
necessity  of  engaging  the  interest  and  skill  of  the 
general  profession.  The  general  profession,  there- 
fore, must  look  to  its  laurels.  It  must  be  ready  to 
assume  a persistent,  active  part  in  the  control  of 
tuberculosis. 
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IMPORTANT  FACTORS  IN  CONTROL  OF 
TUBERCULOSIS 
Leslie  P.  Anderson,  M.D. 

Medical  Director  Oakhurst  Sanatorium 
ELMA,  WASH. 

The  decline  in  tuberculosis  mortality  from  over 
200  per  100,000  in  1900,  to  53.6  per  100,000  in 
1937  is  more  significant  than  the  reduction  in 
death  rates  from  typhoid  fever  and  diphtheria,  for 
which  specific  remedies  are  in  current  use.  In  the 
absence  of  a specific  cure  for  tuberculosis  this  low- 
ering of  the  death  rate  is  due  to  other  causes,  chief 
among  which  has  been  the  widespread  application 
of  accepted  measures  by  the  medical  and  nursing 
professions  and  various  other  groups,  including 
philanthropic  organizations,  local,  state  and  nation- 
al tuberculosis  associations  and  public  health 
agencies.  Great  as  this  achievement  has  been  in  the 
lowering  of  the  tuberculosis  death  rate,  there  still 
exists  the  problem  that  this  disease  ranks  first 
among  the  causes  of  death  between  the  ages  of 
fifteen  and  forty.  This  is  a challenge  which  must 
be  met  in  the  control  of  tuberculosis  but,  as  stated 
by  Long1,  there  is  hope  that,  even  though  no  spe- 
cific remedy  for  tuberculosis  ever  is  discovered,  if 
all  existing  knowledge  concerning  the  disease  be 
systematically  applied,  the  problem  of  control  will 
eventually  be  reduced  to  a position  of  greatly  les- 
ser importance  than  it  occupies  at  the  present  time. 

NATURE  OF  THE  DISEASE 

When,  in  1882,  Koch  announced  his  discovery 
of  the  tubercle  bacillus  as  cause  of  tuberculosis,  the 
specific  nature  of  the  disease  was  demonstrated. 
Since  that  time  constant  additions  have  been  made 
to  knowledge  concerning  the  spread  of  the  disease 
and  how  to  prevent  it.  Pulmonary  tuberculosis  is 
the  most  frequent  form  of  tuberculosis  and  secre- 
tions from  the  respiratory  tract  or  articles  which 
have  been  soiled  by  such  secretions  are  the  most 
important  sources  of  the  organisms.  A single  mouth- 
ful of  sputum  may  contain  billions  of  the  bacilli,  to 
say  nothing  of  the  numerous  germs  contained  in  the 
mucous  spray  from  the  mouth  during  unprotected 
coughing.  Because  infection  of  other  members  of 
a household  is  relatively  easy,  when  a tuberculosis 
patient  is  in  contact  with  them,  the  disease  has 
been  referred  to  as  a “family  disease”2. 

1.  Long,  E.  R. : Tuberculosis  Research  ; Present  Trends 
Have  Grown  Out  of  Past  Achievements.  J.  Outdoor  Life, 
30:106,  April,  1933. 

2.  Nelson,  J.  E. : "Diagnosis  of  Tuberculosis.”  Read  be- 
fore Annual  Meeting  of  Washington  Tuberculosis  Associa- 
tion, Spokane,  Wash.,  June  2,  1939. 


Infants  and  small  children,  being  more  active 
and  playing  on  the  floor,  acquire  infectious  mate- 
rial more  readily  than  adult  members  of  the  house- 
hold. Under  such  circumstances,  the  greatest  care 
must  be  exercised  to  prevent  infection  by  avoidance 
of  direct  contact,  such  as  kissing  and  use  of  the 
same  utensils  as  the  patient. 

After  gaining  entrance  to  the  body,  the  bacilli 
then  find  their  way  to  the  various  organs,  most 
frequently  the  lungs.  At  the  site  of  the  infection 
pneumonic  areas  occur  which  may  be  of  varying 
extent.  Such  infections  are  termed  primary  injec- 
tions or  first  injection  forms  of  tuberculosis  or 
childhood  type  of  tuberculosis.  The  most  charac- 
teristic feature  of  this  type  is  involvement  of  region- 
al lymph  nodes.  If  of  sufficient  extent  and  severity 
death  may  occur,  but  the  great  majority  of  these 
patients  recover.  Bacilli  have  been  known  to  re- 
main viable  in  these  lesions  for  years.  I once  diag- 
nosed tuberculosis  in  a patient,  where  initial  infec- 
tion had  occurred  eleven  years  previously  by  con- 
tact with  a tuberculous  mother.  This  period  of 
latency  may  constitute  a real  danger,  particularly 
in  the  period  of  adolescence.  During  this  time 
symptoms  may  be  absent.  As  a result  of  initial 
infection,  sensitivity  to  the  bacilli  or  their  products 
ensues  and  the  tuberculin  test  becomes  positive. 

When  reinfection  occurs,  the  source  of  the  bacilli 
may  be  endogenous  or  exogenous.  If  endogenous, 
they  arise  from  multiplication  of  organisms  in  a 
preexisting  latent  focus;  while  if  exogenous,  from 
additional  contact  with  germs  from  an  open  case 
of  tuberculosis.  Hence  the  danger  of  further  con- 
tact after  initial  infection  has  occurred.  This  type 
of  involvement  is  known  as  secondary  type  or  re- 
infection form  of  tuberculosis  or  adult  type  of 
tuberculosis.  The  regional  lymph  nodes  are  unin- 
volved and  the  lesions  are  often  destructive  so  that 
excavations  are  of  frequent  occurrence.  By  far  the 
most  serious  and  disabling  lesions  result  from  re- 
infection. 

After  reinfection  has  occurred,  environmental 
factors,  such  as  faulty  nutrition,  abnormal  fatigue 
and  acute  infectious  diseases,  may  be  of  importance 
in  determining  the  occurrence  of  active  tuberculosis. 
Tuberculosis  occurs  most  frequently  in  young  adult 
life  which  is  the  period  of  greatest  physiologic  ac- 
tivity. The  individual  is  approaching  the  most  pro- 
ductive span  of  the  life  cycle,  when  the  desire  for 
greater  economic  sufficiency  is  strong  and  the 
tendency  to  overwork  is  most  likely  to  be  present. 
Excesses  are  common  which  react  unfavorably  up- 
on the  general  health.  Neglect  of  proper  hygiene 
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and  improper  choice  of  food  may  result  in  faulty 
nutrition.  Following  acute  infectious  diseases  the 
individual  may  be  so  weakened  as  to  predispose  to 
the  spread  of  a previously  latent  lesion.  Especially 
is  this  true  of  influenza,  measles  and  scarlet  fever. 
I recently  observed  a case  of  tuberculosis,  in  which 
an  attack  of  mumps  a few  weeks  previously  may 
have  led  to  the  development  of  an  active  lesion.  But 
it  is  extremely  difficult  to  evaluate  the  influence  of 
these  environmental  factors,  since  the  virulence  of 
the  bacilli  may  vary  at  different  times. 

FACTORS  IN  TUBERCULOSIS  CONTROL 

In  accordance  with  the  facts  above  mentioned 
concerning  the  disease,  methods  of  tuberculosis  con- 
trol have  been  developed  which  have  sought  a solu- 
tion to  some  of  these  problems.  Factors  in  the  con- 
trol of  tuberculosis  may  be  conveniently  classified 
under  the  broad  headings  of  general  and  specific. 

GENERAL  FACTORS  IN  TUBERCULOSIS  CONTROL 

General  f actors  include  those  measures  which 
have  resulted  in  improvement  of  economic  and 
sanitary  conditions  and  elimination  of  tuberculosis 
in  cattle. 

Improvement  in  economic  and  sanitary  condi- 
tions. Bushnell  quotes  Ranke3  as  follows:  “General 
hygienic  measures,  above  all  in  construction  of 
dwellings  and  in  canalization,  and  raising  of  the 
average  income  of  the  working  man,  have  reduced 
the  mortality  from  phthisis  of  the  Germanic  coun- 
tries to  an  extraordinary  degree.”  Whether  econ- 
omic depression  will  eventually  have  the  effect  of 
causing  an  increase  in  the  tuberculosis  death  rate  is 
not  known.  During  the  past  ten  years,  each  year, 
with  the  exception  of  1936,  has  shown  a progres- 
sive decline  in  mortality  from  tuberculosis  in  the 
United  States. 

Elimination  of  tuberculosis  in  cattle.  Widespread 
use  of  the  tuberculin  test  in  cattle,  with  elimination 
of  positive  reactors,  has  practically  excluded  the 
possibility  of  contamination  of  the  milk  supply 
with  the  bovine  type  of  bacillus.  The  result  has 
been  a marked  decline  in  the  incidence  of  many 
types  of  tuberculosis,  particularly  in  children.  Sev- 
eral years  ago  Landis4  drew  attention  to  the  disap- 
pearance of  scrofula.  It  is  probable  that  the  inci- 
dence of  bone  and  joint  tuberculosis  in  children 
has  diminished  for  the  same  reason  and  likewise 
many  cases  of  intestinal  tuberculosis. 

Specific  factors  in  tuberculosis  control.  Specific 

3.  Bushnell,  G.  E. : Study  in  Epidemiology  of  Tuberculo- 
sis, p.  17.  William  Wood  & Co.,  N.  Y.,  1922. 

4.  Landis,  H.  R.  M. : Disappearance  of  Scrofula.  Trans- 
actions, National  Tuberculosis  Association,  p.  131.  Twenty- 
fifth  Annual  Meeting,  1929. 


measures  in  control  of  tuberculosis  include  case 
finding,  institutional  treatment  and  education. 

Case  finding  embraces  all  those  measures  and 
facilities  for  the  discovery  of  tuberculosis,  more 
particularly  early  tuberculosis.  It  should  be  axio- 
matic that  before  there  can  be  good  case  finding, 
there  must  be  adequate  facilities  for  the  diagnosis 
of  tuberculosis. 

In  localities  where  a tuberculosis  sanatorium  is 
established,  there  exists  an  excellent  opportunity 
for  organization  of  a case  finding  or  clinic  service 
in  connection  with  the  outpatient  department. 

Adequate  clinic  facilities  constitute  the  first  re- 
quisite for  a good  case  finding  program.  These  out- 
patient clinics  should  first  of  all  be  held  at  a reg- 
ularly specified  date  and  place.  The  next  requisite 
is  for  qualified  personnel,  including  a tuberculosis 
specialist  and  a capable  public  health  nurse.  The 
physician  should  have  had  experience  in  diagnosis 
of  tuberculosis  and  preferably  also  experience  in 
interpretation  of  chest  roentgenograms.  Facilities 
should  be  readily  available  if  not  actually  acces- 
sory, to  the  clinic  for  the  securing  of  good  quality 
roentgenograms  of  the  chest.  Quarters  should  be 
reasonably  ample,  light  and  quiet,  and  there  should 
be  adequate  waiting  room  space  available. 

Role  of  family  physician.  An  adequate  program 
of  tuberculosis  case  finding  should  not  fail  to  take 
account  of  a very  important  factor,  the  cooperation 
of  the  family  physician.  It  is  safe  to  say  that,  with- 
out his  cooperation  in  referring  suspicious  cases  for 
diagnosis,  the  tuberculosis  control  program  will  not 
achieve  all  the  success  it  deserves.  The  family  phys- 
ician occupies  a unique  position  in  relation  to  the 
problem  of  tuberculosis  control  because  the  patient 
first  consults  him  regarding  suspicious  symptoms. 
If  at  this  time  tuberculosis  be  kept  in  mind  as  a 
possibility,  many  cases  will  be  discovered  which 
might  otherwise  be  undetected.  This  is  particularly 
true  in  diagnosis  of  early  tuberculosis,  about  which 
there  is  often  considerable  doubt.  In  case  of  doubt 
a history  of  previous  exposure  may  be  helpful. 

Certain  diseases  are  characterized  by  a higher 
incidence  of  tuberculosis  than  normal,  including 
diabetes  mellitus  and  the  pneumoconioses,  such  as 
silicosis,  asbestosis,  etc.  The  management  of  tuber- 
culosis and  pregnancy  often  constitutes  such  a 
difficult  problem  that  every  pregnant  woman  should 
be  carefully  checked  for  the  existence  of  possible 
tuberculosis. 

Tuberculin  test.  During  recent  years  the  diag- 
nosis of  early  or  presymptomatic  tuberculosis  has 
been  considerably  enhanced  by  the  widespread  use 
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of  the  intracutaneous  tuberculin  test.  In  doubtful 
cases  application  of  the  Mantoux  test  may  furnish 
valuable  information.  It  must  be  emphasized,  how- 
ever, that  a positive  tuberculin  reaction  is  not  nec- 
essarily diagnostic  of  an  active  lesion.  The  diag- 
nosis hinges  on  the  followup,  consisting  of  examin- 
ation, roentgen  and  laboratory  studies. 

The  chest  roentgenogram.  According  to  Exner5 
the  diagnosis  of  early  tuberculosis  cannot  be  said 
to  be  complete  without  a satisfactory  roentgeno- 
gram of  the  chest.  This  has  made  valuable  con- 
tributions to  case  finding  and  tuberculosis  control. 

Examination  of  the  sputum  of  doubtful  cases  is 
another  valuable  procedure.  A positive  sputum  is 
the  only  single  finding  positively  diagnostic  of 
tuberculosis. 

Role  of  public  health  nurse.  The  well  trained  and 
tactful  public  health  nurse  occupies  a position  of 
vital  importance  in  the  case  finding  program.  She 
assists  at  all  clinics  and  makes  home  calls  on  all 
cases  considered  suspicious  as  well  as  those  in  whom 
a positive  diagnosis  of  tuberculosis  has  been  made. 
The  purpose  of  these  visits  is  to  see  that  the  in- 
structions of  the  tuberculosis  specialist  are  carried 
out  with  reference  to  rest,  graduated  exercise  and 
diet.  She  also  has  the  supervision  of  cases  under 
home  treatment,  awaiting  entrance  to  the  sanator- 
ium, as  well  as  patients  who  have  been  discharged, 
reminding  them  to  return  at  the  proper  interval 
for  periodic  examination.  She  instructs  the  patients 
in  the  proper  care  and  disposal  of  sputum  and  pro- 
tection during  coughing,  the  sterilization  of  utensils, 
and  measures  designed  to  prevent  the  infection  of 
other  members  of  the  family,  particularly  children. 
She  has  an  excellent  opportunity  to  recommend  the 
check-up  of  all  contacts  of  known  cases.  She  is  in  a 
position  to  make  helpful  suggestions  for  the  benefit 
of  the  patient  pertaining  to  such  things  as  ventila- 
tion, possible  choice  of  a room  and  the  proper 
location  of  the  patient’s  bed  and  a comfortable  mat- 
tress. Attention  to  such  details  always  contributes 
greatly  to  the  success  of  treatment. 

INSTITUTIONAL  TREATMENT 

During  recent  years  the  tuberculosis  sanatorium 
or  hospital  has  been  gaining  wider  recognition  as 
best  adapted  to  the  treatment  of  tuberculosis.  Ex- 
cept under  almost  ideal  conditions,  the  home  treat- 
ment of  tuberculosis  will  practically  always  end  in 
failure.  In  the  first  place,  the  home  was  never  de- 
signed as  a hospital  and  measures  which  might 
seem  trivial  to  the  other  members  of  the  family, 

5.  Exner,  P.  B. : “Value  of  Roentgen  Ray  in  Diagnosis  of 
Tuberculosis.”  Read  before  Grays  Harbor  Medical  Society, 
Aberdeen,  Wash.,  May,  1939. 


may  be  neglected  to  the  detriment  of  the  patient. 
Details,  such  as  limitation  of  the  number  of  visitors 
and  the  attendant  excitement  of  the  patient,  may 
spell  the  difference  between  success  and  failure  in 
treatment.  In  the  second  place,  there  is  absence  of 
the  professional  advice  and  supervision  which  in 
itself  often  spells  success.  In  the  third  place,  one  is 
dealing  with  a chronic  disease,  and  home  care  may 
become  burdensome  in  the  end,  if  not  in  the  be- 
ginning. I have  been  occasionally  informed  by 
patients  who  have  made  a failure  of  home  treat- 
ment of  tuberculosis  that,  had  they  only  realized 
the  true  value  of  institutional  care,  they  would  have 
more  readily  accepted  the  benefit  of  that  type  of 
treatment. 

In  another  direction,  there  has  been  gradually 
developing  a change  in  the  attitude  of  the  public 
toward  sanatorium  treatment.  Patients  now  realize 
that  with  developments  in  early  diagnosis  and  col- 
lapse therapy,  tuberculosis  is  becoming  a curable 
disease  and  they  are  more  willing  to  accept  sana- 
torium care.  Formerly,  when  tuberculosis  was  con- 
sidered incurable,  a diagnosis  of  tuberculosis  al- 
ways implied,  in  the  public  consciousness,  a grave 
prognosis,  but  that  attitude  is  changing. 

From  the  standpoint  of  the  public  health  and  the 
control  of  tuberculosis,  the  isolation  of  open  cases 
of  the  disease  and  spreaders  of  bacilli  is  a measure 
of  great  value.  It  has  undoubtedly  contributed 
greatly  to  the  decline  in  the  tuberculosis  mortality 
by  limitation  of  spread  of  infection  and  direct 
contact. 

Another  benefit  of  sanatorium  treatment  con- 
sists in  education  of  the  individual  patient.  He  is 
taught  the  fundamentals  of  how  tuberculosis  de- 
velops and  how  it  is  spread.  He  learns  the  necessity 
for  covering  the  mouth  during  coughing  and  care 
and  disposal  of  his  sputum  in  proper  containers. 
He  is  taught  to  take  his  temperature  twice  daily 
and  to  regard  elevations  of  temperature  and  pulse 
rate  significantly.  He  is  taught  the  importance  of 
rest  and  to  go  to  bed  when  any  suspicious  symptom 
arises;  also,  that  exercise  is  like  medicine  and  is  to 
be  prescribed  in  judicious  doses.  When  ready  for 
discharge,  the  patient  should  be  in  position  to  avoid 
a relapse,  barring  the  occurrence  of  incidents  be- 
yond his  control.  Also,  because  of  such  education 
during  his  period  of  treatment,  he  should  be  able  to 
successfully  avoid  infecting  others. 

VOCATIONAL  REHABILITATION 

A few  of  the  larger  institutions  have  adopted  a 
program  of  vocational  rehabilitation  but  this  pro- 
gram has  not  yet  received  general  application  in 
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all  sanatoria.  The  patient  receives  instruction  in  a 
vocation  suited  to  his  ability  and  which  will  require 
a minimum  of  bodily  activity.  When  discharged, 
he  is  capable  of  becoming  more  or  less  self-support- 
ing in  the  newly  acquired  vocation  and  possibility 
of  relapse,  due  to  overexertion,  will  constitute  less 
of  a menace  than  otherwise. 

EDUCATION 

One  of  the  earliest  effects  of  the  program  of 
education,  carried  on  by  tuberculosis  associations, 
was  the  campaign  against  spitting.  Nowadays,  spit- 
ting on  the  street  is  occasionally  observed,  but 
spitting  in  public  buildings  and  in  public  convey- 
ances is  definitely  frowned  upon. 

A result  of  the  program  of  education  regarding 
the  disease  is  that  hemorrhage  from  the  lungs  has 
come  to  be  regarded  as  a frequent  indication  of 
tuberculosis.  Anyone,  who  has  had  an  hemoptysis 
will  almost  without  fail  consult  his  physician  for 
diagnosis. 

Although  much  has  been  accomplished  in  the 
program  of  education,  much  remains  to  be  done. 
One  still  frequently  hears  remarks  such  as  the  fol- 
lowing: “I  can’t  understand  how  I can  have  tuber- 
culosis; it  was  never  in  my  family.”  Education 
should  endeavor  to  impress  the  point  that  tuber- 
culosis is  not  inherited  but  is  spread  by  the  distrib- 
ution of  tubercle  bacilli  present  in  contaminated 
material  from  a careless  patient. 

Finally,  the  annual  Christmas  Seal  Sale  is  a con- 
tinual reminder  that  the  crusade  against  tuber- 
culosis is  still  in  effect  and  that  efforts  to  control 
the  disease  are  even  now  as  necessary  as  always. 


ESSENTIAL  FACTORS  IN  DIAGNOSIS 
OF  TUBERCULOSIS 
Frank  S.  Miller,  M.D. 

Medical  Director  Edgecliff  Sanatorium 
SPOKANE,  WASH. 

Essential  factors  in  diagnosis  of  tuberculosis  are 
to  be  found  in  the  well  known  procedures  of  his- 
tory, physical  examination,  laboratory  and  roentgen 
examinations.  The  burden  of  diagnosis  must  not 
fall  on  any  one  procedure,  no  matter  how  typical 
the  evidence  appears.  Errors  will  be  avoided  only 
when  the  diagnosis  is  a clinical  one  and  reached 
after  due  consideration  of  all  facts  found  by  all 
of  the  various  methods  of  examination.  What  ap- 
pears to  be  an  advanced  tuberculosis  will  be  shown 
in  an  entirely  different  light,  if  the  sputum  proves 
persistently  negative  for  tubercle  bacilli.  A typical 
appearing  bronchiectasis,  silicosis  or  acute  respira- 
tory infection  will  prove  to  be  far  from  typical,  if 


the  sputum  examination  shows  tubercle  bacilli  pres- 
ent. A history  may  be  a little  unusual,  physical 
signs  a little  too  pronounced  and  suspicious  infiltra- 
tion of  the  roentgen  film  prove  by  rapid  and  com- 
plete resolution  to  have  been  of  pneumonic  origin. 
Being  fortunate  in  having  so  many  different  meth- 
ods of  examination,  all  should  be  utilized  so  that,  if 
some  fail  to  give  the  true  answer  in  the  diagnostic 
puzzle,  the  remaining  will  suffice. 

HISTORY 

A record  of  exposure  to  tuberculosis,  especially 
in  childhood,  is  a suspicious  item  and  should  sug- 
gest tuberculosis  in  any  adult  with  an  obscure  lung 
lesion.  If  the  exposure  has  been  intimate  and  pro- 
longed, as  when  another  member  of  the  family  has 
had  tuberculosis,  danger  of  infection  is  greatly  in- 
creased. The  danger  of  adult  tuberculosis  in  indi- 
viduals infected  in  childhood  is  given  by  various  in- 
vestigators as  7 to  15  per  cent  greater  after  a ten 
year  period  than  in  corresponding  groups  of  chil- 
dren uninfected  in  childhood.  Greater  pessimism  is 
felt  toward  this  infected  group  for  the  second  and 
even  third  decade.  Infection  in  childhood  is  the 
explanation  why  so  many  adult  patients  report 
tuberculosis  in  brothers  and  sisters,  even  though 
they  have  been  separated  for  years  and  all  were 
well  when  last  together. 

PAST  HISTORY 

Previous  attacks  of  pleurisy  with  effusion,  spit- 
ting of  blood,  repeated  attacks  of  dry  pleurisy  and 
unexplained  attacks  of  fever  should  be  given  care- 
ful attention  as  they  are  suggestive  of  previous  at- 
tacks of  tuberculosis.  A history  of  silicosis  should 
be  considered  carefully  as  this  disease  definitely  pre- 
disposes to  the  development  of  tuberculosis. 

PRESENT  HISTORY 

The  onset  may  be  so  slow  that  little  attention  is 
paid  to  gradual  decline  in  health.  Only  by  careful 
questioning  will  such  patients  admit  their  symp- 
toms. Many  times  they  come  for  examination  be- 
cause of  the  development  of  some  alarming  symp- 
tom as  pain  in  the  chest,  loss  of  weight,  spitting  of 
blood  or  shortage  of  breath.  On  the  other  hand, 
the  abrupt  onset  is  quite  as  important,  where  the 
initial  symptoms  resemble  an  acute  cold,  bronchitis 
or  influenza.  Such  an  onset  may  terminate  as  many 
colds  have  in  the  past,  but  most  seem  to  leave  a 
cough,  dry  or  moist  and  frequently  of  no  marked 
severity. 

It  is  important  to  bear  in  mind  that  the  dura- 
tion of  any  acute  respiratory  infection  is  from  one 
to  three  weeks.  Any  symptom  of  such  an  infection, 
especially  a cough,  lasting  longer  than  this  should 
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be  thoroughly  investigated.  Examination  of  such  a 
patient  during  the  onset  will  frequently  reveal  phys- 
ical signs  and  not  infrequently  tubercle  bacilli  will 
be  found  in  the  sputum.  If  unrecognized  at  this 
time,  the  patient  will  return  with  manifest  tuber- 
culosis within  six  months. 

SYMPTOMS 

The  usual  complaints  of  cough,  expectoration, 
loss  of  weight,  fatigue,  fever  and  weakness  are  all 
frequently  found  in  well  advanced  tuberculosis. 
They  are  less  pronounced  in  earlier  cases  and  many 
may  be  missing.  None  are  pathognomonic  and  are 
to  be  found  in  a variety  of  other  diseases.  Special 
characteristics  usually  point  to  some  other  lung 
disease  as  the  sputum  in  abscess  or  bronchiectasis, 
the  cough  in  aneurism  or  whooping  cough.  Patients, 
however,  sometimes  describe  the  fatigue  as  particu- 
larly striking,  worse  than  follows  the  hardest  work 
or  strain  in  health. 

Sometimes  they  are  tired  upon  awakening  from  a 
good  night’s  sleep;  sometimes  the  fatigue  comes 
promptly  after  beginning  the  usual  activities  of  the 
day  and  becomes  more  pronounced  as  the  day  goes 
on,  finally  leaving  the  patient  scarcely  capable  of 
any  further  activity  at  all.  Night  sweats  in  tuber- 
culosis are  cold  and  clammy.  They  are  usually 
enough  to  dampen  the  clothes,  and  may  be  present 
over  the  neck  and  chest  only.  When  present  they 
usually  occur  shortly  after  the  patient  falls  asleep 
and  will  occur  with  sleep  in  the  daytime  as  well  as 
at  night. 

PHYSICAL  EXAMINATION 

Percussion  and  auscultation  are  the  most  impor- 
tant features  of  physical  diagnosis.  Both  must  be 
used  together.  Auscultatory  evidence  without  per- 
cussion changes  are  interpreted  entirely  differently 
from  the  same  changes  accompanied  by  percussion 
abnormalities.  For  both  the  room  should  be  quiet 
and  the  examiner  comfortably  placed.  The  examin- 
ation should  be  unhurried  and  follow  a definite 
routine  of  procedure.  It  is  common  to  percuss  first 
and  auscultate  later.  If  this  order  is  followed,  the 
percussion  should  be  checked  again  after  ausculta- 
tion. Deep  breathing  aerates  areas  of  atelectasis 
frequently  found  around  lesions  and  which  may 
make  the  percussion  difficult  and  confusing. 

Certain  changes  in  the  contour  of  the  chest  must 
be  borne  in  mind  as  they  change  the  normal  note  of 
percussion  resonance.  Most  important  are  the 
changes  accompanying  a scoliosis.  With  scoliosis, 
posteriorly  the  side  opposite  the  convexity  of  the 
curve  will  show  dullness;  the  side  opposite  the  con- 
cavity will  show  hyperresonance.  In  front  the  op- 


posite is  true.  The  side  to  which  the  convexity 
points  will  be  hyperresonant,  the  side  opposite  the 
concavity  will  be  dull.  Consequently  one  should 
never  percuss  the  front  of  the  chest  without  similar 
examination  in  back,  as  definite  dullness  there  may 
be  due  to  such  change  in  the  configuration  of  the 
ribs. 

One  always  thinks  of  scoliosis  when  the  dullness 
of  one  side  is  carried  to  the  opposite  side  in  front 
rather  than  the  same  side.  If  the  scoliosis  be  above 
and  a compensatory  curve  occur  below,  the  same 
rules  follow.  Under  these  circumstances  one  lung 
behind  will  be  dull  above  and  resonant  below.  The 
opposite  will  be  hyperresonant  above  and  dull  be- 
low. In  front  just  the  reverse  will  be  found,  dull- 
ness or  hyperresonance  appearing  on  the  opposite 
side.  These  changes  are  so  real  and  definite  that  if 
not  correctly  explained  by  the  peculiar  distribution, 
they  will  be  erroneously  interpreted  as  caused  by 
massive  infiltration. 

In  percussion,  special  methods  may  be  used.  Most 
important  of  these  are  Kroenig’s  areas  of  reflected 
resonance  appearing  in  the  neck  and  shoulders. 
These  signs  are  most  dependable  if  one  is  accurate 
in  percussion.  For  a specialist  they  are  indispen- 
sable but  few  general  men  become  proficient  in 
their  determination.  The  most  important  point  in 
the  method  of  percussion  is  to  use  a light  stroke. 
A note  just  loud  enough  to  be  heard  will  give  the 
best  results.  The  rate  on  one  side  should  be  com- 
pared with  that  elicited  in  exactly  the  same  place 
on  the  opposite  side. 

Few  definite  infiltrations  should  be  missed  by 
such  percussion.  If  they  do  pass  unrecognized,  the 
blame  should  fall  on  the  examiner  rather  than  the 
method  of  examination.  Dullness  front  and  back, 
accompanied  by  a narrowing  of  Kroenig’s  isthmus 
all  on  the  same  side,  points  to  an  infiltration  in  the 
lung  below  just  as  surely  as  does  a dense  shadow  on 
a roentgen  film.  Nor  should  one  feel  that  small 
lesions  cannot  be  recognized  by  percussion.  For- 
tunately such  lesions  produce  dullness  beyond  their 
actual  size,  probably  from  secondary  changes  affect- 
ing the  air  supply  of  the  surrounding  lung. 

AUSCULTATION 

Changes  in  breath  sounds  and  presence  of  rales 
are  the  most  important  signs  to  be  found  in  auscul- 
tation. Neither  are  characteristically  found  in  tuber- 
culosis, but  when  present  they  add  much  to  our 
knowledge.  Their  absence  by  no  means  proves  that 
no  such  disease  is  present.  The  earliest  change  in 
the  breath  sounds  in  tuberculosis  is  probably  a 
weakened  vesicular  murmur.  When  denser,  harder 
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or  older  lesions  are  present,  the  breath  sounds  show 
prolongation  and  an  increase  in  the  pitch.  Changes 
in  duration  and  pitch  of  weakened  and  distant 
breath  sounds  may  be  difficult  to  hear  and  are  very 
important  to  recognize.  The  usual  stethoscope  with 
small  chest  piece  seems  inadequate.  One  should 
have  several  diaphragms  of  different  size,  the  larger 
ones  being  used  to  accentuate  volume  and  catch 
sounds  of  low  pitch  heard  poorly  with  small  chest 
pieces.  Results  from  such  an  arrangement  compare 
very  favorably  with  the  advantages  found  in  high 
priced  cumbersome  electric  stethoscopes. 

Typical  rales  in  tuberculosis  are  of  the  quality 
known  as  resonant  or  consonating,  as  contrasted 
with  the  nonresonant  or  nonconsonating  to  be  found 
in  lungs  with  no  infiltration  or  other  structural 
changes.  The  difference  in  the  sound  of  the  two 
compares  with  the  difference  in  sound  between  nor- 
mal vesicular  breathing  and  bronchial  breathing. 
A nonconsonating  or  nonresonant  rale,  like  vesicular 
breathing,  is  muffled  in  its  transmission  to  the  chest 
wall  by  normal  lung;  has  a soft,  rather  distant 
sound  and  may  be  somewhat  difficult  to  hear.  Like 
bronchial  breathing  the  resonant  or  consonating  rale 
well  transmitted  through  infiltration  is  loud,  clear 
and  easily  heard.  Typical  rales  in  tuberculosis  us- 
ually occur  in  showers,  best  heard  after  expiration 
and  cough;  are  persistent  and  persistently  localized. 
They  do  not  change  or  disappear  after  repeated 
cough  and  deep  breathing. 

In  tuberculosis  with  its  multitude  of  pathologic 
changes  rales  are  an  inconstant  sign.  In  examination 
of  large  numbers  of  known  tuberculous  individuals 
it  is  always  of  interest  to  find  how  frequently  rales 
are  absent  or  inconspicuous  and  atypical.  This  is 
true  of  the  patient  newly  under  treatment  as  well 
as  those  well  along  in  their  treatment.  This  prob- 
ably explains  the  poor  results  claimed  by  many 
men  in  physical  examination.  The  stethoscope  is 
the  favored  instrument,  used  almost  to  the  exclu- 
sion of  anything  else,  and  rales  are  the  signs  com- 
monly sought.  If  no  rales  are  present  and  the  exam- 
ination is  made  without  auscultation’s  companion, 
percussion,  no  idea  is  to  be  had  of  what  lies  below. 

LABORATORY  EXAMINATIONS 

Search  for  tubercle  bacilli  is  the  only  important 
laboratory  procedure  in  diagnosis  of  tuberculosis. 
Persistent  search  for  the  bacillus  is  probably  the 
most  important  of  all  diagnostic  features  in  this 
disease.  Information  gained  by  the  method  will  de- 
pend upon  the  skill  and  care  given  to  the  search. 
When  the  lesion  is  small  and  germs  are  few,  the 


search  should  go  through  successive  stages  of  exam- 
ination of  single  specimens,  concentration  of  twen- 
ty-four hour  specimens  and  finally  culture  methods. 

While  ordinarily  finding  of  acid-fast  organisms  in 
sputum  is  considered  pathognomonic,  one  excep- 
tion may  occasionally  be  encountered.  Malignancies 
of  the  lung  may  show  acid-fast  organisms  which  are 
not  tubercle  bacilli.  In  one  of  our  two  such  cases  in 
the  past  five  years  acid-fast  bacilli  were  found  early 
in  an  accompanying  pleural  effusion.  Both  cases 
showed  acid-fast  bacilli  in  the  sputum  and  both 
cases  coming  to  autopsy  revealed  no  tuberculosis, 
at  least  macroscopically.  We  have  not  as  yet  had 
an  opportunity  to  study  such  bacilli  since  starting 
our  culture  of  tubercle  bacilli.  If  the  opportunity 
again  presents  itself  this  will  be  done  and  the  bac- 
teria carried  through  culture  and  laboratory  ani- 
mals. 

In  examining  urinary  samples  one  must  guard 
against  the  acid-fast  smegma  bacillus.  Prolonged 
decolorization  seems  essential  here,  much  longer 
than  is  used  with  sputum  samples.  When  instru- 
mentation is  used,  one  must  guard  against  acid- 
fast  water  bacilli  likely  to  be  found  in  rubber  tubes 
of  irrigation  cans,  even  if  these  are  kept  filled  with 
strong  antiseptic  solutions.  In  staining  the  speci- 
men distilled  water  should  be  used  rather  than  tap 
water.  We  are  not  in  favor  of  the  staining  jar, 
wherein  several  slides  are  stained  together.  Here 
there  is  considerable  chance  of  particles  from  one 
slide  contaminating  another. 

In  examining  the  specimen  any  thick  portion, 
where  tissue  or  blood  cells  retain  the  least  red  color, 
should  be  disregarded  else  a bacillus  insufficiently 
reached  by  the  acid  alcohol  be  mistaken  for  a true 
acid-fast  organism.  No  harm  is  done  if  the  speci- 
men is  bloody;  in  fact,  in  several  instances  with  our 
work  tubercle  bacilli  have  been  found  in  such  a 
sample,  where  prior  clear  samples  have  been  nega- 
tive. 

If  the  direct  specimens  prove  negative,  then  con- 
centration would  be  performed.  We  used  the  Andrus 
and  MacMahon1  method  and  it  has  been  most  sat- 
isfactory. Concentration  tests  regularly  are  success- 
ful in  sputum,  urine  pleural  effusions,  spinal  fluid 
and  sometimes  pus  from  cold  abscesses.  If  concen- 
tration methods  are  used,  one  should  cover  the  en- 
tire slide  with  the  microscope  before  making  a nega- 
tive report.  If  concentration  tests  are  negative,  then 
cultures  should  be  made.  For  cultures  we  use  (1) 
Corper’s  methods  of  preparing  the  specimen  and 

1.  Andrus,  P.  M.  and  MacMahon,  H.  E. : Use  of  Volatile 
Hydrocarbons  in  Concentration  of  Tubercle  Bacilli.  Am. 
Rev.  Tuberc.,  9:99-106,  April,  1924. 
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(2)  Petrognani’s  culture  media.2  One-half  the  slant 
is  scraped  with  a platinum  loupe  fourteen  to  fifteen 
days,  whether  visible  growth  is  apparent  or  not. 
The  other  half  is  left  undisturbed  for  further  in- 
cubation and  a visible  growth  expected  in  from 
twenty-one  to  thirty  days.  Cultures  of  pleural  fluids 
and  pus  from  cold  abscesses  regularly  give  growth 
of  tubercle  bacilli  on  this  medium. 

While  it  is  said  frequently  that  cases  should  be 
diagnosed  while  the  sputum  is  negative,  we  have 
quite  consistently  found  the  organisms  from  small 
infiltrations.  The  statement  that  a sputum  is  nega- 
tive should  carry  with  it  information  concerning 
how  complete  the  search  has  been. 

Of  late  much  has  been  said  of  the  examination  of 
stomach  contents  for  tubercle  bacilli.  This  seems  to 
me  to  be  warranted  only  in  the  youngest  of  patients. 
Sputum  must  be  raised  to  the  larynx  to  be  swal- 
lowed and  with  careful  nursing  and  observation  pa- 
tients of  from  seven  or  eight  years  up  should  be 
taught  to  clear  the  throat  and  expectorate.  Many 
times  samples  can  be  furnished  when  attendants  and 
nurses  have  been  told  that  even  the  smallest  speci- 
men is  worthy  of  examination.  Otherwise,  such 
samples  will  have  been  discarded  as  being  too  small. 
Recently  some  question  has  arisen  as  to  possible 
errors  in  considering  all  acid-fast  bacteria  in  stom- 
ach contents  as  being  tubercle  bacilli. 

The  other  laboratory  procedures,  especially  the 
Schilling’s  differential,  Arneth’s  count  and  sedi- 
mentation tests,  have  all  proven  disappointing  to 
us  from  the  standpoint  of  diagnosis.  Not  infrequent- 
ly these  may  be  normal  in  cases  proven  to  have 
active  tuberculosis. 

The  last  method  of  diagnosis,  the  roentgen  ray, 
is  to  be  presented  in  this  symposium  in  an  article 
of  its  own.  For  this  reason  no  discussion  will  be 
given  here. 

The  diagnosis  of  tuberculosis  at  times  is  easy;  in 
some  instances  extremely  difficult.  Lacking  enough 
information  with  which  to  be  positive,  one  can  do 
two  things  to  serve  well  his  patient;  first,  observe 
over  a period  of  one  to  four  weeks,  watching  for 
changes  which  will  indicate  tuberculosis  or  point 
definitely  to  some  other  disease;  second,  careful 
repetition  of  all  methods  of  examination.  Patients 
will  not  complain  of  the  delay,  if  the  physician 
keeps  busy  with  his  examinations.  A diagnosis 
should  never  be  made  on  insufficient  information* 
for  with  observation  the  disease  may  later  turn  out 
to  be  of  nontuberculous  nature. 

2.  Jamieson,  S.  R. : Comparison  of  Certain  Media  for 
Cultivation  of  Tubercle  Bacille  From  Sputum.  J.  Path.  & 
Bact.,  42:435-440,  March,  1936. 


ROENTGEN  EXAMINATION  IN  DIAGNOSIS 
OF  PULMONARY  TUBERBULOSIS 
Frederick  B.  Exner,  M.D. 

SEATTLE,  WASH. 

Since  1897,  when  Williams  hoped,  on  the  basis 
of  his  fluoroscopic  studies,  that  he  “might  find  in 
roentgen  rays  another  means  of  recognizing  pulmo- 
nary tuberculosis  in  the  earliest  stages,”  roentgen- 
ology has  played  an  increasingly  important  part  in 
the  technic  of  chest  diagnosis.  Progress  has  been 
sporadic,  with  brilliant  periods  of  amazing  achieve- 
ment, followed  by  periods  of  fumbling  and  disap- 
pointment. Ideas  of  interpretation  and  technical 
procedures  have  again  and  again  been  revised  as 
advances,  if  one  permitted  or  demanded  changes  in 
the  other,  and  both  progressed  as  fast  as  improve- 
ments in  roentgen  generators,  accessories  and  films 
permitted.  Through  cumulative  refinement  we  have 
reached  a stage  where  for  the  last  many  years  the 
roentgen  ray  has  been  generally  recognized  as  the 
most  important  single  agent  in  chest  diagnosis. 

Where  such  progress  has  occurred  in  some  forty 
years,  it  is  too  much  to  expect  that  the  profession 
at  large  could  keep  accurate  pace  with  advances  as 
they  occurred.  Many  men  still  practicing  had  their 
training  before  roentgen  rays  were  known,  and  even 
the  younger  men  have  found  that  the  ideas  and 
precepts  taught  them  in  school  became  obsolete 
within  a few  years.  Only  those  particularly  inter- 
ested or  in  constant  contact  with  chest  diagnosis 
have  been  able  to  keep  abreast  of  the  constant 
change.  The  rest  have  been  forced  to  depend  on 
random  contacts  with  newer  ideas,  as  encountered 
in  magazine  articles  and  conversations  with  other 
doctors,  plus  their  own  experience  in  daily  prac- 
tice, to  revise  the  ideas  they  brought  with  them 
from  medical  school.  In  this  way  most  of  them 
have  built  up  a very  useful  and  usable  knowledge  of 
chest  roentgenology.  In  general,  however,  it  is  not 
such  knowledge  as  will  permit  them  to  utilize  un- 
aided the  full  potentialities  of  roentgen  examina- 
tion and  interpretation;  and  frequently  not  even 
such  as  to  make  them  realize  what  all  the  poten- 
tialities are. 

The  fullest  usefulness  of  roentgen  ray  is  seriously 
limited  by  failure  of  the  doctor  to  realize  what  it 
can  do,  but  paradoxically  enough,  it  is  as  seriously 
handicapped  by  frequent  failure  of  the  same  indi- 
vidual to  realize  what  it  cannot  do.  Its  achievements 
are  so  well  known  and  so  spectacular  that  there  is 
a great  tendency  to  feel  you  can  simply  turn  on  the 
machine  and  grind  out  a diagnosis.  Neither  the 
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roentgen  ray  nor  any  other  laboratory  procedure 
can  go  very  far  as  a substitute  for  clinical  reason- 
ing and  the  careful  correlation  of  all  available  clin- 
ical information. 

It  is  true  that  there  are  many  cases,  where  diag- 
nosis can  be  made  with  a high  degree  of  accuracy 
from  roentgen  examination,  but  these  are  few  as 
compared  to  those  in  which  vital  information  is 
obtained,  but  no  diagnosis  is  possible  from  the 
roentgenogram  alone.  The  doctor  who  expects  the 
roentgen  examination  to  make  his  diagnoses  for 
him  and  fails  to  use  it  where  it  does  not  do  so,  is 
depriving  himself  and  his  patients  of  much  of  the 
help  that  the  roentgenogram  can  give  him.  More- 
over, the  doctor  who  believes  that  the  roentgen 
interpretation  is  the  final  word,  to  be  believed  over 
and  above,  and  even  in  the  face  of  all  other  evi- 
dence, makes  countless  mistakes  which  he  would 
avoid,  if  he  were  slightly  less  impressed  by  the 
magic  of  the  roentgenogram. 

This  latter  tendency  is  particularly  serious  be- 
cause the  roentgenologist  is  made  to  feel  that  he  is 
expected  to  make  a diagnosis,  and  he  has  failed  to 
do  what  is  expected  of  him  if  he  does  not  do  so. 
He  is,  therefore,  under  a serious  temptation  to  make 
a definite  diagnosis  in  all  cases,  whether  or  not  the 
findings  are  sufficiently  pathognomonic  to  warrant 
one.  The  roentgenologist  should  be  scrupulously 
careful  to  avoid  making  positive  statements  beyond 
what  the  findings  clearly  indicate,  but  all  too  often 
he  is  judged  not  by  the  soundness  of  his  interpreta- 
tions but  by  his  willingness  to  draw  definite  con- 
clusions with  or  without  foundation.  It  is  an  excel- 
lent principle  to  beware  of  the  man  who  never  says, 
“I  don’t  know.” 

The  intelligent  employment  of  roentgen  examina- 
tion of  the  chest  requires  an  understanding  of : first, 
what  information  can  ordinarily  be  obtained  by 
roentgenology;  second,  the  limitations  of  the  roent- 
gen examination;  third,  by  what  procedures  the  de- 
sired information  can  be  obtained;  and,  fourth,  the 
proper  relationship  of  roentgen  to  other  types  of 
examination.  I will  try  to  discuss  each  of  these 
briefly  as  applied  to  the  diagnosis  of  pulmonary 
tuberculosis. 

The  greatest  single  handicap  to  chest  roentgen 
interpretation  is  the  almost  universal  tendency  to 
regard  the  chest  film  as  a picture  of  what  is  within 
the  chest.  The  roentgen  “picture”  is  not  a picture 
at  all.  It  is  a record  of  the  density  of  the  composite 
shadows  of  all  material  between  the  tube  and  film 
when  the  roentgen  film  was  exposed.  The  distinction 
may  seem  vague  or  unimportant  to  many  but  ac- 


tually it  is  of  the  most  vital  importance.  It  is  the 
key  to  an  entirely  different  approach  to  the  prob- 
lem, one  which  is  based  on  a precise  and  elaborate 
process  of  analysis  and  deduction  rather  than  on 
whether  the  “picture”  bears  a superficial  resem- 
blance to  the  “pictures”  of  other  cases  known  to 
have  had  a certain  disease  condition.  The  differ- 
ence between  the  two  approaches  is  exactly  anal- 
ogous to  the  difference  between  a so-called  “snap 
diagnosis,”  based  on  a look  at  the  patient,  a few 
questions  and  a few  perfunctory  tests  based  on  what 
you  expect  to  find,  and,  on  the  other  hand,  the  in- 
tricately reasoned  diagnosis  of  the  topnotch  intern- 
ist, based  on  careful  integration  of  all  the  informa- 
tion he  can  detect  or  deduce. 

“Snap  diagnoses”  and  “picture  diagnoses”  are 
particularly  dangerous  because  they  are  so  often 
right  and  so  much  quicker  and  easier  than  analytic 
diagnoses  that  there  is  always  a strong  temptation 
to  resort  to  them;  and  many  doctors  never  attempt 
any  other  kind,  either  through  laziness  or  because 
they  do  not  realize  that  any  other  kind  is  possible. 
Moreover,  the  most  carefully  reasoned  clinical  diag- 
nosis may  be  thrown  completely  out  of  line,  when 
there  is  included  in  the  basic  data  a “picture  diag- 
nosis” from  the  roentgenogram  made  perhaps  by  a 
roentgenologist  who  has  been  made  to  feel  that  he 
is  expected  to  make  a definite  diagnosis,  and  ac- 
cepted as  infallible  by  the  referring  doctor  who  feels 
that  the  roentgenogram  is  the  last  word. 

When  a satisfactory  film  has  been  produced,  the 
first  step  in  interpretation  is  a careful  scrutiny  of 
the  entire  film  to  identify  and  locate  all  significant 
shadows.  The  next  step  is  to  analyze  such  shadow 
minutely  and,  from  its  size,  shape,  density,  density 
distribution  and  geometric  relation  to  other  shad- 
ows, determine  all  the  possible  ways  in  which  it 
could  have  been  produced.  From  the  appearance  of 
the  film  the  interpreter  must  deduce  the  technic  by 
which  it  was  made  and  must  take  careful  account 
of  this  throughout  his  analysis.  He  must  think  con- 
tinuously in  terms  of  the  three  dimensional  relation- 
ships of  the  chest  structures  and  how  they  will  ap- 
pear when  projected  on  the  film,  comparing  and 
correlating  the  shadows  he  sees  with  his  mental 
image  of  what  shadows  should  be  cast.  He  must  be 
familiar  with  the  absorption  characteristics  of  dif- 
ferent tissues  and  be  able  to  estimate  what  approxi- 
mate thickness  of  what  types  of  tissue  a given 
shadow  may  represent. 

Having  finished  his  analysis  of  the  shadows,  he 
must  next  determine  what  deviations  from  normal 
chest  anatomy  and  physiology  must  have  been  pres- 
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ent  to  produce  the  shadows  which  he  has  selected 
as  significant.  He  must  decide  what  possible  varia- 
tions in  the  size,  shape,  position  or  tissue  structure 
of  the  organs  could  produce  the  deviations  from 
normal  that  he  sees.  Finally,  he  must  decide  what 
disease  entities  or  pathologic  processes  could  ac- 
count for  the  particular  combination  of  abnormali- 
ties present.  If  one  and  only  one  pathologic  process 
can  be  found  which  both  accounts  for  all  the 
changes  shown  and  presupposes  no  changes  which 
are  demonstrated  to  be  absent,  then  a positive  diag- 
nosis can  be  made.  If  one  common  and  several 
rare  disease  processes  fulfill  these  conditions,  a pre- 
sumptive diagnosis  is  justifiable.  Otherwise,  the  in- 
formation which  is  obtained  should  be  used  as  part 
of  the  basic  data  of  a clinical  diagnosis. 

The  chest  is,  by  nature  of  its  structure  and  com- 
position, particularly  adapted  to  roentgen  examina- 
tion. The  air  content  of  the  trachea  and  lungs  pro- 
vides an  almost  ideal  contrast  medium,  and  slight 
deviations  from  normal  can  be  detected  in  the  chest 
more  readily  and  certainly  than  anywhere  else  in 
the  body.  Exudation,  fibrosis,  cavitation,  calcifi- 
cation, pleural  effusion,  tissue  contraction,  in  fact, 
all  the  usual  gross  pathologic  changes  which  occur 
in  tuberculosis  can  be  identified  with  considerable 
certainty  and  their  extent  and  distribution  can  be 
determined. 

If  the  interpreter  is  sufficiently  familiar  with  the 
pathogeny  and  pathology  of  pulmonary  tuberculo- 
sis, he  will  be  able  to  make  a presumptive  diagnosis 
in  the  vast  majority  of  positive  cases.  There  are 
certain  definite  limitations,  however,  which  must  be 
borne  in  mind.  A positive  diagnosis  of  tuberculosis 
can  rarely  be  made  except  by  finding  the  organism. 
In  early  tuberculosis  and  in  judging  activity,  the 
changes  in  the  findings  over  a period  of  time  are 
more  significant  than  the  findings  on  a particular 
examination.  In  such  cases  reexamination  after  an 
interval  of  a few  weeks  is  mandatory,  and  conclu- 
sions drawn  from  a single  examination  must  be  ac- 
cepted with  considerable  reserve. 

In  routine  examination  for  the  purpose  of  de- 
tecting tuberculosis,  a single  film  of  good  quality 
will  almost  invariably  demonstrate  whether  abnor- 
malities are  present.  After  their  presence  has  been 
established,  special  further  examination  such  as 
stereoscopic  films,  lateral  films,  fluid  films,  bucky 
films,  lipiodol  injections,  fluoroscopy,  etc.,  may  be 
desirable  or  necessary  to  verify  or  evaluate  the 
changes  seen  on  the  single  film.  If  the  quality  of 
the  films  is  not  good,  no  amount  of  special  exam- 
ination can  be  expected  to  compensate  for  poor 
definition. 


In  the  diagnosis  of  pulmonary  tuberculosis  it 
must  be  borne  constantly  in  mind  that  it  is  an  ex- 
tremely chronic  and  insidious  disease  and  that  it 
is  usually  present  a long  time  before  there  are 
either  symptoms  or  physical  signs.  The  usual  case 
is  moderately  or  even  far  advanced  before  any  evi- 
dence of  disease  can  be  detected  even  on  the  most 
expert  and  careful  physical  examination.  The  roent- 
gen examination,  on  the  other  hand,  will  usually 
reveal  typical  changes  almost  from  the  start,  and 
a presumptime  diagnosis  can  often  be  made  months 
or  even  years  earlier  than  by  any  other  method. 
The  only  safe  criterion  for  the  absence  of  pulmo- 
nary tuberculosis  in  a patient  with  a positive  skin 
test  is  the  expert  interpretation  of  a good  chest 
film.  Physical  examination  or  fluoroscopy  should 
never  be  relied  upon  to  rule  out  early  tuberculosis. 


VALUE  OF  TUBERCULIN  TEST  IN 
TUBERCULOSIS  WORK 
S.  L.  Cox,  M.D. 

Diagnostician  Washington  Tuberculosis  Association 
SEATTLE,  WASH. 

In  recent  years  the  tuberculin  test  has  become  an 
important  factor  in  the  fight  against  tuberculosis 
as  an  aid  in  case  finding,  as  one  of  the  steps  in  diag- 
nosis of  individual  cases,  and  particularly  for  its 
educational  and  preventive  value.  Following  are 
some  of  the  fundamental  points  about  making  the 
test,  reading  same,  as  well  as  its  practical  value  in 
diagnosis. 

The  tuberculin  test,  although  a simple  procedure, 
should  be  done  carefully  and  in  the  right  way,  if  it 
is  to  be  as  accurate  and  efficient  as  possible,  and 
fulfill  its  purpose  to  the  greatest  possible  degree. 
Site  for  the  test  is  usually  the  flexor  surface  of  the 
forearm,  about  two  inches  below  the  elbow.  The 
skin  is  cleansed  with  alcohol  and  the  test  made, 
using  a tuberculin  syringe  and  a small,  sharp  needle 
(26  gauge).  The  needle  is  inserted,  bevel  up,  into 
or  immediately  beneath  outer  layer  of  the  skin. 
One-tenth  cc.  of  solution  used  for  the  test  is  then 
injected.  If  the  test  is  properly  done,  a small,  well- 
defined  wheal  is  formed  over  the  needle  point.  Care 
should  be  taken  to  be  sure  the  tuberculin  is  not 
injected  subcutaneously. 

Tests  should  be  read  in  approximately  forty- 
eight  hours,  and  ordinarily  not  later  than  seventy- 
two  hours,  from  the  time  the  test  was  given.  A posi- 
tive reaction  is  one  that  shows  edema  and  redness 
at  the  end  of  forty-eight  hours.  If  there  is  no  edema, 
the  test  is  regarded  as  negative.  The  small  area  of 
edema  can  often  be  felt  by  palpation,  when  not 
clearly  seen.  In  reading  tests  it  is  important  to  have 


330 


TUBERCULIN  TEST COX 


Vol.  38,  No.  9 


a good  light  and  also  have  the  arm  slightly  flexed  at 
the  elbow.  There  is  an  occasional  delayed  reaction, 
coming  sometimes  as  late  as  the  third  or  fourth  day. 
In  cases  where  the  reaction  is  questionable,  the  test 
should  be  repeated,  using  the  next  higher  strength 
of  testing  solution  employed. 

Positive  reactions  have  been  arbitrarily  graded 
from  one  plus  (the  smallest)  reaction  to  four  plus. 
The  degree  of  reaction,  according  to  some  investi- 
gators, does  not  seem  to  be  of  very  vital  impor- 
tance, the  main  consideration  being  whether  the 
test  is  definitely  positive  or  entirely  negative. 

Materials  used  in  making  the  test  are  usually  a 
dilute  solution  of  tuberculin  (O.T.)  or  purified  pro- 
tein derivative  (P.P.D.).  In  either  event  the  solu- 
tion is  of  such  strength  that  one-tenth  cc.  contains 
the  desired  dose.  In  using  O.T.,  the  initial  dose  is 
usually  .01  mg.  (or  a dilution  of  O.T.  in  normal 
saline  1 to  10,000).  If  the  test,  done  with  this 
weaker  dilution,  is  negative,  it  should  be  repeated, 
using  a dilution  of  1 to  1,000,  or  even  1 to  100  in 
some  instances.  If  a sufficiently  large  dose  of  tuber- 
culin is  not  used  in  making  the  test,  10  to  20  per 
cent  error  in  the  number  of  positive  reactors  may 
result  from  using  only  the  smaller  dosage. 

Purified  protein  derivative  is  supplied  in  the  form 
of  sterile  tablets  of  two  strengths  with  instructions 
for  making  the  solutions.  If  the  weaker  dilution 
fails  to  produce  a reaction,  the  test  should  be  re- 
peated, using  the  stronger  solution.  It  is  recom- 
mended that  unused  dilutions  of  P.P.D.  be  dis- 
carded at  the  end  of  the  day.  Dilutions  of  O.T.,  if 
kept  at  ice  box  temperature,  may  be  used  up  to 
four  weeks  from  date  the  solution  was  prepared. 

Tuberculin  tests  are  now  done  in  appreciable 
numbers  by  private  physicians  but  the  great  major- 
ity are  made  among  members  of  assembled  groups, 
such  as  college  and  university  students,  senior  and 
junior  high  pupils  and  teachers.  Before  tests  are 
done  in  any  school,  thorough  preliminary  work 
should  be  carried  on  so  that  the  student  body, 
teachers,  school  authorities  and  also  the  parent- 
teacher  organization  in  the  community  may  all  have 
a fair  understanding  concerning  the  test  itself,  its 
significance  and  its  value.  If  this  preliminary  work 
is  properly  done,  80  per  cent  or  more  of  the  pupils 
in  any  average  high  school  will  have  the  written 
permission  of  parent  to  have  the  tuberculin  test 
done. 

With  the  usual  “set-up”  in  an  average  high 
school,  a physician  can  do  from  90  to  120  tests  per 
hour.  It  is  always  advisable,  however,  to  put  speed 
secondary  to  efficiency,  and  in  so  doing  the  doctor 
has  opportunities  to  explain  points  about  the  test 


to  boys  and  girls,  many  of  whom  have  questions  if 
given  an  opportunity  to  ask  them.  After  all,  much 
of  the  value  of  tuberculin  testing  is  the  education 
afforded  during  preliminary  work  and  the  actual 
procedure  of  giving  and  reading  the  tests. 

All  positive  reactors  should  have  a roentgenogram 
of  the  chest.  The  great  majority  of  these  reactors 
will  be  negative  for  evidence  of  any  active  disease, 
but  the  only  safe  procedure  is  to  roentgenize  all 
positive  reactors.  Otherwise,  some  serious  case  of 
active  tuberculosis  will  sooner  or  later  be  over- 
looked and  allowed  to  go  on  to  an  advanced  and 
possibly  fatal  stage.  Those  whose  chest  films  are 
considered  negative  for  actual  disease  should  be 
advised  concerning  the  possibilities  of  the  develop- 
ment of  tuberculous  activity  at  some  future  time, 
and  urged  to  have  a periodic  examination,  including 
a roentgenogram  of  the  chest,  for  several  years  to 
come. 

It  is  desirable  to  have  a chest  examination  done 
in  the  case  of  all  who  react  positively  to  the  tuber- 
culin test.  The  chest  examination  should  be  made 
preferably  by  a physician  who  has  specialized  in 
tuberculosis  work.  This  examination  is  made,  not  so 
much  with  the  idea  of  finding  abnormalities  in  the 
chests  examined  as  to  afford  an  opportunity  for  the 
doctor  to  talk  privately  to  each  boy  and  girl  who 
has  reacted  positively  to  the  tuberculin  test.  In  this 
way  misunderstandings  concerning  the  test  are 
cleared  up,  and  additional  and  definite  information 
is  given  each  individual  concerning  the  significance 
of  a positive  reaction  and  its  possible  effect  upon 
future  health. 

In  addition  to  the  chest  examination  and  individ- 
ual advice  by  the  doctor,  a home  call  should  be 
made  by  the  nurse  in  order  to  explain  to  the  parents 
the  meaning  of  a positive  reaction  and  also  to  make 
clear  the  fact  that  tuberculin  testing  is  done  as  a 
means  of  preventing  tuberculosis  among  young  peo- 
ple, and  not  with  the  idea  of  finding  any  appreciable 
number  of  active  cases  of  tuberculosis  in  this  age- 
group.  The  nurse  can  also  inquire,  when  making 
this  home  call,  as  to  the  possibility  of  any  active 
case  of  tuberculosis  in  the  immediate  family  of  the 
positive  reactor,  and  usually  can  arrange  to  have 
certain  members  of  the  family  examined  for  evi- 
dence of  tuberculosis,  if  such  a procedure  seems  to 
be  indicated. 

The  85  per  cent  or  more  of  the  average  high 
school  group,  who  prove  to  be  negative  to  the  tu- 
berculin test,  receive  a definite  amount  of  informa- 
tion and  education  from  the  preliminary  work  be- 
fore the  tests  are  done,  and  also  from  information 
given  while  the  tests  are  being  made  and  read. 
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Those  reacting  negatively  to  the  test  are  advised  to 
have  it  repeated  in  about  a year,  or  at  most  within 
two  years  from  the  time  their  negative  test  was 
made. 

Of  real  importance  in  the  school-testing  program 
is  the  definite  information  given  to  superintendents, 
principals,  teachers  and  other  school  employees  con- 
cerning tuberculosis  and  its  prevention.  The  writer 
has  given  the  tuberculin  test  to  more  than  3,000 
teachers  in  the  state  of  Washington  during  the  past 
eight  years,  and  in  addition  has  tested  over  2,000 
students  in  the  three  colleges  of  education.  Testing 
this  rather  large  group  of  actual  and  potential 
teachers  and  giving  them  some  education  in  the 
fundamentals  of  tuberculosis  prevention  cannot  help 
but  have  beneficial  and  far-reaching  effects  for  the 
teachers  personally,  and  indirectly  be  beneficial  to 
the  pupils  associated  with  them. 

In  regard  to  the  significance  of  a positive  reac- 
tion to  tuberculin,  it  may  be  stated  that,  if  a person 
has  a definitely  positive  reaction  to  the  test,  this 
indicates  that  infection  with  tuberculosis  germs  has 
occurred,  and  like  germs  are  at  that  time  present 
somewhere  in  the  body.  It  does  not  show  where  the 
germs  are,  or  if  any  real  damage  has  been  done. 
Information  as  to  evidence  of  trouble  in  the  past 
or  the  possibility  of  active  disease  at  the  time  the 
test  is  done  must  be  gotten  by  having  a roentgeno- 
gram of  the  chest. 

A negative  reaction  means  that  the  individual  is 
free  of  tuberculous  infection  at  the  time  the  test  is 
made.  The  test  may  be  temporarily  negative,  fol- 
lowing certain  infectious  diseases,  and  also  may  be 
negative  in  far-advanced  pulmonary  or  in  miliary 
tuberculosis.  A negative  tuberculin  reaction  is  of 
very  definite  value  in  eliminating  tuberculosis  in 
doubtful  cases.  These  may  have  a suspicious  past 
history,  present  symptoms  closely  resembling  those 
of  tuberculosis,  and  even  have  a chest  film  that  is 
suspicious  of  tuberculous  activity,  but  if  the  tuber- 
culin test,  properly  done  and  with  a fairly  strong 
dilution  of  O.T.  or  P.P.D.  is  entirely  negative,  tu- 
berculosis can  be  ruled  out  in  practically  every  case. 

There  is  still  some  difference  of  opinion  as  to 
which  age-groups  should  be  selected  for  the  tuber- 
culin test.  I feel  that  the  following  groups  should 
offer  an  excellent  field  for  tuberculin  testing: 

1.  Known  contacts  or  individuals  who  present 
any  suspicious  evidence  of  possible  tuberculous  dis- 
ease. 

2.  Preschool,  kindergarten  and  first  grade  chil- 
dren. 

3.  Junior  high  and  senior  high  school  pupils. 


4.  Junior  college,  college  and  university  students. 

5.  Young  adults  in  general. 

6.  Teachers  and  other  school  employees  who  are 
in  contact  with  school  children. 

7.  Food  handlers. 

8.  Old  people,  especially  if  in  contact  with  chil- 
dren. 

Tuberculin  testing  in  the  United  States  has  de- 
veloped very  rapidly  in  recent  years.  In  the  two 
years  1937  and  1938,  more  than  66,000  people 
were  given  the  tuberculin  test  in  the  state  of  Wash- 
ington alone.  With  a better  understanding  of  the 
value  of  this  test,  both  by  physicians  and  nurses, 
and  an  increasing  appreciation  on  the  part  of  the 
public,  this  simple  test  should  assume  more  and 
more  importance  in  the  campaign  against  tubercu- 
losis. Its  greatest  potential  value  lies  in  the  fact 
that  it  is  essentially  a preventive  measure,  as  well 
as  a real  aid  in  early  diagnosis  of  tuberculosis. 

DIFFERENTIAL  DIAGNOSIS  OF 
PULMONARY  TUBERCULOSIS 
Philipp  Schonwald,  M.D. 

SEATTLE,  WASH. 

The  clamor  for  early  diagnosis  in  pulmonary  tu- 
berculosis and  the  many  advantages  to  the  patient, 
if  this  disease  is  discovered  at  the  very  onset,  has 
spurred  many  physicians  to  an  endeavor  to  make 
this  diagnosis  in  the  incipient  case.  Unfortunately, 
in  most  of  these  cases  the  physical  and  laboratory 
findings  are  so  scant,  so  many  other  maladies  are 
presenting  the  same  symptoms,  that  not  infre- 
quently a false  diagnosis  is  made  of  incipient  tu- 
berculosis, which  is  undesirable  not  only  because  it 
unnecessarily  causes  the  patient  and  his  family 
anxiety  and  expense  but  also  because  the  proper 
management  of  the  actual  ailment  is  not  insti- 
tuted in  time.  Therefore,  a short  discussion  of  dif- 
ferential diagnostic  points  may  be  in  order. 

HISTORY 

There  are  several  facts  in  the  patient’s  past  his- 
tory which  strongly  suggest  a tuberculous  infec- 
tion, while  others  appear  also  in  the  anamnesis  of 
entirely  different  diseases.  Loss  of  weight,  strength 
and  endurance  are  usually  present  as  symptoms  of 
tuberculosis,  but  other  wasting  diseases  like  the 
anemias,  bacteremias,  silicosis  and  malignancies 
produce  the  same  symptoms. 

Chronic  cough  and  expectoration  are  sometimes 
completely  absent  from  a history  of  tuberculosis; 
on  the  other  hand,  they  are  always  present  in 
bronchiectasis,  pneumoconiosis  and  chronic  bron- 
chitis. Careful  investigation  of  the  latter  will  often 


332 


DIFFERENTIAL  DIAGNOSIS SCHONWALD 


Vol.  38,  No.  9 


show  that  a so-called  chronic  bronchitis  is  in  real- 
ity an  allergic  condition,  the  cause  of  the  cough 
being  an  allergic  rhinopharyngitis  or  a subclinical 
asthma. 

Rise  of  temperature,  if  constant  in  the  form  of 
afternoon  fever  or  subfebrile  elevation,  aggravated 
by  exercise,  excitement  and  ante  menses,  is  an  im- 
portant symptom  of  pulmonary  tuberculosis.  How- 
ever, slight  irregular  rises  in  temperature  are  ob- 
served in  hyperthyroidism,  fungus  disease  and 
sometimes  in  malignant  disease  of  the  chest.  Bron- 
chiectasis produces  occasional,  irregular  attacks  of 
high  temperature;  silicosis  only  when  the  almost 
inevitable  tuberculosis  superinfection  has  taken 
place.  Tuberculous  pneumonia  produces  a contin- 
uous high  fever  like  any  other  pneumonia,  in  the 
later  stages  showing  the  hectic  type  of  tempera- 
ture curve  as  in  acute  progressive  phthisis.  The 
fever  of  lung  abscess  is  usually  higher  than  in 
tuberculosis. 

Hemoptysis  is  one  of  the  facts  in  a patient’s 
history  which  always  calls  for  painstaking  effort  to 
find  pulmonary  tuberculosis  or  to  definitely  exclude 
it.  About  90  per  cent  of  all  hemoptyses  are  caused 
by  tuberculosis.  In  the  same  category  belong  pleur- 
isy, especially  pleurisy  'with  effusion. 

Pain  is  not  a prominent  symptom  of  pulmonary 
tuberculosis,  except  for  pleuritic  pain  which  is  eas- 
ily recognized  by  its  connection  with  respiration 
and  auscultatory  finding  of  a pleuritic  rub.  Cavities 
sometimes  cause  a dull  ache.  In  lung  abscesses  as 
well  as  in  malignancies  of  the  lung  pain  is  a fre- 
quent symptom.  A very  important  item  from  the 
viewpoint  of  differential  diagnosis  is  a history  of 
exposure  to  tuberculous  infection. 

EXAMINATION  OF  THE  CHEST 

Inspection.  Not  by  far  do  all  the  cases  of  pul- 
monary tuberculosis  present  a so-called  habitus 
phthisicus.  Many  a well  developed  deep  chest  har- 
bors lungs  that  have  advanced  tuberculosis.  Re- 
traction of  the  supraclavicular  fossa  only  denotes 
a healed  apical  process  but  will  call  our  attention 
to  a tuberculous  past.  Lagging  of  one-half  of  the 
chest  on  respiratory  motion  will  be  found  in  any 
of  the  above  mentioned  conditions  which  interfere 
with  the  aeration  of  the  lung  tissue.  Pleuritic  thick- 
ening, a remnant  of  a previous  pleurisy  with  effu- 
sion, will  also  produce  lagging  of  the  once  affected 
side. 

Palpation.  Increased  resistance  on  palpation  is 
nonspecific,  as  any  of  the  chest  diseases  causing 
infiltration  or  congestion  will  produce  this  phenom- 
enon. Muscle  atrophy  will  be  found  over  chronic 


or  healed  processes.  Muscle  spasm  is  sometimes 
characteristic  for  incipient  disease  underneath  and 
a spasm  of  the  nucha  on  one  side  is  quite  charac- 
teristic for  incipient  apicitis.  Pressure  on  the 
phrenic  nerve  between  the  sternal  and  clavicular 
insertions  of  the  sternomastoid  muscle  or  in  the 
first  and  second  intercostal  spaces  next  to  the 
sternum  will  sometimes  elicit  a sharp  pain  in  in- 
cipient tuberculosis  of  the  lungs  or  the  hilus  glands. 

Percussion.  Dullness  over  one  or  both  apices 
is  always  present  in  beginning  pulmonary  tuber- 
culosis but  it  takes  sometimes  a very  experienced 
examiner  to  detect  fine  shades  of  difference  in  per- 
cussion resonance.  Often  one  apex  shows  a com- 
pensatory emphysema  with  definite  sonorous  res- 
onance, when  the  other  side  presents  extensive  dull- 
ness and  infiltration.  Flatness  indicates  consolida- 
tion, abscess  or  malignant  tumor  with  their  reac- 
tive zones,  also  fluid.  Hyperresonance  is  found  in 
asthmatic  bronchitis,  emphysema  and  sometimes 
bronchiectasis;  tympanitic  percussion  sound  is 
elicited  over  large  cavities  or  pneumothorax. 

Auscultation.  Rales,  dry,  crepitant  or  moist,  are 
characteristic  of  pulmonary  tuberculosis  if  they  are 
constant,  increased  after  cough,  usually  heard  only 
over  limited  areas  and  mostly  in  the  upper  half  of 
one  or  both  lungs.  If  they  are  present  only  at  the 
bases,  the  diagnosis  in  all  probability  will  be  found 
to  be  bronchiectasis.  Infectious  and  allergic  bron- 
chitis produce  squeaky,  wheezing  rales  usually 
heard  all  over  the  chest  with  much  expiratory  noise, 
while  the  rales  in  tuberculosis  are  almost  exclu- 
sively inspiratory.  Crepitant  or  moist  rales  heard 
right  after  the  cough,  before  the  patient  starts  to 
inhale  again,  are  a sure  sign  of  a hollow  space  un- 
derneath, most  likely  a cavity  but  sometimes  an 
abscess  or  dilated  bronchus. 

It  should  be  remembered  that  in  cases  of  lung 
abscess,  malignancy,  silicosis  and  bronchiectasis, 
auscultatory  findings  are  usually  very  scant  or  ab- 
sent. Sharp  breathing  denotes  scar  tissue,  bronchial 
breathing  consolidation,  amphoric  breathing  cavi- 
tation. The  vocal  as  well  as  tactile  fremitus  follow 
physical  involvement.  In  incipient  tuberculosis  in- 
creased vocal  fremitus  as  proof  of  infiltration  can 
be  utilized  only  if  it  is  present  in  the  left  apex; 
the  right  shows  usually  a noticeable  fremitus  which 
is  physiologic. 

If  after  careful  consideration  of  the  past  and 
present  history  and  physical  examination  of  the 
chest  there  is  still  doubt  as  to  the  proper  diagnosis, 
we  have  two  procedures  which  in  the  vast  majority 
of  cases  give  definite  information;  in  fact,  no  exam- 
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ination  of  the  lungs  for  a suspected  tuberculosis 
or  when  tuberculosis  is  to  be  excluded  can  be  con- 
sidered complete  without  them.  These  are  the 
roentgenogram  and  sputum  test.  Both  are  inappeal- 
able  authority  when  positive.  A negative  roentgen- 
ogram and  repeated  negative  sputum  tests  are  of 
value  only  when  all  other  elements  also  are  nega- 
tive for  tuberculosis. 

Skin  test  is  diagnostic  only  when  negative;  if 
other  facts  cause  a suspicion  of  tuberculosis  it 
must  be  repeated,  as  it  sometimes  will  not  produce 
a positive  reaction  until  several  weeks  after  infec- 
tion has  taken  place.  Only  the  repeatedly  negative 
skin  test  may  be  used  in  differential  diagnosis  be- 
cause most  of  the  people  who  show  a positive  skin 
reaction  have  no  clinical  tuberculosis  and  never 
had  it.  The  intensity  of  the  tuberculin  reaction  has 
nothing  to  do  with  the  intensity  of  the  tuberculous 
infection  or  disease;  it  only  depends  upon  the  al- 
lergic status  of  the  individual. 

The  erythrocyte-sedimentation  time  cannot  be 
used  in  differential  diagnosis  as  it  is  nonspecific. 
The  same  applies  to  the  blood  count  and  the 
changes  in  vital  capacity. 

In  summing  up  we  shall  set  forth  the  classic 
diagnostic  points  for  pulmonary  tuberculosis  and 
for  those  other  conditions  which  are  to  be  con- 
sidered from  the  viewpoint  of  differential  diagnosis. 

PULMONARY  TUBERCULOSIS 

Acording  to  the  Trudeau  system  of  diagnosis  the 
following  symptoms  as  convincing  evidence  of  pul- 
monary tuberculosis  are  listed  in  the  order  of  their 
importance:  (1)  tubercle  bacilli  in  the  sputum, 

(2)  persistent  rales  in  the  upper  parts  of  the  lungs, 

(3)  parenchymatous  lesions,  shown  on  roentgeno- 
gram, (4)  history  of  otherwise  unexplained  hemop- 
tysis, (5)  history  of  unexplained  pleural  effusion. 

Symptoms  of  toxemia,  such  as  fatigue,  loss  of 
weight  or  strength,  fever  over  99°  and  high  pulse 
are  regarded  as  nonspecific  and  more  indicative  of 
activity  of  the  process,  if  not  otherwise  explainable. 

INFECTIOUS  BRONCHITIS 

This  may  present  bronchial  rales  over  both 
lungs  or  in  the  lower  portion  of  one  or  both  lungs, 
purulent  sputum  negative  for  tuberculosis,  at  times 
blood  streaked,  fever,  malaise,  loss  of  weight,  nega- 
tive roentgenogram. 

BRONCHIECTASIS 

This  is  of  long  standing  and  exhibits  copious 
purulent  sputum,  sometimes  foul  smelling  or  of 
acrid  taste,  consistently  negative  for  tubercle  ba- 
cilli but  containing  many  cocci  and  often  sapro- 
phytes, leucocytosis,  occasional  hemoptysis.  Rales, 


if  present,  are  heard  only  at  base  of  lung.  There  is 
negative  roentgenogram  but  positive  evidence  of 
sacculation  and  widening  of  terminal  bronchi, 
when  lipiodol  is  injected  intrabronchially. 

ALLERGIC  BRONCHITIS  OR  NASOPHARYNGITIS 

There  are  wheezing  rales,  mostly  expiratory, 
much  dyspnea,  often  in  definite  attacks  and  of  sea- 
sonal occurrence,  other  allergic  ailments  and  family 
history  of  allergy.  There  is  no  fever.  Sputum  is 
gray,  stringy.  Occasionally  one  finds  eosinophilia 
of  blood,  sputum  and  nasal  secretions;  positive  skin 
tests  for  allergens.  Spasms  of  cough  or  wheezing 
are  relieved  by  adrenalin  or  ephedrin. 

PNEUMOCONIOSIS 

History  is  of  characteristic  occupation  (quartz 
miner,  worker  in  asbestos,  clay  or  hemp,  sand  blast- 
er, stone  cutter).  Auscultation  is  negative.  Roent- 
genogram shows  many  small  fibrotic  spots  evenly 
divided  in  both  lungs  in  a butterfly-like  pattern. 
Fever  is  present  only  when  tuberculous  infection 
has  set  in. 

LUNG  ABSCESS 

This  gives  history  of  rather  sudden  onset  with 
fever,  malaise,  pain,  cough,  sputum  sanguinopuru- 
lent, foul  smelling  and  of  acrid,  sweetish  taste. 
Roentgenogram  shows  roundish,  dense  infiltration, 
in  later  stages  cavitation  with  fluid  level.  There 
have  been  leucocytosis,  history  of  oral  surgery,  ton- 
sillectomy or  aspiration. 

FUNGUS  INFECTION 

This  has  slow  onset  and  progress;  sputum  posi- 
tive for  fungi,  fever,  malaise;  favorable  reaction 
to  high  doses  of  iodine. 

CARCINOMA 

Here  are  insidious  onset,  pain,  early  dyspnea  and 
frequently  pleural  effusion  which  soon  becomes 
blood-tinged,  positive  roentgenogram  or  broncho- 
scopic  evidence,  fever  only  in  advanced  stage.  Age 
of  patient  is  in  fourth  to  fifth  decade. 

SYPHILIS 

One  finds  positive  Wassermann,  no  malaise  or 
fever,  usually  no  cough  or  sputum.  Roentgen  evi- 
dence is  not  characteristic  of  anything.  Improve- 
ment with  antisyphilitic  treatment. 

HYPERTHYROIDISM 

This  shows  slight  fever,  high  pulse,  flushed  face, 
tremor  digitorum,  nervous  instability,  occasionally 
little  cough.  Auscultation  and  roentgen  findings  are 
negative.  Basal  metabolism  rate  is  high. 

ANEMIAS  AND  SEPTICEMIAS 

These  present  the  well-known  blood  picture  and 
are  completely  negative  as  to  physical  and  roentgen 
findings  in  the  chest. 
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ERYTHROCYTE  SEDIMENTATION  TEST 
IN  TUBERCULOSIS 
Edwin  G.  Bannick,  M.D. 

SEATTLE,  WASH. 

The  erythrocyte  sedimentation  rate  has  proved 
to  be  a valuable  laboratory  aid  in  management  of 
tuberculous  patients.  This  fact  is  indeed  gratify- 
ing, inasmuch  as  there  is  a particular  need  for  such 
a blood  test  in  the  field  of  tuberculosis.  In  this  dis- 
ease the  ordinary  leucocyte  count  fails  to  denote 
the  activity  of  the  infection.  It  is  true  that  careful 
morphologic  study  of  the  leucocytes  may  give  in- 
formation of  value,  but  such  an  examination  should 
be  made  by  an  experienced  technician  or  hematolo- 
gist and  is,  therefore,  neither  so  simple  nor  so  prac- 
tical as  the  erythrocyte  sedimentation  test,  and, 
furthermore,  does  not  in  my  experience  give  as 
much  information  as  the  latter. 

In  the  management  of  tuberculous  patients,  as  in 
many  other  branches  of  general  medicine,  the  prac- 
tical value  of  the  determination  of  the  erythrocyte 
sedimentation  rate  is  threefold:  (1)  to  indicate 
the  presence  of  disease,  (2)  to  indicate  the  activity 
and  progress  of  disease,  and  (3)  to  aid  in  differen- 
tial diagnosis. 

When  used  to  indicate  the  presence  of  tubercu- 
losis, the  test  is  entirely  nonspecific  and  must  be 
properly  interpreted,  lest  it  give  false  information. 
A normal  sedimentation  rate  is  not  positive  assur- 
ance that  the  patient  does  not  have  mildly  active 
tuberculosis.  Nor  does  an  increased  sedimentation 
rate  indicate  active  tuberculosis  in  a patient  in 
whom  tuberculosis  is  suspected.  The  test  should 
call  the  physician’s  attention  to  this  possibility,  but 
diagnosis  of  tuberculosis  must  be  made  by  other 
clinical  means. 

On  the  other  hand,  when  the  sedimentation  rate 
is  increased,  the  physician  can  be  certain  that  some 
abnormality  exists  and  he  is  obligated  to  make  a 
thorough  examination  to  determine  what  disease  is 
the  cause  of  this  abnormality.  In  so  doing,  he  may 
discover  an  active  tuberculosis  that  was  entirely 
unsuspected  and  would  have  been  overlooked.  I 
firmly  believe  that,  if  the  erythrocyte  sedimenta- 
tion test  were  properly  used  as  a routine  office  pro- 
cedure, many  cases  of  mild  and  early  tuberculosis 
would  be  discovered  which  at  present  escape  de- 
tection until  the  disease  is  well  advanced. 

One  of  the  chief  reasons  why  the  test  is  not  more 
widely  used  by  physicians  in  their  offices  is  that 
many  of  them  still  regard  is  as  a difficult  and  un- 
certain laboratory  procedure.  In  a previous  paper 
we  urged  simplification  of  the  test  in  order  to  pro- 


mote more  widespread  usage,  and  demonstrated 
that  a simple  test,  such  as  can  be  performed  easily 
by  a general  practitioner  in  his  office,  is  entirely 
adequate  for  practical  purposes.  This  procedure  has 
been  further  simplified  by  using  dry  potassium  oxa- 
late (2  mgm.  per  cc.  of  blood)  as  an  anticoagulant 
so  that  the  same  blood  may  be  used  for  the  sedi- 
mentation test  as  for  blood  chemical  determina- 
tions. 

In  performing  this  simple  test,  about  2 cc.  of 
blood  is  added  to  a tube  containing  the  dry  potas- 
sium oxalate.  After  the  tube  has  been  inverted 
several  times  to  insure  thorough  mixing,  a West- 
ergren  pipet  is  filled  to  the  200  mm.  mark  and 
placed  in  a rack  in  a strictly  vertical  position  at 
room  temperature.  The  height  of  the  column  of 
plasma  is  read  at  the  end  of  one  hour  and  reported 
in  terms  of  millimeters  of  sedimentation. 

We  have  previously  demonstrated  that  a single 
reading  at  the  end  of  an  hour’s  time  is  adequate 
if  a Westergren  tube,  which  is  200  mm.  tall,  is 
used.1  Shorter  tubes  may  require  more  frequent 
determinations,  if  the  true  rapidity  of  the  sedi- 
mentation process  is  to  be  determined,  because  of 
the  packing  of  the  cells. 

Anemia  tends  to  accelerate  the  rate  of  sediment- 
ation, and  allowance  must  be  made  for  this  fact, 
but  this  acceleration  is  variable  and  a routine  cor- 
rection for  anemia  in  each  case  is  unnecessary. 

The  sedimentation  test  is  of  value,  also,  as  an 
aid  in  determining  the  activity  of  tuberculous  in- 
fections and  in  following  the  progress  of  the  dis- 
ease. Cutler2  stated  that,  as  an  aid  in  investigating 
activity,  the  sedimentation  test  is  more  reliable 
than  the  temperature  curve,  pulse  rate  or  gain  in 
weight,  the  three  major  guides  in  the  treatment  of 
tuberculosis. 

I concur  with  his  observation  and  within  the  past 
few  weeks  examined  a patient  in  my  office  who 
demonstrated  this  fact  very  conclusively.  This  illus- 
tration is  so  striking  that  a brief  case  report  is  ad- 
visable. 

A married  woman,  36  years  of  age,  reported  for  examina- 
tion June  8,  1939,  complaining  of  a persistent  cough  follow- 
ing an  attack  of  influenza  two  months  previously.  She  had 
seemed  to  be  quite  well  prior  to  this,  although  she  had  noted 
that  she  tired  more  easily,  but  attributed  this  to  the  fact 
that  she  had  three  young,  active  children. 

The  cough  was  usually  nonproductive  but  at  times  she 
had  raised  small  amounts  of  sputum.  She  was  not  worried 
about  herself,  in  spite  of  the  fact  that  a sister  had  died  from 

1.  Bannick,  E.  G.,  Gregg,  R.  O.  and  Guernsey,  C.  M. ; 
Erythrocyte  Sedimentation  Rate ; Adequacy  of  a Simple 
Test  and  Its  Practical  Application  in  Clinical  Medicine. 
J.A.M.A.,  109:1257-1262,  Oct.  16.  1937. 

2.  Cutler,  J. : Graphic  Method  for  Blood  Sedimentation 
Test ; Presentation  of  a 1 cc.  Technic  and  Other  Important 
Modifications  and  Suggestions.  Am.  Rev.  Tuberc.,  19:544- 
558,  May,  1929. 
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pulmonary  tuberculosis  twelve  years  previously.  The  patient 
smoked  about  thirty  cigarets  a day  and  thought  this  prob- 
ably accounted  for  persistence  of  the  cough.  Except  for 
some  mild  chronic  exhaustion  she  felt  as  well  as  usual.  Her 
appetite  was  good,  she  had  lost  no  weight  and  did  not 
believe  she  had  any  fever. 

When  examined  she  appeared  to  be  in  good  health.  Her 
temperature,  at  3:00  p.m.,  was  99°  and  pulse  rate  was  78. 

I was  greatly  surprised  to  find  numerous  moist  posttussic 
rales  over  the  upper  part  of  the  chest  on  either  side,  par- 
ticularly on  the  left  side,  where  some  findings  suggestive  of 
cavities  were  also  noted.  No  other  remarkable  findings  were 
noted  on  physical  examination.  Roentgenograms  for  stereo- 
scopic view  of  the  chest  confirmed  the  clinical  observations 
and  revealed  active  tuberculosis  in  the  upper  part  of  both 
lungs,  more  extensive  on  the  left  side  with  several  good  sized 
cavities. 

Tubercle  bacilli  were  demonstrated  in  the  sputum.  The 
hemoglobin,  erythrocyte  count  and  leucocyte  count  were 
all  entirely  normal,  but  the  blood  sedimentation  rate  was 
markedly  increased  (90  mm.  in  one  hour’s  time). 

This  markedly  increased  sedimentation  rate  was 
a reliable  indication  of  the  activity  of  the  tubercu- 
losis in  this  case,  whereas  the  absence  of  fever  or 
loss  of  weight  was  misleading.  Furthermore,  this 
markedly  increased  sedimentation  rate  would  have 
called  my  attention  to  some  significant  disease, 
even  if  I had  overlooked  the  findings  in  the  chest 
at  the  time  of  the  initial  examination,  and  I would 
doubtless  have  examined  the  patient  again  more 
carefully  and  would  have  found  the  trouble.  This 
case,  therefore,  again  shows  the  value  of  the  test 
as  a routine  office  procedure. 

So  generally  has  the  sedimentation  test  proved 
to  be  a reliable  indication  of  the  activity  of  a tu- 
berculous process,  that  at  present  it  is  a routine 
procedure  in  most  institutions  specializing  in  the 
care  of  tuberculous  patients.  The  test  is  performed 
at  regular  intervals,  even  though  the  course  of  the 
disease  seems  to  be  entirely  satisfactory.  If  the 
clinical  improvement  is  accompanied  by  a steadily 
decreasing  erythrocyte  sedimentation  rate,  there 
is  further  evidence  that  the  patient  is  making  a 
satisfactory  recovery. 

Likewise,  an  increase  in  undesirable  clinical 
signs,  together  with  an  increase  in  the  sedimenta- 
tion rate,  indicates  an  unfavorable  clinical  course. 
Sometimes  an  increase  in  the  sedimentation  rate 
will  precede  an  increase  in  fever,  pulse  rate,  loss  in 
weight  or  demonstrable  change  in  findings  noted 
on  physical  examination  of  the  lungs.  Under  such 
circumstances  the  physician  must  not  jump  to  the 
conclusion  that  this  increased  sedimentation  rate 
is  due  to  increased  activity  of  the  tuberculous 
process.  He  must  first  exclude  the  possibility  of 
some  other  disease  process  that  may  have  occurred. 
When  this  is  done  he  may  reasonably  suspect  an 
extension  of  the  tuberculosis.  This  can  usually  be 


confirmed  by  roentgenogram  of  the  lungs  and  in 
due  course  of  time  by  other  clinical  signs. 

Roentgenograms,  particularly  those  for  stereo- 
scopic view  of  the  chest,  provide  valuable  informa- 
tion concerning  the  progress  of  pulmonary  tuber- 
culosis. Such  films,  however,  must  be  properly 
made  and  should  be  interpreted  by  an  experienced 
observer;  otherwise,  erroneous  deductions  may  be 
drawn.  When  the  roentgenographic  findings  corre- 
spond with  the  anticipated  alteration  in  the  eryth- 
rocyte sedimentation  rate,  the  physician  can  be 
more  certain  that  proper  interpretation  of  the 
roentgenogram  has  been  made.  For  economic  rea- 
sons it  is  advisable  to  make  no  more  roentgeno- 
grams than  are  necessary,  and  again  the  sedi- 
mentation test,  which  is  so  simple  and  inexpen- 
sive to  perform,  frequently  serves  as  a fairly  re- 
liable guide. 

The  test  has  become  increasingly  more  valuable 
as  an  aid  in  determining  tuberculous  activity,  since 
treatment  by  the  induction  of  pneumothorax  has 
become  more  widely  used  and  since  more  surgical 
operations  for  pulmonary  tuberculosis  are  being 
performed.  After  pneumothorax  or  thoracoplasty 
it  may  be  difficult  to  demonstrate  tuberculous 
activity  in  roentgenograms  of  the  thorax,  and  the 
physical  signs  also  may  be  masked  and  difficult  to 
interpret,  in  which  case  the  sedimentation  test  may 
serve  as  an  important  laboratory  aid. 

LeCocq3  uses  the  sedimentation  test  as  one  of 
the  chief  guides  in  determining  the  optimal  time  for 
surgery  in  patients  affected  with  tuberculosis  of 
the  bones  or  joints.  He  believes  that  better  healing 
of  the  wound  occurs  and  that  the  end-result  is 
usually  better,  if  surgical  measures  can  be  deferred 
until  the  rapidity  of  the  sedimentation  rate  is  di- 
minished. 

Finally,  the  test  may  occasionally  provide  an- 
other laboratory  aid  in  the  differential  diagnosis 
of  tuberculous  infection,  especially  in  certain  extra- 
pulmonary  tuberculous  infections  in  which  the 
roentgen  ray  gives  little  or  no  information.  For  ex- 
ample, I can  recall  several  cases  of  pelvic  tuber- 
culosis, wherein  the  increased  sedimentation  rate 
gave  additional  information  to  that  supplied  by  the 
history  of  the  case,  the  physical  examination,  the 
Mantoux  test,  the  leucocyte  count,  and  aided  in 
making  the  correct  diagnosis.  Likewise,  in  several 
similar  cases,  a normal  sedimentation  rate  aided  in 
excluding  a pelvic  tuberculosis.  However,  when 
used  in  this  way,  much  caution  must  be  exercised 
because  the  test  is  fundamentally  nonspecific  and 

3.  LeCocq,  John:  Personal  communication. 
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its  real  function  should  be  to  indicate  the  pres- 
ence of  disease  and  to  allow  the  course  of  the  dis- 
ease to  be  followed. 

In  conclusion,  it  may  be  stated  that,  if  the 
erythrocyte  sedimentation  rate  test  is  properly  in- 
terpreted and  if  the  limitations  of  the  test  are  ap- 
preciated, it  will  serve  as  a valuable  laboratory 
aid  in  management  of  patients  afflicted  with  tuber- 
culosis. A simple  sedimentation  test,  such  as  can 
be  easily  performed  by  any  practitioner  in  his 
office,  is  entirely  adequate.  If  the  test  is  more  wide- 
ly used,  particularly  as  a routine  office  procedure, 
many  cases  of  early  or  minimal  tuberculosis,  which 
are  now  being  overlooked,  will  be  correctly  diag- 
nosed. 

CASE  FINDING  IN  TUBERCULOSIS 

John  E.  Nelson,  M.D. 

Medical  Director  Laurel  Beach  Sanatorium 
SEATTLE,  WASH. 

The  very  foundation  on  which  the  control  of 
tuberculosis  rests  is  case  finding.  The  city,  county 
or  state  that  is  doing  good  work  in  case  finding, 
undoubtedly  in  the  past  must  have  carried  on  an 
intensive  educational  campaign  regarding  tuber- 
culosis. The  average  individual  will  not  seek  medi- 
cal attention  because  he  has  coughed  for  a few 
weeks  or  lost  a little  weight,  unless  he  has  learned 
such  symptoms  may  be  due  to  tuberculosis.  Con- 
tacts with  a case  of  tuberculosis  can  see  no  vital 
necessity  for  having  a thorough  examination  and 
need  for  years  of  continued  health  supervision, 
unless  they  too  know  something  about  this  disease. 
The  apparently  healthy  individual  in  schools,  col- 
leges and  industries  will  give  little  support  to  group 
examination  unless  preliminary  educational  work 
has  been  done. 

An  educational  background  of  tuberculosis  ap- 
plies with  equal  force  to  the  medical  and  nursing 
profession,  if  they  are  to  to  perform  their  duty  and 
carry  the  main  load  in  the  campaign  of  successful 
case  finding.  The  medical  student  should  have  a 
thorough  course  in  tuberculosis  with  some  sana- 
torium experience.  The  student  nurse  should  re- 
ceive an  adequate  course  of  lectures  on  this  sub- 
ject with  a minimum  of  six  weeks  affiliation  in  a 
tuberculosis  institution.  The  physician  who  has  not 
had  tuberculosis  training  while  in  college  can,  by 
assisting  in  clinic  work,  studying  literature  and  at- 
tending meetings  where  tuberculosis  is  discussed,  as 
well  as  from  his  experience  with  tuberculous  pa- 
tients in  private  practice,  become  efficient  in  case 
finding. 


With  the  medical  and  nursing  profession  well  in- 
structed regarding  tuberculosis  and  the  general  pub- 
lic enlightened  on  this  subject,  the  foundation  has 
been  laid  for  the  erection  of  a good  case  finding 
program.  In  case  finding,  perhaps  more  than  any 
other  field  of  tuberculosis  control,  the  primary  need 
is  not  so  much  for  trying  out  unusual  procedures 
as  for  more  discriminating  and  more  effective  appli- 
cation of  general  accepted  methods. 

THOSE  HAVING  SYMPTOMS  SUGGESTIVE 

OF  TUBERCULOSIS 

This  group  is  by  far  the  most  fertile  field  for 
yielding  cases  and  the  most  apt  to  seek  medical  ad- 
vice. When  people  learn  to  recognize  the  early 
symptoms  of  tuberculosis  and  seek  medical  atten- 
tion, when  the  medical  profession  also  fully  realizes 
the  significance  of  these  symptoms  and  makes  ade- 
quate examination,  we  will  have  fewer  advanced 
cases;  therefore,  fewer  spreaders  of  infection.  At 
the  present  time  when  the  diagnosis  of  tuberculosis 
is  finally  made,  in  one-half  the  cases  symptoms  have 
been  present  for  more  than  three  years  and  in  80 
per  cent  of  all  cases  the  patients  have  advanced 
tuberculosis.  Thus  one  can  see  the  vital  need  for 
improvement  in  case  finding  technic  on  the  part  of 
the  physician,  patient  and  all  others  concerned  in 
the  tuberculosis  problem.  If  the  physician  will  al- 
ways keep  tuberculosis  in  mind,  even  though  symp- 
toms might  seem  remotely  referred  from  the  chest, 
he  will  find  most  of  the  cases  in  this  group  who 
present  themselves  for  examination.  Every  indi- 
vidual, especially  parents,  teachers,  employers  and 
public  health  nurses,  has  a responsibility  in  seeing 
that  anyone  having  suspicious  symptoms  of  tuber- 
culosis receives  an  adequate  chest  examination. 

The  early  recognition  of  suggestive  symptoms  of 
tuberculosis,  the  immediate  seeking  of  medical  ad- 
vice, and  the  prompt  recognition  of  tuberculosis  on 
the  part  of  the  physician  will  lessen  the  number  of 
advanced  cases.  However,  the  disease  is  almost 
symptomless  in  the  minimal  stage,  when  its  detec- 
tion would  be  most  readily  followed  by  cure.  No 
program  for  the  control  of  tuberculosis  is  adequate, 
if  it  fails  to  take  account  of  the  fact  that  the  dis- 
ease is  so  nearly  symptomless  at  its  onset.  The 
patient  will  not  seek  the  physician  because  he  is 
not  aware  that  anything  is  wrong,  so  means  must 
be  devised  to  secure  an  effective  routine  examination 
of  those  groups  where  the  risk  of  tuberculosis 
is  greatest. 

CONTACT  CASES 

Tuberculosis  is  a household  disease  often  affecting 
every  member  of  the  family.  After  a member  has 
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been  diagnosed  tuberculous  by  the  physician,  the 
case  should  be  reported  to  the  health  department. 
Then  the  physician,  with  the  aid  of  the  public 
health  nurse,  should  make  every  effort  to  have  all 
contacts  examined.  Experience  has  shown  that  the 
first  few  weeks,  after  a member  of  the  family  has 
been  diagnosed  tuberculous,  is  the  period  during 
which  the  interest  of  the  entire  family  is  at  its  high- 
est. This  is  the  psychologic  time  for  the  physician 
not  only  to  urge  an  immediate  examination  of  all 
contacts  but  to  explain  thoroughly  the  reason  why 
they  should  be  kept  under  continuous  medical  su- 
pervision. 

The  opinion  that  all  tuberculosis  is  acquired  dur- 
ing childhood  is  now  abandoned,  as  it  has  been 
definitely  proven  that  infection  can  take  place  at 
any  time  from  infancy  to  old  age.  Therefore,  it  is 
necessary  to  examine  all  contacts  regardless  of  age. 
Private  physicians  as  well  as  health  departments 
and  public  clinics  should  keep  on  file  the  names  of 
contacts  and  see  that  those  who  have  been  exposed 
report  for  examination  once  a year  or  as  often  as 
the  physician  deems  best.  Too  often  contacts  have 
been  found  free  from  tuberculosis  on  the  initial 
examination  but  have  failed  to  return  until  they 
have  developed  advanced  disease. 

Keeping  in  close  touch  with  these  people,  who 
have  had  intimate  contact  with  the  tubercle  bacilli, 
not  only  stimulates  an  interest  in  tuberculosis  but 
also  finds  cases  before  they  have  infected  others 
and  when  they  readily  respond  to  treatment.  One 
must  continually  bear  in  mind  that  the  diagnosis  of 
the  initial  case  is  the  beginning  and  not  the  end  of 
the  search  for  tuberculosis  in  a family.  Through- 
out our  country,  no  doubt,  the  vast  majority  of 
contact  cases  have  not  been  examined. 

If  money  were  available  so  an  intensive  case 
finding  program  could  be  instituted,  many  cases  of 
tuberculosis  would  be  discovered  through  follow-up 
of  active  cases  and  death  records  on  file  in  health 
departments.  The  names  of  known  cases  of  tuber- 
culosis and  deaths  therefrom  could  be  allotted  to 
the  public  health  nurses  in  the  various  districts, 
who  then  should  locate  contacts  and  urge  them  to 
go  to  their  private  physicians,  public  clinics  or 
health  department  for  examination.  At  all  times  the 
fullest  cooperation  must  be  carried  on  with  the  pri- 
vate physician  who  must  take  the  leading  part  in 
the  warfare  against  tuberculosis.  If  every  physician, 
county  health  official  and  public  health  nurse  would 
assume  the  responsibility  of  keeping  contacts  under 
supervision  and  the  contacts  themselves  would  rea- 
lize this  vital  necessity,  a great  step  would  be  taken 
in  tuberculosis  control. 


More  cases  of  tuberculosis  are  discovered  in  these 
two  groups,  those  having  suggestive  symptoms  and 
contact  cases,  than  through  any  other  practical 
method  of  case  finding.  However,  the  ultimate  con- 
trol of  tuberculosis  depends  upon  the  development 
of  a mass  survey  of  apparently  well  persons  within 
those  age  groups  showing  the  peak  of  tuberculosis 
mortality  and  morbidity. 

GROUP  TESTING,  TUBERCULIN,  ROENTGEN  PROGRAM 

High  schools,  colleges,  universities  and  industries 
offer  a field  for  finding  minimal  tuberculosis  in  ap- 
parently healthy  individuals  through  the  means  of 
the  tuberculin  test  and  roentgenizing  of  the  re- 
actors. Mass  testing  has  proven  to  be  of  much 
value  in  finding  cases  of  tuberculosis,  in  finding 
spreaders  of  infection,  by  checking  the  homes  of 
reactors  to  tuberculin  and  in  stimulating  an  inter- 
est in  tuberculosis  among  teachers,  students,  phys- 
icians and  nurses.  The  medical  profession  should 
do  all  it  can  to  assist  in  mass  testing  and  help  es- 
tablish, especially  in  our  colleges,  a tuberculin  test, 
roentgen  ray  program  as  a part  of  the  college  health 
activities.  Since  an  individual  does  not  seek  medical 
attention  when  he  is  not  aware  of  trouble,  there  is 
need  of  reaching  him  through  a tuberculin,  roent- 
gen ray  program. 

GENERAL  HOSPITALS 

Studies  made  in  various  parts  of  the  United 
States  reveal  that  from  one  to  two  per  cent  of 
undiagnosed  cases  of  tuberculosis  are  in  general 
hospitals.  The  physician,  when  his  patient  in  the 
hospital  has  symptoms  suggestive  of  tuberculosis 
or  is  known  to  have  been  in  intimate  contact  with 
this  disease,  should  be  alert  to  the  possibility  of 
tuberculosis  and  use  the  hospital  facilities  to  aid 
him  in  diagnosis.  Some  of  the  hospitals  in  the  East, 
recognizing  the  seriousness  of  this  situation,  par- 
ticularly as  a source  of  possible  infection  for  stu- 
dent nurses,  internes  and  other  attendants,  are 
roentgenizing  all  patients  on  admission.  While  this 
is  an  excellent  method  for  finding  cases  of  tuber- 
culosis, it  is  quite  doubtful  if  such  a procedure 
could  be  carried  out  universally  until  the  general 
public  is  better  informed  about  this  disease  and 
could  fully  appreciate  such  a procedure.  Until  the 
time  comes  when  the  medical  profession  is  more 
alert  to  the  presence  of  unrecognized  tuberculosis 
in  general  hospitals,  a routine  sputum  examination 
of  all  patients  who  cough  and  expectorate  would 
discover  the  advanced  cases  that  are  a menace. 

STUDENT  NURSES  AND  MEDICAL  STUDENTS 

In  the  last  five  years  it  has  been  found  that  tu- 
berculosis infection  and  disease  among  student 
nurses  and  medical  students  is  considerably  higher 
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than  among  people  of  similar  age  in  other  lines  of 
activity.  This  seems  to  be  due  to  increased  exposure 
to  the  tubercle  bacilli  from  unrecognized  cases  in 
our  general  hospitals,  combined  with  the  strain  of 
work  and  study.  Finding  the  cases  of  tuberculosis 
that  are  in  our  general  hospitals  and  carrying  on  a 
contagion  technic  will  lessen  or  control  the  spread 
of  tubercle  bacilli.  The  regular  examination  of  the 
nurses,  internes  and  other  employes,  who  come  in 
contact  with  patients,  will  find  cases  of  tuberculosis 
at  a time  when  they  will  readily  respond  to  treat- 
ment and  later  be  able  to  resume  work.  In  order  to 
accomplish  this,  these  employees  should  be  tuber- 
culin tested  every  six  months  and  reactors  roent- 
genized  every  year  or  oftener  if  indicated. 

PREGNANT  WOMEN 

Another  group  in  whom  the  search  for  tubercu- 
losis should  prove  productive  is  pregnant  women. 
Not  only  do  women  of  the  childbearing  period  hold 
the  highest  age  sex  mortality  of  the  entire  popula- 
tion, but  the  strain  of  pregnancy  and  particularly 
puerperium  tends  to  aggravate  an  existing  pulmo- 
nary tuberculosis.  The  routine  examination  of  pa- 
tients in  lying-in  hospitals  has  revealed  active  tu- 
berculosis in  4 per  cent  of  patients.  The  Wasser- 
mann  has  been  generally  accepted  as  an  essential 
part  of  a prenatal  examination.  Of  equal  impor- 
tance to  the  mother  and  child  is  a careful  chest 
examination  which  must  include  roentgenogram  if 
tuberculin  test  is  positive. 

ELDERLY  PEOPLE 

It  is  a well  known  fact  that  the  tuberculosis  death 
rate  is  high  among  young  people  but  many  do  not 
realize  that  it  is  also  very  high  among  old  people. 
There  are  more  cases  of  tuberculosis  among  those 
persons  in  the  twenties  than  in  the  teens;  more 
among  those  in  the  thirties  than  in  the  twenties; 
and  at  the  age  of  fifty,  for  the  number  of  persons 
living,  the  incidence  of  reinfection  type  of  tuber- 
culosis is  higher  than  any  other  period  of  life. 
Every  elderly  person  who  has  frequent  colds,  a 
so-called  chronic  bronchitis  or  asthma,  should  have 
a careful  chest  examination.  Because  of  an  atypical 
type  seen  in  older  people  repeated  sputum  examina- 
tion should  be  made.  Due  to  the  frequency  of  tuber- 
culosis in  this  group  and  their  intimate  contact  with 
children,  considerable  infection  is  spread  by  them. 

Health  departments  and  tuberculosis  associations 
in  various  communities  have  helped  to  stimulate  the 
private  physician’s  interest  in  tuberculosis  by  hold- 
ing clinics,  furnishing  him  tuberculin  and  also  mak- 
ing it  possible  to  have  his  positive  reactors  roent- 
genized.  Experience  has  shown  that  the  private 
physician  who  uses  the  tuberculin  test  routinely, 


in  screening  out  those  who  should  have  further 
study,  is  the  one  who  is  discovering  minimal  cases 
of  tuberculosis. 

A coordinated  effort  made  by  private  physicians, 
health  departments,  public  health  nurses,  tubercu- 
losis associations  and  all  organizations  interested  in 
health  work  will  find  most  of  the  cases  in  these  risk 
groups  and  thus  continue  the  decline  in  the  tuber- 
culosis death  rate. 


MEDICAL  TREATMENT  OF  TUBERCULOSIS 

L.  G.  Woodford,  M.D. 

Medical  Director  Aldercrest  Sanatorium 
EVERETT,  WASH. 

As  soon  as  the  diagnosis  is  made,  it  is  the  duty 
of  the  physician  to  see  that  the  patient  and  his  fam- 
ily thoroughly  understand  the  situation  and  plan 
accordingly.  Unless  they  understand  the  serious- 
ness of  the  condition  they  will  not  give  the  coop- 
eration necessary  to  produce  satisfactory  results. 
Frankness  on  the  part  of  the  physician  at  this  psy- 
chologic time  often  places  the  patient  on  the  road 
to  recovery. 

The  fact  cannot  be  overemphasized  that,  if  it  is 
at  all  possible,  the  patient  should  spend  some  time 
in  a sanatorium,  where  his  case  can  be  thoroughly 
studied  and  adequate  treatment  begun.  There  he  is 
free  from  worries  of  home  and  shop  and  fear  of 
endangering  his  family.  He  finds  it  much  easier  to 
take  the  cure  where  others  are  doing  the  same.  In 
an  institution  constant  medical  and  nursing  atten- 
tion hastens  his  recovery,  for  modern  treatment  of 
tuberculosis  is  intensive  with  a large  percentage  of 
patients  under  collapse  therapy.  A sanatorium  is  a 
training  school  which  gives  the  patient  knowledge 
of  tuberculosis  and  personal  hygiene  which  aids  his 
recovery  and  plays  a vital  part  in  keeping  him 
well. 

Those  patients  who  are  cared  for  in  the  home 
must  have  close  medical  and  nursing  supervision, 
as  it  is  vital  to  both  the  patient  and  his  family. 
With  the  physician  the  public  health  nurse  shares 
the  greatest  responsibility  when  dealing  with  tuber- 
culosis in  the  home.  They  must  make  every  effort  to 
protect  the  family  from  further  exposure  and  to  see 
that  all  contacts  are  examined. 

In  no  other  chronic  disease  has  such  progress 
been  made  as  in  treatment  of  tuberculosis.  If  the 
knowledge  we  now  have  is  intelligently  applied  the 
majority  of  these  people  can  be  restored  to  health. 
No  longer  is  it  sufficient  to  simply  tell  the  patient  to 
go  home,  sleep  with  the  windows  open  and  rest  all 
he  can.  Experience  has  shown  this  advice  never 
produces  satisfactory  results.  We  can  divide  treat- 
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ment  into  three  main  headings:  general  care,  symp- 
tomatic treatment,  and  special  forms  of  treatment. 

GENERAL  CARE 

Rest  is  the  most  important  factor  in  treatment 
of  tuberculosis;  important  because  of  its  local  effect 
on  lung  tissue  by  reducing  respiratory  demands,  per- 
miting  the  healing  process  to  begin;  important  also 
because  of  the  general  effect  on  the  entire  body. 
Rest  conserves  body  energy,  decreases  lung  move- 
ment, facilitates  rebuilding  of  tissue,  decreases  the 
air,  blood  and  lymph  flow  through  the  lungs,  and 
thus  lessens  the  spread  of  bacilli  to  new  tissue  and 
the  amount  of  toxin  washed  into  the  circulation 
from  the  tuberculous  lesion.  Rest  is  indicated  in 
every  active  case  of  tuberculosis,  regardless  of  stage 
of  the  disease.  No  matter  how  well  such  a patient 
may  look  or  feel,  the  physician  must  insist  on  rest. 

We  are  beginning  to  find  more  minimal  cases 
who  present  few  or  no  symptoms.  Some  of  these 
early  cases  and  an  occasional  advanced  one  might 
recover  with  a less  strict  regime  of  rest,  but  no  pa- 
tient can  afford  to  experiment  for  the  purpose  of 
learning  whether  or  not  he  is  in  that  class.  Rest 
means  going  to  bed.  It  means  lying  flat  in  bed.  All 
else  is  exercise.  Reading,  talking,  use  of  the  radio, 
etc.  must  depend  on  the  patient’s  condition  and 
reaction  to  these  things.  Too  great  a restriction  may 
cause  a patient  to  become  restless,  nervous  and 
discontented. 

Duration  of  bed  rest  depends  upon  a number  of 
factors.  Trustworthy  guidance  of  rest  for  an  ade- 
quate time  for  the  patient’s  safety  is  the  doctor’s 
responsibility.  No  patient  should  be  allowed  time 
up  for  a least  four  to  six  weeks.  If  after  a month  or 
more,  symptoms  have  subsided,  examination  reveals 
a quieting  down  of  the  lesion,  and  the  patient  has 
learned  to  relax,  sitting  up  periods  may  be  started. 
Cases  doing  nicely  can  usually  be  given  ten  to  fif- 
teen minutes  more  each  week. 

This  is  a critical  time  and  requires  more  careful 
study  and  supervision  than  when  the  patient  is  at 
complete  rest.  Rapid  increase  in  time  up  is  dan- 
gerous; too  slow  increase  may  deprive  the  patient 
of  needed  stimulation,  and  may  also  be  injurious  to 
his  morale.  Systematic  observation  of  symptoms, 
roentgenograms,  laboratory  tests,  especially  sputum, 
erythrocyte  sedimentation  rate,  and  physical  signs 
are  helpful  to  determine  when  the  patient  may 
safely  be  given  his  first  time  up. 

The  patient’s  complete  cooperation  is  necessary 
to  keep  intact  that  newly  formed  scar  tissue  repair 
of  his  lung.  If  any  toxic  symptoms  appear,  all  exer- 
cise must  cease  and  bed  rest  be  resumed.  After 
symptoms  have  been  absent  for  a week  exercise 


privilege  may  be  returned  where  it  was  discontin- 
ued. Only  prescribed  gradual  exercise  produces 
satisfactory  results.  Figuratively,  the  patient  is  still 
sitting  on  the  lid  of  a stove  and  may  slowly  slip 
back  into  the  fire  at  any  time.  He  must  follow 
his  doctor’s  guidance  as  to  his  safe  amount  of  ex- 
ercise for  several  years.  He  must  avoid  any  exer- 
tion which  is  followed  by  even  slight  fatigue,  should 
continue  mid-day  rest  hours  for  years  and  should 
understand  that  full  working  capacity  is  rarely  safe- 
ly reached  under  two  or  three  years  after  apparent 
arrest  of  active  tuberculosis. 

Food.  No  particular  food  has  any  special  value 
in  treatment  of  tuberculosis.  A general  well-bal- 
anced diet  plus  milk  is  the  best.  Avoid  diet  fads. 
Faulty  nutrition  is  one  of  the  predisposing  causes  of 
tuberculous  activity.  Just  enough  food  to  gain  slow- 
ly one-half  to  one  pound  per  week  is  sufficient. 
Overeating  and  overweight  are  dangerous,  placing 
an  additional  strain  on  all  the  vital  organs.  Meals 
must  be  attractively  served  at  regular  intervals. 
Nutritious,  easily  digested  foods  are  reasonably 
selected  according  to  the  needs  and  function  of 
digestion,  but  there  should  be  no  finicky  avoidance 
of  the  foods  necessary  to  meet  the  essential  require- 
ments of  diet;  namely,  moderately  liberal  proteins, 
slightly  low  carbohydrates,  fairly  liberal  fats  (but- 
ter), eight  to  ten  glasses  of  fluids,  mineral  salts, 
especially  calcium  and  iron,  liberal  vegetables  for 
bed  patients,  liberal  vitamins,  especially  A and  D 
in  cod  liver  oil,  etc.,  C in  fruits  and  B in  wheat 
germ  and  cereals.  Vitamins,  cod  liver  oil,  iron  and 
calcium  appear  to  have  some  value  as  aids  to  nutri- 
tion in  the  treatment  of  tuberculosis. 

Fresh  air.  We  no  longer  advise  putting  patients 
in  tents  nor  on  inadequately  protected  porches. 
They  should  be  in  comfortably  cool  rooms,  with 
circulating  air  but  not  exposed  to  direct  drafts. 
Comfortable  shade  and  fresh  air  can  be  found  in 
any  climate.  Keep  the  patient  warm  with  sufficient 
covering. 

SYMPTOMATIC  TREATMENT 

The  more  adequately  the  previous  essentials  of 
general  treatment  are  carried  out,  the  less  need 
there  will  be  for  symptomatic  treatment  to  make 
the  patient  feel  better  and  able  to  combat  the 
disease. 

Cough.  There  must  be  no  unnecessary  coughing, 
as  cough  tends  to  tear  down  healing  tissue  and  also 
tires  the  patient.  Rest  decreases  cough,  therefore 
voluntary  control  of  cough  is  vital.  The  patient  is 
instructed  to  expectorate  all  sputum  as  easily  as 
possible  into  paper  napkins  which  are  placed  in  bag 
and  burned.  An  unproductive  cough  may  require 


340 


COLLAPSE  THERAPY MATSON 


Vol.  38,  No.  9 


hot  drinks  or  mild  expectorants.  Some  cases  require 
codein,  which  may  also  stop  vomiting  from  the 
gagging  of  uncontrolled  cough. 

Hemoptosis.  In  hemorrhage  from  the  lung  the 
nervous  anxiety  of  the  patient  and  the  cough  must 
be  controlled.  Barbiturates  or  morphine  in  small 
doses  are  regarded  by  some  men  as  the  best  drugs. 
Complete  continued  blocking  of  bronchi  by  retained 
clots  is  to  be  guarded  against  by  using  a moderate 
or  only  a single  dose.  The  ice  bag  helps  to  comfort 
the  patient.  Liquid  or  light  diet,  calcium  and  good 
elimination  are  important.  Pneumothorax  may  be 
required  to  control  the  bleeding.  A small  transfu- 
sion of  blood  might  occasionally  be  useful.  Most 
hemorrhages  stop  spontaneously.  If  blood  is  not  co- 
agulating, hemoplastin,  etc.,  may  be  tried. 

Pleurisy  with  effusion.  Aspirate  and  replace  with 
air.  Maintain  air  in  the  pleural  space  long  enough 
to  know  whether  continuation  of  the  pneumothorax 
is  indicated. 

Laryngitis.  Vocal  rest  is  most  important.  Control 
cough  and  have  patient  use  a pad  instead  of  talk- 
ing or  whispering. 

Loss  of  appetite.  Reduce  toxemia,  watch  pa- 
tient’s morale,  see  that  his  meals  are  attractive,  and 
if  necessary  give  stomachics.  Insulin  is  at  times 
helpful. 

Indigestion.  Eliminate  causes  as  rich  food,  over- 
eating, candy,  cake,  idiosyncrasy,  etc.  Look  out  for 
irregular  meals  and  too  frequent  nourishment  be- 
tween meals,  cough  syrups,  constipation.  Place  on  a 
liquid  diet,  then  smooth,  and  gradually  return  to 
general  diet. 

Constipation.  Reduce  anxiety  or  worry.  Insist  on 
regular  time  for  the  toilet,  preferably  after  break- 
fast, an  extra  glass  of  water  before  breakfast  and 
proper  diet.  Excess  roughage  as  bran  added  to  gen- 
eral diet  is  not  advisable.  Mild  laxatives  are  occa- 
sionally needed  as  mineral  oil,  psylla  seeds,  agar, 
etc. 

Diarrhea.  This  may  be  a dietary  or  a tubercu- 
lous complication  and  may  seriously  interfere  with 
nutrition.  In  patients  who  unaccountably  fail  to  im- 
prove and  regain  lost  weight,  control  toxemia  and 
treat  any  gastrointestinal  or  other  complication 
conservatively.  Smooth,  low  residue  diet  may  be 
essential. 

Fever.  Rest  in  cool  circulating  air.  Amidopyrine, 
gr.  2 or  3 t.  i.  d.,  is  frequently  beneficial.  Night 
sweats  may  occasionally  require  sponging  or  atro- 
pine. 

Insomnia.  Treat  the  cause  which  may  be  due  to 
worry,  pain,  cough,  night  sweats.  If  no  cause  is 
found,  a sedative  should  be  temporarily  employed, 


such  as  bromide,  phenobarbital,  amytal,  pentobar- 
bital, trional,  etc.  Unless  a patient  gets  eight  hours 
sleep,  it  will  be  difficult  for  him  to  regain  strength. 

Continued  guidance  of  the  patient’s  rest,  diet, 
hygiene  and  fresh  air  are  the  essentials  in  the  medi- 
cal treatment  of  tuberculosis. 

SPECIAL  FORMS  OF  TREATMENT 

These  include  collapse  therapy  which  is  covered 
elsewhere. 

COLLAPSE  THERAPY  IN  PULMONARY 
TUBERCULOSIS* 

Ralph  C.  Matson,  M.D. 

PORTLAND,  ORE. 

Surgical  Director  Portland  Open  Air  Sanatorium 
Milwaukie,  Oregon 

The  therapeutic  importance  of  collapse  and  com- 
pression of  the  tuberculous  lung  through  surgical 
means  is  fully  recognized  and  remains  the  most  sig- 
nificant achievement  toward  healing  of  this  disease. 
Cavity  closure  should  be  instituted  earlier  than  it 
often  is  because  the  time  allotted  to  a hopeful  but 
futile  course  of  sanatorium  routine  too  frequently 
results  in  extension  of  disease  elsewhere  in  the  body, 
thus  rendering  the  patient  incurable  or  at  least  un- 
suited for  collapse  therapy. 

No  attempt  will  be  made  to  discuss  the  many 
procedures  of  collapse  therapy  fully,  space  being  in- 
adequate, but  I will  discuss  briefly  those  having 
general  acceptance  and  known  to  be  of  established 
value. 

ARTIFICIAL  PNEUMOTHORAX 

This  is  the  first  and  simplest  procedure  to  be  con- 
sidered in  a collapse  therapy  program.  Its  value, 
however,  is  restricted  to  about  40  per  cent  of  the 
cases  having  chronic  and  acute  types  of  tuberculosis 
because  of  adhesions  either  preventing  any  gas  in- 
troduction or  a sufficient  amount  to  produce  a satis- 
factory collapse  of  the  lung.  It  should  be  instituted 
at  once  in  cases  of  pulmonary  tuberculosis  with  be- 
ginning infiltration  and  positive  sputum,  as  well  as 
in  moderately  advanced  cases,  if  a three  months 
trial  of  sanatorium  treatment  does  not  show  an 
improvement  in  the  patient’s  condition.  It  is  often 
indicated,  however,  without  any  prolonged  obser- 
vation. Two  distressing  practices  are  mentioned 
here:  (1)  that  artificial  pneumothorax  is  commonly 
not  utilized  early  enough;  (2)  that  it  is  continued 
too  long  when  it  is  demonstrated  that  adhesions 
prevent  adequate  collapse  of  the  lung. 

Hemoptysis,  whether  slight  or  severe,  is  an  obli- 
gatory indication  to  establish  an  artificial  pneu- 
mothorax at  once,  provided  it  is  possible  to  deter- 

* From  Department  of  Surgery,  University  of  Oregon 
Medical  School,  and  Department  of  Surgery,  Portland  Open 
Air  Sanatorium. 
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mine  which  lung  is  the  source  of  bleeding.  Tuber- 
culous spontaneous  pneumothorax  should  be  con- 
verted into  a controlled  artificial  pneumothorax. 
Tuberculous  pleurisy  with  effusion  should  be  treated 
by  replacing  the  fluid  with  air,  and  an  artificial 
pneumothorax  maintained  according  to  the  indi- 
cations of  the  underlying  disease. 

Chronic  fibrocaseous  types  of  tuberculosis,  with- 
out demonstrable  cavity  formation  and  with  essen- 
tial freedom  from  disease  in  the  contralateral  lung, 
yield  the  best  results.  In  progressive  fibrocaseous 
cavernous  types,  with  lesions  more  destructive  in 
character,  the  end-results  are  not  so  favorable.  In 
active,  advancing  caseous  pneumonic  and  caseous 
bronchopneumonic  types  of  tuberculosis,  regardless 
of  incompatible  opinions,  splendid  results  are  seen, 
if  a satisfactory  collapse  of  the  lung  can  be  estab- 
lished. 

In  unilateral  cavity  cases  a pneumothorax  should 
be  established  immediately.  In  this  way  there  is 
less  danger  of  extension  to  the  gastrointestinal 
tract,  the  larynx  and  the  opposite  lung. 

Renal  and  cardiac  failure,  or  extensive  emphys- 
ema, are  absolute  contraindications.  Tuberculosis  of 
the  larynx  and  intestines  is  a contraindication,  if 
interfering  with  the  patient’s  nutrition.  Controlled 
diabetes  is  no  contraindication,  nor  active  disease 
of  the  opposite  lung,  unless  it  is  extensive  or  rapidly 
advancing. 

In  estimating  the  prognosis  of  a pneumothorax 
case,  disease  of  the  contralateral  lung  is  of  much  less 
importance  than  the  type  of  disease  on  the  side  to 
be  collapsed  and  the  character  of  the  pneumothorax. 
Should  the  patient  recover,  he  does  so  usually  re- 
gardless of  a lesion  in  the  contralateral  lung,  and 
death  is  much  more  often  ascribable  to  other  causes 
than  to  progression  of  disease  in  the  opposite  lung. 

About  50  per  cent  of  cases  can  be  rehabilitated 
by  artificial  pneumothorax,  the  remaining  ones  de- 
manding more  radical  methods  of  collapse.  It  is 
popularly  assumed  that  pneumothorax  treatment 
should  not  be  applied  until  after  prolonged  trial  of 
sanatorium  methods  and  that  it  should  be  resorted 
to  with  caution,  owing  to  the  danger  of  complica- 
tions. This  is  an  unfounded  surmisal.  Less  than  2 
per  cent  of  our  pneumothorax  cases  died  of  compli- 
cations directly  or  indirectly  related  to  the  pneu- 
mothorax, such  as  gas  embolism  (two  cases), 
empyema,  spontaneous  pneumothorax,  and  so  forth, 
in  a series  of  well  over  2,000  cases. 

INTRAPLEURAL  PNEUMONOLYSIS 

Pleuritic  adhesions  preventing  a satisfactory  col- 
lapse of  the  lung  are  appropriate  for  surgical  cut- 
ting in  about  20  per  cent  of  the  cases  where  artificial 


pneumothorax  has  been  established.  Since  I devel- 
oped the  electrosurgical  method,  we  have  found  it 
possible  to  effect  closure  of  cavities  in  approxi- 
mately 70  per  cent  of  the  450  cases  operated  upon. 
The  defections  of  the  galvanocautery  are  wholly 
lacking  in  the  high-frequency  method  of  cutting,  as 
unbelievably  large  adhesions  can  be  cut  in  this 
manner  with  little  discomfort  to  the  patient  and 
only  slight  subsequent  reaction.  With  the  open 
method,  which  some  still  commend,  the  entire  pro- 
cedure is  a major  one.  I have  repeatedly  stated  that 
adhesions  which  cannot  be  severed  by  the  open 
method  can  be  cut  without  danger  by  the  closed 
one. 

Large  adhesions  extending  to  the  lateral  aspects 
of  the  chest  wall,  and  also  apical  ones,  as  well  as 
those  extending  to  the  diaphragm,  are  readily  ac- 
cessible electrosurgically.  There  is  no  difficulty  in 
cutting  adversely  situated  band  adhesions,  even 
very  short  ones  located  in  the  dome  of  the  pneu- 
mothorax cavity.  Particular  caution  must  be  exer- 
cised with  apical  adhesions  attached  to  or  near  the 
subclavian  vessels  or  brachial  plexus. 

With  a new,  recently  described  technic,  broad- 
based  chest  wall  attachments  (spindle  and  cone  ad- 
hesions) no  longer  are  unapproachable  as  formerly, 
when  about  50  per  cent  were  inoperable  because  of 
the  presence  of  lung  tissue  and  prolongations  of 
cavities  close  to  the  chest  wall.  Except  when  cutting 
takes  place  near  the  intercostal  nerves  or  brachial 
plexus,  severing  adhesions  is  painless  and  there  is 
no  shock.  Should  pain  occur,  local  anesthesia  infil- 
tration with  special  needles  intrathoracically,  of  the 
involved  intercostal  spaces,  is  quite  easily  carried 
out  according  to  the  technic  which  I have  described1. 

Success  in  severing  adhesions  requires  a different 
background  of  training  than  for  artificial  pneu- 
mothorax. The  operation  calls  for  an  exacting  sur- 
gical technic  which  requires  special  training  and  a 
thorough  knowledge  of  the  anatomic  construction 
of  adhesions,  as  well  as  anatomy  of  the  pleural 
cavity  as  viewed  through  the  thoracoscope. 

We  have  never  experienced  a death  directly  due 
to  the  operation.  Three  instances  of  profuse  hem- 
orrhage occurred  early  in  our  work,  while  we  were 
utilizing  the  galvanocautery  and  the  first  type  of 
high-frequency  unit  placed  on  the  market.  Since 
utilizing  the  Bovie  unit,  which  has  been  applied  in 
the  last  279  cases,  there  has  been  no  instance  of 
hemorrhage  and  less  than  2 per  cent  hemorrhagic 
exudate.  The  source  of  bleeding  in  the  latter  was 
from  the  primary  chest  wall  puncture  for  introduc- 

1.  Matson,  R.  C. : Intrapleural  Pneumonolysis  by  Closed 
Method.  Am.  Rev.  Tuberc.,  39:162-168,  No.  2,  Feb.,  1939. 
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ing  the  thoracoscope.  Bleeding  never  occurs  at  the 
site  of  the  second  puncture  for  introducing  the 
operating  electrode,  as  this  can  be  done  under  thor- 
acoscopic guidance.  With  my  present  technic,  the 
instances  of  serous  and  purulent  exudate  formation 
have  been  tremendously  reduced.  When  utilizing 
the  galvanocautery,  serous  exudate  occurred  in  over 
20  per  cent  of  the  cases  and  purulent  exudate  in 
over  26  per  cent,  whereas  now  serous  exudate  oc- 
curs in  less  than  4 per  cent  and  purulent  exudate 
in  less  than  3 per  cent  of  cases. 

PHRENIC  NEURECTOMY 

This  is  not  nearly  as  widely  used  as  formerly, 
and  we  have  abandoned  performing  a radical 
phrenic  neurectomy  on  the  left  side  because  of  the 
danger  of  troublesome  gastric  dilatation.  As  a mat- 
ter of  fact,  we  are  resorting  to  more  and  more 
temporary  phrenic  surgery.  While  this  operation  is 
not  a major  one,  it  does  have  distressing  possibilities 
because  of  the  presence  of  abnormal  types  of 
phrenic  nerves  involving  large  blood  vessels,  thus 
demanding  surgical  approach  with  much  fore- 
thought. Those  attempting  phrenic  nerve  surgery 
should  be  well  versed  in  the  anatomy  of  the  phrenic 
nerve  and  its  more  than  twenty  abnormal  types,  as 
well  as  the  topographic  anatomy  of  the  neck.  Seri- 
ous accidents  have  been  reported,  such  as  damage 
to  the  subclavian  vessels,  internal  jugular,  sympa- 
thetic trunk  and  vagus  nerve. 

In  our  earlier  experience,  phrenic  neurectomy 
preceded  thoracoplastic  procedures,  especially  in 
the  fibrocaseous  cavernous  group  of  cases.  How- 
ever, in  the  past  few  years  this  operation  has  been 
resorted  to  only  in  exceptional  cases  prior  to  a thor- 
acoplasty. Phrenic  neurectomy  with  a partial  pneu- 
mothorax is  also  of  value  in  selected  cases. 

In  exudative  types  of  tuberculosis  our  results 
have  not  been  satisfactory.  We  could  not  see  that 
it  altered  the  progress  of  the  disease  or  influenced  it 
in  a favorable  manner. 

This  operation  should  be  considered  next  after  a 
pneumothorax  or  an  intrapleural  pneumonolysis 
and  before  other  more  radical  measures  are  con- 
templated. The  operation  is  not  required  in  combin- 
ation with  every  pneumothorax,  irrespective  of 
whether  the  collapse  is  satisfactory  or  not,  as  many 
workers  advise.  Often  times,  in  special  cases  selected 
for  thoracoplasty,  the  results  are  frequently  so  satis- 
factory that  the  major  procedure  is  unnecessary. 

In  our  series  of  approximately  500  cases  of 
phrenic  neurectomy,  15  per  cent,  including  those 
with  cavernous  tuberculosis  who  were  candidates 
for  a thoracoplasty,  recovered  as  a -result  of  the 
phrenic  operation  alone. 


EXTRAPLEURAL  THORACOPLASTY 

In  this  operation  the  number  and  lengths  of  ribs 
to  be  resected  depend  upon  the  type  of  disease  and 
the  patient’s  general  condition.  We  always  prefer 
to  do  the  posterior  operation  in  at  least  two  stages, 
beginning  with  resection  of  portions  of  the  upper 
five  ribs  first,  or  complete  resection  of  the  upper 
three  ribs  and  part  of  the  fourth  rib.  Resection  of 
portions  of  the  lower  fifth  to  sixth  ribs  then  follows 
within  the  course  of  the  next  week  or  ten  days.  In 
cases  of  large  upper  lobe  cavities,  an  upper  posterior 
phase  operation,  with  resection  of  the  upper  fourth 
to  fifth  ribs  is  carried  out,  followed  within  the 
course  of  a week  with  resection  of  the  remaining 
portions  of  the  upper  fourth  to  fifth  ribs  close  to 
the  sternum.  If  necessary,  the  posterior  lower  phase 
operation  is  carried  out  as  soon  as  possible. 

In  lower  lobe  tuberculosis  the  lower  phase  opera- 
tion is  carried  out  first.  In  poor  surgical  risk  cases, 
where  only  a graded  thoracoplasty  is  permissible, 
sections  of  two  to  three  ribs  are  removed  at  a time ; 
other  operations  follow  within  the  course  of  a week 
or  ten  days.  A partial  thoracoplasty,  whether  unilat- 
eral or  bilateral,  may  be  considered  in  certain  care- 
fully selected  cases,  where  the  lesion  is  apical  or 
subapical,  with  essential  freedom  of  disease  below 
the  third  or  fourth  rib  posteriorly. 

A more  comprehensive  study  is  required  in  cases 
selected  for  thoracoplasty  than  for  artificial  pneu- 
mothorax. Exudative  types  of  pulmonary  tubercu- 
losis, progressive  in  character,  should  be  excluded 
and  any  disease  in  the  contralateral  lung  should  be 
arrested  or  at  least  quiescent  and  not  too  extensive. 
Thoracoplasty  is  indicated  when  the  disease  is  uni- 
lateral and  of  a productive  or  fibroid  type,  with  or 
without  cavity  formation.  The  patient  should  not 
be  too  old  and  his  general  condition  should  be  fairly 
good.  Patients  presenting  large  cavities  and  who 
have  a pneumothorax  offer  many  difficulties  of  clos- 
ure. In  most  instances  it  is  much  beter  to  abandon 
the  pneumothorax  and  carry  out  the  thoracoplasty 
after  the  lung  has  expanded. 

The  contraindications  for  thoracoplasty,  in  addi- 
tion to  those  which  obtain  for  pneumothorax,  in- 
clude poor  surgical  risks  and  those  with  coexistent 
incurable  organic  disease. 

Results.  The  greatly  improved  and  well  group, 
in  our  series  of  over  250  cases,  comprise  approxim- 
ately 60  per  cent  of  the  series.  Our  direct  operative 
mortality  has  been  less  than  2 per  cent. 

EXTRAFASCIAL  APICOLYSIS 

For  closure  of  apical  cavities,  Semb  proposes 
extrafascial  apicolysis  combined  with  an  upper 
phase  thoracoplasty.  The  technic  consists  of  resec- 
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tion  of  the  entire  first,  second,  third  and  part  of  the 
fourth  ribs,  including  portions  of  the  transverse 
processes,  with  or  without  exarticulation  of  the  ribs 
posteriorly  and  resection  anteriorly  close  to  the 
sternum.  The  lung  is  then  freed  over  the  diseased 
area  by  careful  blunt  dissection  in  the  endothoracic 
fascia,  which  includes  severance  of  the  connective 
tissue  bundles  overlying  the  apex  of  the  lung.  The 
purpose  of  this  operation  is  to  develop  a method  of 
lung  collapse,  simulating  that  achieved  by  artificial 
pneumothorax.  That  is,  the  portion  of  the  lung  con- 
taining the  cavity  is  detached  in  a way  to  allow 
contraction  from  the  periphery  toward  the  hilum. 
Complete  collapse  of  cavities  is  claimed  by  Semb  in 
90  per  cent  of  his  cases.  Eighty  per  cent  were  ren- 
dered sputum-free  and  his  mortality  was  less  than 
5 per  cent,  if  the  resection  did  not  exceed  six  ribs 
at  one  stage.  Gale  and  Midelfart  have  improved 
this  procedure  with  laudable  changes.  They  report 
65  cases,  with  five  deaths  (7.6  per  cent),  and  48 
cases  (88.7  per  cent)  with  perfect  cavity  closure. 

Personally,  I feel  the  popularity  of  this  operation 
is  diminishing.  Technically,  it  requires  considerable 
more  time  than  other  surgical  collapse  procedures, 
and  only  good  risk  cases  should  be  subjected  to  it. 
As  for  results,  there  is  a question  in  my  mind  as  to 
whether  they  are  better  than  with  the  next  proce- 
dure which  he  has  mentioned. 

EXTRAPLEURAL  PNEUMOTHORAX 

The  results  of  this  procedure  have  been  described 
approvingly  in  numerous  reports.  By  the  way, 
Oscar  Proctor  of  Seattle,  was  one  of  the  first  in 
this  country  to  do  this  operation.  Unfortunately,  he 
neglected  to  report  his  work. 

This  operation  consists  in  removal  of  a section 
of  the  third  or  fourth  rib  posteriorly,  then  separa- 
tion of  the  parietal  pleura  from  the  endothoracic 
fascia,  and  the  establishment  of  a pocket  sufficiently 
large  to  close  the  cavity  in  the  lung.  The  wound  is 
closed  without  drainage.  Air  refills  are  carried  out 
within  the  course  of  the  next  twenty-four  hours,  as 
in  artificial  pneumothorax,  being  controlled  by  the 
fluoroscope.  In  some  instances,  gomenol  in  oil  has 
been  utilized  instead  of  air,  establishing  an  extra- 
pleural oleothorax.  This  operation  may  be  consid- 
ered in  selected  cases  of  unilateral  or  bilateral  upper 
lobe  cavities,  providing,  of  course,  that  intrapleural 
pneumothorax  has  been  attempted  and  found  im- 
possible because  of  adhesions.  There  is  rarely  any 
shock  to  this  operation.  It  can  be  carried  out  under 
local  anesthesia  and  is  applicable  in  poor  surgical 
risk  cases,  who  could  not  undergo  the  standard  type 
of  thoracoplasty  and  who  by  no  means  could  with- 
stand the  radical  apicolysis  of  Semb. 


EXTRAPLEURAL  PNEUMONOLYSIS  WITH  PARAFFIN 
FILL 

Opinion  regarding  the  value  of  this  operation  has 
fluctuated  until  now  it  is  recognized  as  applicable 
only  in  cases  of  small  apical  cavities,  either  uni- 
lateral or  bilateral.  Fat  and  muscle  fills  have  passed 
conspicuously  into  disrepute. 

EXTRATHORACIC  PLEUROLYSIS 

Author’s  method.  This  procedure  has  been  found 
successful  for  the  closure  of  residual  cavities  re- 
maining after  the  standard  type  of  thoracoplasty, 
which  everyone  with  experience  must  admit  very 
frequently  occurs.  The  usual  procedure  in  these 
cases  has  been  to  remove  regenerated  rib,  which  is 
a tedious  and  difficult  process  and  too  frequently 
followed  by  failure  of  the  residual  cavity  to  close. 
The  operation  described  is  the  evolution  of  the 
extrapleural  gauze  pack.  The  objection  to  this  latter 
operation  was  that  the  pack  could  not  be  left  in 
long  enough  to  affect  permanent  closure  in  the  large 
majority  of  cavities. 

The  operation  consists  in  exposure  of  regenerated 
rib  over  the  residual  cavity.  An  approach  is  made 
through  the  endothoracic  fascia  to  the  rib  bed  after 
its  removal.  Sufficient  rib  is  removed  to  permit 
entry  of  the  index  or  middle  finger.  The  intercostal 
muscle  bundles  are  ligated  and  severed  proximal 
and  lateral  to  the  spine.  The  parietal  pleura  is 
stripped  from  the  chest  wall  with  the  fingers  or 
with  a small  pledget  of  gauze  on  a Hartman  forceps. 
The  stripping  process  proceeds  above,  laterally  and 
below  and  in  the  costovertebral  gutter,  a space  be- 
ing created  sufficiently  large  to  close  the  residual 
cavity.  The  size  of  the  residual  cavity,  and  its 
position,  will  determine  the  size  of  the  pocket  re- 
quired. 

After  satisfactory  hemostasis,  a section  of  flexi- 
tissue  18  inches  square  is  carefully  pushed  into 
every  recess  of  the  pocket,  using  the  fingers,  a 
sponge  forceps  or  some  blunt  instrument  for  this 
purpose,  after  which  the  2-inch  vioform  gauze  is 
placed  inside  the  flexi-tissue  sack  until  the  level  of 
the  chest  wall  opening  is  reached.  The  tissue  is 
then  folded  and  tied  with  braided  silk,  sack-wise.  A 
double  6-inch  tie-end  is  left  protruding  from  the 
wound.  The  neck  of  the  sack  is  cut  off  adjacent  to 
the  tie  and  the  neck  of  the  sack  is  pushed  inside 
the  chest  wall  opening.  The  wound  is  closed  with 
chromic  gut  sutures  in  the  deep  muscle  layers  and 
fascia;  the  skin  is  closed  with  dermal. 

The  postoperative  reaction  is  usually  mild. 
There  is  no  shock.  The  outside  dressings  are 
changed  in  forty-eight  hours  and  the  cutaneous 
sutures  are  removed  on  the  fifth  postoperative  day. 
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There  is  a postoperative  temperature  lasting  usu- 
ally a week,  and  exudate  forms  in  practically 
every  case.  This  discharges  spontaneously  through 
the  wound  at  the  site  where  the  braided  silk  sutures 
emerge  from  the  wound. 

In  case  of  partial  thoracoplasty  with  a residual 
cavity  close  to  the  last  unresected  rib,  a much 
easier  approach  is  made  into  the  endothoracic  fascia 
by  going  through  the  normal  rib  bed  instead  of 
that  from  regenerated  bone. 

The  pack  should  be  left  in  position  for  at  least 
three  months.  We  have  two  patients  who  have  had 
packs  in  position  over  a year  and  who  are  working 
full  time  with  no  inconvenience.  This  operation  is 
without  shock  and  applicable  in  poor  surgical  risk 
cases.  One  ambulant  patient  has  143  feet  of  2-inch 
gauze  in  an  extrapleural  sack. 

In  a series  of  forty  cases,  there  has  been  no 
mortality  due  to  the  operation. 

INTRATHORACIC  PLEUROLYSIS 

Until  recently,  diffuse  fold  adhesions  in  artificial 
pneumothorax  were  considered  inoperable.  Now, 
even  this  type  may  be  successfully  attacked  with 
what  I term  “intrathoracic  pleurolysis.”  The  technic 
of  this  operation,  briefly,  consists  in  an  infiltration 
anesthesia  of  the  endothoracic  fascia  on  each  side 
and  around  the  entire  chest  wall  attachment  of  the 
adhesion,  in  such  a manner  that  the  entire  parietal 
pleura  in  the  infiltrated  area  is  raised  from  the  en- 
dothoracic fascia.  This  anesthesia  is  carried  out 
intrathoracically  with  14 -inch  long,  20  gauge 
needles  under  thoracoscopic  guidance.  The  endo- 
thoracic fascia  in  the  intercostal  spaces,  as  well  as 
the  rib  bed,  is  thoroughly  infiltrated.  Next,  the  pleu- 
rotone  is  inserted  through  the  parietal  pleura  1 cm. 
from  the  lung  attachment.  A cut  is  made  just 
through  the  pleura  around  the  lung  attachment. 
The  lung,  with  its  attached  parietal  pleura,  is 
stripped  from  the  chest  wall  with  a long,  straight, 
blunt  raspatory,  introduced  through  a canula  at  an 
appropriate  site  through  a second  puncture.  There 
is  little  bleeding,  which  is  easily  controlled  by  elec- 
trocoagulation. The  lung  falls  away  with  its  stump 
covered  with  parietal  pleura,  which  prevents  spon- 
taneous opening  of  the  stump. 

MULTIPLE  INTERCOSTAL  NEURECTOMY 

This  operation  has  extremely  limited  possibilities 
and  is  appropriate  for  a very  few  selected  cases. 

PNEUMONOTOMY 

This  is  of  decidedly  questionable  value. 

The  results  of  collapse  therapy  in  the  treatment 
of  pulmonary  tuberculosis  are  stimulating,  and  it  is 
extremely  gratifying  to  know  that  every  tuberculosis 


sanatorium  and  hospital,  where  tuberculosis  is  ac- 
cepted, has  a number  of  patients  who  can  be  re- 
stored to  health  and  self-support  by  the  application 
of  modem  collapse  treatment  instead  of  being  left 
to  await  a certain  dissolution  of  soul  and  body. 

DIAGNOSIS  AND  TREATMENT  OF 
INTESTINAL  TUBERCULOSIS 
G.  C.  Bellinger,  M.D. 

Medical  Director  Oregon  State  Tuberculosis  Sanatorium 
SALEM,  ORE. 

Intestinal  tuberculosis  is  the  most  common  com- 
plication of  pulmonary  tuberculosis,  if  involvement 
of  the  pleura  might  be  considered  as  a part  of  the 
lung  disease.  It  occurs  in  approximately  15  per 
cent  of  cases  as  they  come  in  for  diagnosis,  and 
increases  steadily  as  the  pulmonary  disease  prog- 
resses, so  that  in  the  terminal  picture,  as  shown 
at  autopsy,  the  intestines  are  involved  in  fully  75 
per  cent  of  the  cases.  Bandeleir  and  Roepke,  writ- 
ing their  excellent  book  on  clinical  tuberculosis  in 
1912,  quoted  Hippocrates  as  saying:  “when  diar- 
rhea develops  in  consumption,  it  is  always  fatal,” 
and  then  entered  their  own  comments  by  saying, 
“that  is  almost  as  true  today  as  it  was  then.” 

In  my  own  experience,  this  complication  came 
most  vividly  to  my  attention  some  years  ago  when 
some  cases  under  seemingly  excellent  convales- 
cence with  pneumothorax  were  found  with  various 
symptoms  pointing  to  the  gastrointestinal  tract. 
Later,  the  advancing  symptoms  proved  only  too 
well  that  intestinal  disease  was  discounting  the 
pneumothorax  results  which  were  so  impressive. 
That  was  before  Brown  and  Sampson  followed  up 
Sterling’s  work  by  developing  the  foundation  of 
modern  diagnosis  and  treatment.  Their  work  was 
first  published  in  1919.  In  1926,  they  brought  out 
their  monograph  covering  the  subject  very  thor- 
oughly. This  book  went  through  to  a second  edi- 
tion in  1930,  listed  783  references,  and  has  become 
the  classic  on  this  subject. 

Because  of  the  major  importance  of  secondary 
disease  and  because  well  developed  primary  disease 
prompts  us  to  consider  the  same  diagnostic  pro- 
cedures and  principles  of  treatment  for  both,  this 
paper  will  apply  essentially  to  secondary  disease. 

DIAGNOSIS 

Lawrson  Brown  has  said  of  the  diagnosis  of  pul- 
monary tuberculosis,  “the  most  important  thing 
is  to  have  it  in  mind.”  This  seems  good  advice  as 
to  any  condition,  and  it  certainly  comes  to  mind 
very  promptly  in  connection  with  intestinal  tuber- 
culosis. 
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It  is  well  known  that  intestinal  involvement  is 
in  direct  relation  to  the  stage  of  pulmonary  dis- 
ease, presence  of  sputum  positive  for  tubercle 
bacilli,  presence  of  pulmonary  cavity,  length  of 
time  these  conditions  have  existed,  and  sanitation 
and  hygiene  of  the  case.  As  diagnosis  of  pulmonary 
tuberculosis  becomes  earlier  in  the  disease  and 
more  thorough  in  detail,  the  likelihood  of  intestinal 
involvement  becomes  less  and  less.  This  results 
principally  by  closing  of  open  cases  in  the  short- 
est possible  time. 

One  frequently  hears  that  no  special  improve- 
ment is  being  made  in  early  diagnosis  of  tuber- 
culosis. However,  a careful  study  of  admission 
statistics  of  most  any  modern  institution  will  show 
a distinct  improvement  in  this  respect.  A study  of 
the  cases  admitted  to  this  service  shows  that  an 
increasing  number  are  coming  in  the  earlier  stages 
of  disease.  The  last  biennium  showed  18.5  per 
cent  of  such  cases  as  compared  with  17.9  per  cent 
the  previous  biennium  ending  1936,  15.8  per  cent 
for  the  biennium  ending  1934,  and  14.5  per  cent 
for  the  period  ending  1932.  Twenty  years  ago  less 
than  1 per  cent  of  the  patients  coming  to  this  in- 
stitution were  in  this  group. 

Study  of  our  frank  pulmonary  cases  over  a 
period  of  twelve  years  shows  that  4.4  per  cent  of 
those  classed  as  having  minimal  disease  showed 
intestinal  involvement,  20.6  per  cent  of  the  mod- 
erately advanced  showed  such  involvement,  and  75 
per  cent  of  the  far  advanced.  This  correlates  very 
nicely  with  our  routine  study  of  admissions,  which 
shows  a working  average  of  15  per  cent  with  in- 
testinal involvement,  and  with  a survey  of  our 
population  present  which  shows  that  approxi- 
mately 15  per  cent  are  under  treatment  as  cases 
having  such  involvement.  It  is  interesting  to  recall 
that,  as  previously  stated,  the  pathologists  are  find- 
ing at  least  75  per  cent  of  involvement  at  autopsy. 

It  is  obvious  that  every  physician  should  for 
many  reasons  have  a good  sputum  record  of  any 
case  of  tuberculosis  that  comes  under  his  care. 
We  are  interested  particularly  in  its  relation  to  in- 
testinal involvement,  the  importance  of  which  has 
already  been  stated.  The  presence  of  positive 
sputum  and  cavity  complement  each  other  so  nice- 
ly in  practical  experience  that  one  can  supplement 
his  knowledge  of  one  with  the  findings  as  to  the 
other.  The  very  great  importance  of  the  length  of 
time  that  cavity  and  positive  sputum  have  existed 
in  relation  to  intestinal  involvement  shows  the 
great  value  of  checking  on  past  records. 

Then,  too,  we  must  keep  in  mind  the  frequency 
with  which  the  infectious  material  is  carried  from 


the  lungs  into  the  intestinal  tract.  It  is  not  neces- 
sary for  one  to  be  “careless”  about  swallowing 
sputum  to  bring  this  about.  The  ciliary  movement 
of  the  lining  of  the  bronchi  is  a normal  mechanism 
constantly  at  work  bringing  “foreign”  particles, 
including  sputum,  to  the  throat.  If  the  particle 
is  not  enough  to  excite  a satisfactory  reflex  to 
“raise”  that  particle,  it  is  very  apt  to  be  taken 
down  by  regular  swallowing  movements  which  we 
all  make  hundreds  of  times  a day. 

It  has  been  necessary  to  dwell  on  this  phase 
of  diagnosis  which  might  be  more  properly  classed 
as  incidence,  for  two  reasons:  first,  intestinal  tuber- 
culosis develops  insidiously,  and  we  should  not 
wait  for  symptoms.  This  will  be  discussed  a little 
later;  second,  the  most  accurate  special  procedure 
we  have  for  diagnosis  is  rather  cumbersome  for 
general  practice  and  is  only  made  quite  accurate 
by  the  special  relationships  of  a well  established 
institution  or  clinic. 

We  cannot  depend  on  symptoms  alone  for  diag- 
nosis; first,  and  mainly  because  we  need  to  get 
ahead  of  symptoms  if  possible;  and,  second,  be- 
cause there  are  too  many  other  reasons  for  gas- 
trointestinal symptoms.  We  are  not  only  apt  to 
be  too  late  when  we  depend  on  symptoms,  but, 
also,  we  are  apt  to  be  wrong  about  50  per  cent 
of  the  time  even  in  tuberculous  cases. 

Take  for  instance  diarrhea  which  many  still  wait 
for  before  they  seriously  consider  intestinal  in- 
volvement. This  is  seldom  present  in  a favorable 
stage  of  disease,  to  a degree  that  would  convince 
the  general  observer  that  anything  much  was  wrong. 
When  it  does  exist  to  such  a degree,  the  disease  is 
already  very  extensive,  if  not  terminal,  perhaps 
even  due  to  amyloid  changes  of  long  standing  dis- 
ease. A study  of  172  cases  at  Oregon  State  Tuber- 
culosis Hospital  during  the  past  twelve  years, 
shows  diarrhea  in  6.4  per  cent,  and  this  has  be- 
come increasingly  less  with  improvement  in  diag- 
nosis, special  treatment  and  general  management. 
In  fact,  of  the  thirty-five  cases  of  intestinal  tuber- 
culosis now  under  treatment,  in  not  a single  one 
is  diarrhea  recorded  as  a symptom. 

With  the  background  of  pulmonary  tuberculosis 
as  already  discussed,  the  physician  should  be  on 
guard  against  intestinal  involvement.  He  should 
be  suspicious  when  a patient  does  not  do  well  after 
the  lung  condition  is  under  control,  or  in  whom 
the  degree  of  illness  seems  entirely  out  of  propor- 
tion to  the  lung  disease.  He  should  be  on  the  look- 
out for  very  slight  symptoms,  such  as  a vague 
sense  of  discomfort,  a slight  loss  of  appetite,  con- 
stipation not  previously  present  and  nervousness. 
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SILICOSIS- 

The  most  dependable  method  of  diagnosis  is  by 
the  use  of  the  barium  meal.  With  the  background 
established  here,  this  method  will  give  excellent 
results.  The  details  of  this  procedure  will  be  found 
in  Brown  and  Sampson’s  book  and  in  other  litera- 
ture on  the  subject.  It  is  carried  out  routinely  in 
our  service.  A study  of  172  cases  diagnosed  posi- 
tive by  this  method  shows  that  forty  of  them  did 
not  complain  of  symptoms  referable  to  the  gastro- 
intestinal tract.  In  possibly  half  of  these,  slight 
symptoms  might  have  been  brought  to  light  by 
careful  inquiry.  This  is  supported  by  a careful 
study  of  the  thirty-five  positive  cases  that  are 
now  under  care.  Ten  of  these  have  had  no  symp- 
toms and  eleven  have  had  only  slight  symptoms 
such  as  slight  indigestion,  loss  of  appetite  or  a 
vague  feeling  of  discomfort. 

TREATMENT 

The  importance  of  open  pulmonary  tuberculosis 
in  relation  to  intestinal  tuberculosis  is  well  known 
and  has  already  been  discussed.  The  first  impor- 
tant point  in  the  treatment  of  the  intestinal  con- 
dition is  to  prevent  its  development  by  early  diag- 
nosis and  proper  treatment  of  the  pulmonary  dis- 
ease. The  same  principle  applies  in  the  treatment 
of  intestinal  disease  which  already  exists. 

Another  principle  in  the  general  management  is 
the  use  of  a highly  protective  diet  which  might  be 
both  preventive  and  curative  to  some  important 
degree.  It  is  not  necessary  to  use  a strictly  bland 
diet.  Foods  containing  harsh  irritating  particles 
and  fibre,  and  irritating  spices  and  condiments 
such  as  pepper,  mustard,  horse  radish,  etc.,  should 
be  routinely  excluded.  Vegetables  and  fruits  should 
be  carefully  selected  in  accordance  with  the  acute- 
ness of  the  condition  and  the  presence  of  strong 
flavors  and  harsh  fibre.  It  will  be  found  that  veg- 
etable and  fruit  juices  are  quite  well  tolerated 
when  the  more  acute  phase  has  been  brought  un- 
der control. 

The  importance  of  adequate  vitamins  and  min- 
erals, especially  calcium  and  phosphorus,  should 
be  kept  in  mind.  When  McConkey  brought  out 
his  report  on  the  treatment  of  intestinal  tubercu- 
losis by  the  use  of  rich  cod  liver  oil  and  tomato 
juice,  we  added  these  as  a supplement  to  our  diet. 
There  seems  to  be  an  important  relation  between 
the  absorption  of  vitamin  C and  clinical  activity. 
The  supply  of  this  vitamin  should  be  kept  ade- 
quate by  use  of  ascorbic  acid  tablets  if  necessary. 

Ultraviolet  radiation  from  a natural  sun  or  the 
more  potent  artificial  sources,  such  as  the  mercury 
quartz  lamp,  is  our  most  useful  agent  in  the  spe- 
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cial  treatment.  It  should  be  used  by  gentle,  care- 
fully increased,  general  exposure. 

Calcium  intravenously  has  been  our  best  means 
of  relieving  pain.  We  use  it  from  once  a day  to 
less  often,  as  needed.  We  use  this  same  agent 
routinely  once  a week,  or  slightly  oftener  on  gen- 
eral principles.  Calcium  orally  may  be  used  as  a 
substitute,  when  the  more  active  agent  seems  un- 
necessary. 

Various  symptomatic  drugs  take  a minor  part, 
when  the  diagnosis  can  be  made  early  and  ade- 
quate treatment  instituted.  Our  pharmacy  reports 
that  we  now  use  one-third  the  former  amount  of 
bismuth.  Both  iodoform  and  castor  oil  in  very 
small  doses  have  a place  in  a few  cases  when  sore- 
ness is  troublesome. 

Our  routine  use  of  diet,  ultraviolet  light  and  cal- 
cium has  secured  results  that  contrast  sharply  on 
the  favorable  side  with  the  results  when  they  were 
not  in  use. 


RELATIONSHIP  BETWEEN  SILICOSIS  AND 
TUBERCULOSIS 
C.  H.  Vrooman,  M.D. 

VANCOUVER,  B.  C. 

The  high  mortality  from  tuberculosis  among 
workmen  exposed  to  the  hazard  of  silica  dust  has 
been  a common  observation  for  many  years.  Not 
all  workmen  exposed  to  silica  dust  even  over  a 
period  of  years  acquire  silicosis  nor  do  all  work- 
men who  acquire  silicosis  become  tuberculous  or  die 
of  tuberculosis.  During  the  last  fifteen  or  twenty 
years,  the  incidence  of  silicosis  in  various  dust  oc- 
cupations, its  progress,  complications  and  clinical 
picture,  the  roentgen  appearances  in  the  chest  and 
the  pathology  have  all  been  extensively  studied 
and  a most  voluminous  literature  has  appeared. 
Our  conception  of  the  disease  and  its  pathology 
has  been  greatly  changed.  Only  a brief  summary 
of  the  facts  in  relation  to  silicosis  and  tuberculosis 
can  be  attempted  in  this  short  article. 

For  clinical  purposes  silicosis  may  be  classified 
as: 

1.  Simple  silicosis. 

2.  Silicosis  with  infection, 

a.  Nontuberculous  infection. 

b.  Silicosis  with  tuberculosis. 

Simple  silicosis  may  be  described  as  a charac- 
teristic fine  nodular  fibrosis,  developing  in  the 
lung  of  a person  who  has  been  exposed  to  silica 
dust  for  a considerable  period  of  time.  Five  years 
exposure  is  considered,  generally  speaking,  a min- 
imum time,  though  there  have  been  exceptions  to 
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this,  in  which  silicosis  has  developed  in  a much 
less  time.  The  average  time  in  the  metalliferous 
mining  industry  is  from  twelve  to  fifteen  years. 
The  factors  influencing  the  rapidity  of  develop- 
ment are:  (1)  concentration  and  fineness  of  the 
dust  particles,  (2)  silica  content  of  the  dust,  (3) 
susceptibility  of  the  individual. 

Diagnosis  can  only  be  made  in  the  early  stages 
by  means  of  a roentgenogram  of  the  chest.  The  ap- 
pearance of  the  disease  on  the  roentgen  film  and 
its  gradual  progress  are  admirably  described  by 
the  South  African  workers,  Simson  and  Strachan:1 

There  is,  first,  the  stage  of  “generalized  arboriza- 
tion” or  “very  well  marked  linear  striation,”  sug- 
gesting the  picture  of  a leafless  tree.  At  this  stage 
there  is  nothing  characteristic  about  the  picture, 
but  in  the  course  of  a short  time,  sometimes  less 
than  a year,  “the  leafless  tree  is  now  beginning  here 
and  there  to  put  on  small  leaves.”  Against  a back- 
ground of  generalized  arborization  appears  a num- 
ber of  discrete  rounded  shadows.  This  is  the  earl- 
iest type  of  film  which  is  unequivocally  specific  of 
slight  degree  of  silicosis. 

This  simple  type  of  silicosis  may  gradually 
progress  until  the  whole  lung  has  a typical  nodular, 
snowstorm  appearance.  With  the  progress  of  the 
fibrosis  clinical  symptoms  of  disablement  become 
more  marked.  At  first  there  is  only  slight  short- 
ness of  breath,  but  gradually  there  is  increasing 
dyspnea  until  the  workman  cannot  carry  on  any 
longer.  For  some  years  he  may  continue  at  light 
work,  but  increasing  distress  keeps  him  more  and 
more  in  his  chair.  Finally  he  becomes  so  dyspneic 
and  cyanosed  that  he  is  confined  to  bed  and  con- 
gestive heart  failure  relieves  him  from  his  misery. 

This  is  the  picture  of  simple  progressive  silicosis 
but  it  must  be  emphasized  that  not  all  cases  of 
simple  silicosis  progress  in  this  way.  Many  become 
more  or  less  arrested  and  the  condition  remains 
stationary  for  years.  There  may  be  slight  disability 
but  for  years  the  workman  may  carry  on  at  lighter 
work  and  die  of  some  other  intercurrent  disease. 
Or  at  any  stage  of  simple  silicosis,  infection,  espe- 
cially tuberculosis,  may  become  a complication  and 
the  picture  may  rapidly  change. 

Silicosis  with  injection.  Silicosis  may  be  more  or 
less  the  infective  type  from  the  beginning  or  at  any 
time  infection,  either  tuberculous  or  nontubercu- 
lous,  may  become  a complication.  The  roentgen  ap- 
pearance of  the  chest  shows  more  or  less  superim- 
posed on  the  typical  discrete,  nodular,  appearance 
large  and  small  conglomerate  shadows.  Sometimes 

X.  Simson,  F.  W.  and  Strachan,  P.D. : Silicosis  and  Tub- 
erculosis. Publications  of  South  African  Institute  for  Med- 
ical Research,  6:367,  1935. 
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they  appear  as  large  uniform  shadows  extending 
out  from  the  hila  into  the  parenchyma  of  both 
lungs,  giving  a somewhat  “bat  wing”  appearance. 
When  these  shadows  extend  rather  slowly  and  uni- 
formly into  the  lungs  with  no  accompanying  sud- 
den change  in  the  clinical  condition,  they  are  more 
frequently  nontuberculous  infections.  Except  for 
the  increasing  dyspnea  and  some  increase  in  the 
cough,  they  may  go  on  gradually  increasing  until 
they  occupy  over  half  of  the  lung  without  causing 
much  disability.  One  often  wonders  how  the  pa- 
tient continues  at  all  with  so  much  lung  occupied 
by  fibrous  tissue.  On  the  other  hand,  these  conglom- 
erate shadows  may  start  at  the  periphery,  especi- 
ally beneath  the  clavicle  and  are  frequently  uni- 
lateral. 

Coincident  with  these  symptoms  there  is  a 
change  in  the  clinical  condition,  sometimes  quite 
rapid.  The  workman  loses  weight,  cough  and  spu- 
tum increase,  there  is  slight  fever  and  some  toxemia. 
With  any  of  these  symptoms  present  one  should 
suspect  active  tuberculosis  and  the  patient  kept 
under  close  observation  and  treatment  until  the 
diagnosis  is  cleared  up. 

The  many  variations  in  the  shadows  as  seen  on 
the  roentgenogram  make  it  at  times  impossible  to 
tell  if  tuberculosis  has  complicated  the  picture. 
The  only  sure  standard  is  the  finding  of  a positive 
sputum.  Until  a positive  sputum  is  found  the  diag- 
nosis will  often  remain  in  doubt  until  the  lungs  are 
examined  postmortem. 

How  often  is  tuberculosis  present  in  cases  of 
silicosis?  What  percentage  of  workmen  having 
silicosis  die  of  silicosis  and  tuberculosis.  The  South 
African  Miners’  Phthisis  Bureau  in  its  report  of 
1935  reviews  the  postmortem  findings  on  one  thou- 
sand miners  on  whom  they  had  roentgenograms  of 
the  chest  within  six  months  of  their  deaths. 

To  summarize  part  of  their  report  briefly:  In 
the  1000  cases  553,  or  55.3  per  cent,  had  neither 
silicosis  nor  tuberculosis;  17,  or  1.7  per  cent,  had 
tuberculosis  without  silicosis.  Of  430  who  had  sili- 
cosis 345,  or  80.2  per  cent,  had  silicosis  alone  and 
85,  or  19.8  per  cent,  had  silicosis  with  tuberculosis. 
The  cases  diagnosed  from  the  roentgenogram  as 
having  simple  silicosis  were  195  and  of  these  the 
postmorten  findings  showed  189,  or  96.9  per  cent, 
had  simple  silicosis;  6,  or  3.1  per  cent,  had  silicosis 
with  tuberculosis  and  one  had  tuberculosis  without 
silicosis. 

Of  the  infective  type,  nontuberculous  in  appear- 
ance, of  150  miners  who  had  silicosis,  there  were 
133,  or  88.7  per  cent,  who  had  silicosis  alone  and 
17,  or  11.3  per  cent,  who  had  silicosis  with  active 
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tuberculosis.  Of  the  infective  type  with  roentgen 
appearance  of  active  tuberculosis  there  were  85. 
Twenty-three,  or  27  per  cent,  had  silicosis  alone, 
while  62,  or  73  per  cent,  had  silicosis  with  tuber- 
culosis. 

To  quote  their  conclusion  on  430  postmortem 
cases  of  silicosis:  “The  proportion  of  cases  with 
active  tuberculosis  amounts  to  barely  22  per  cent. 
But  this  figure  greatly  underestimates  the  fre- 
quency of  that  condition  at  death  on  all  cases  of 
silicosis,  since  in  only  a minor  proportion  who  have 
been  granted  maximum  compensation  has  a post- 
mortem been  held.  It  is  true  to  say  that  a majority 
of  cases  of  silicosis  who  die  of  their  disease  die  from 
terminal  active  tuberculosis,  but  a large  number 
die  like  other  people  from  other  and  very  varying 
causes.” 

The  above  statement  is  very  important  as  there 
is  too  often  an  impression  that,  because  a work- 
man has  acquired  silicosis,  he  must  necessarily  die 
of  tuberculosis  within  a few  years.  Tuberculosis, 
though,  is  by  all  odds  the  greatest  enemy  of  the 
silicotic. 

In  a very  limited  experience  in  British  Columbia 
in  the  last  two  and  one-half  years,  since  silicosis 
has  been  made  a compensatable  disease,  there  have 
been  49  workmen  granted  total  disability  because 
of  silicosis.  Of  these  20,  or  40.8  per  cent,  have  been 
found  to  have  a positive  sputum  and  diagnosed  as 
silicosis  with  tuberculosis.  Of  these  12  have  already 
died  and  previous  to  death  11,  or  91  per  cent,  had 
a positive  sputum.  The  fact  that  1 1 out  of  20  cases 
with  a positive  sputum  died  within  one  to  two  years 
of  the  time  they  became  totally  disabled,  illustrates 
how  serious  a complication  tuberculosis  is  in  a 
workman  who  has  silicosis. 

Why  is  tuberculosis  such  a frequent  and  danger- 
ous complication  of  silicosis?  The  pathologist’s  an- 
swer is  that  a silicotic  lung  is  a good  culture  medi- 
um for  the  tubercle  bacillus.  He  also  tells  us  that 
silicosis  will  develop  more  rapidly  around  an  old 
tuberculous  lesion.  A curious  paradox:  silica  dust, 
an  agent  that  produces  fibrosis,  becomes  a stimulant 
to  the  growth  of  the  tubercle  bacillus,  whose  de- 
struction we  hope  to  obtain  by  the  production  of 
fibrous  tissue. 

The  latent  fibroid  lesion  of  tuberculosis  may  re- 
main silent  for  years  but,  should  a few  living  tuber- 
cles escape  into  the  surrounding  tissue  which  has 
become  “effectively  occupied”  by  silica  dust,  there 
develops  a rapid  and  active  tuberculosis.  Exogen- 
ous infection  may  be  quite  as  dangerous  as  en- 
dogenous, and  a workman  exposed  to  silica  dust 
should  be  carefully  protected  from  open  cases  of 
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tuberculosis  either  in  his  own  family,  or  among 
his  fellow  workmen. 

PREVENTION 

Prevention  of  silicosis  is  largely  one  of  dust  con- 
trol, and  it  is  the  job  of  the  mining  and  ventilating 
engineers  to  devise  means  by  which  the  dust  hazard 
in  various  occupations  may  be  controlled.  A large 
amount  of  experimental  work  is  being  done  in  vari- 
ous parts  of  the  world  both  in  regard  to  ventilation 
and  elimination  of  the  dust,  and  also  by  making  the 
silica  dust  harmless  by  the  use  of  various  types  of 
inert  dust.  Experiments  being  carried  on  by 
Denny,  Robson  and  Irwin2  in  the  use  of  aluminum 
powder  are  of  great  interest  and  may  prove  of  great 
value. 

In  the  course  of  time,  by  the  use  of  proper  dust 
control  measures  in  various  industries  and  by  the 
use  of  some  inert  dust  to  make  the  silica  harmless, 
it  is  hoped  that  silicosis  may  be  gradually  eliminat- 
ed from  industry.  Until  such  a time  the  medical 
problem  in  relation  to  the  workman  exposed  to  sili- 
ca dust  is  to  protect  him  as  far  as  possible  from 
tuberculosis. 

To  do  this  the  following  measures  are  suggested: 
All  workmen  entering  any  industry  where  there  is 
a dust  hazard  should  have  an  initial  physical  ex- 
amination and  a roentgenogram  of  the  chest,  and 
in  addition  should  have  this  examination  repeated 
yearly.  Should  they  show  any  sign  of  active  or 
latent  tuberculosis  of  the  lung,  they  should  be  ex- 
cluded from  the  industry.  Calcified  glands  in  the 
hilum  which  have  probably  been  healed  ten  years 
or  more,  or  small  doubtful  nodes  in  the  parenchyma 
should  not  necessarily  bar  a man  from  work. 

The  age  of  the  applicant  should  also  be  consid- 
ered; signs  of  well  healed  tuberculosis  in  a man  of 
forty  are  not  as  serious  as  in  a man  of  twenty.  An 
old  quartz  miner  of  fifty  should  not  be  thrown  out 
of  his  job  because  of  a well  healed  tuberculous 
lesion,  but  he  should  be  watched  from  year  to  year. 
If  any  sign  of  active  tuberculosis  develops,  for  the 
sake  of  the  other  workmen  as  well  as  his  own  sake, 
he  would  have  to  be  excluded  from  that  industry. 

Other  reasons  for  exclusion  of  the  young  new 
workman  should  be  history  of  pleurisy  with  effus- 
ion, chronic  bronchitis,  asthma  or  other  respiratory 
disease,  chronic  heart  disease,  diabetes  and  other 
chronic  ailments.  Prolonged  and  recent  exposure  to 
an  open  case  of  tuberculosis  should  at  least  tempor- 
arily exclude  a young  man  from  a job  involving 
exposure  to  silica  dust.  Such  a man  might  be  given 

2.  Denny,  J.  J.,  Robson,  W.  D.  and  Irwin,  D.  A. : Preven- 
tion of  Silicosis  by  Metallic  Aluminum.  Canad.  M.  A.  J., 
40:213-228,  March,  1939. 


September,  1939 


BONE  TUBERCULOSIS LE  COCQ 


349 


a job  in  a nondusty  part  of  the  plant  or  a surface 
job  if  in  connection  with  a mine. 

Mining  camps  should  have  all  employees  and 
their  families  examined,  and  any  active  open  case 
removed  at  once  for  institutional  treatment.  It 
cannot  be  too  strongly  emphasized  that,  while  an 
open  case  of  tuberculosis  is  always  a hazard  to 
others,  it  is  doubly  a hazard  to  metalliferous  miners 
and  other  workers  in  silica  dust. 

Simple  silicosis  should  not  necessarily  exclude  a 
man  from  continuing  his  work.  There  is  some  con- 
siderable doubt  as  to  whether  silicosis  will  progress 
any  faster,  if  the  man  continues  at  his  occupation. 
If  the  dust  hazard  is  in  any  way  controlled,  it  is 
probable  that  the  workman  had  better  continue  at 
his  job  than  to  try  and  reestablish  himself  in  an- 
other industry  with  all  the  economic  loss  and 
mental  worry  such  a change  would  cause.  The  sili- 
cotic, though,  should  be  examined  yearly  or  oftener 
if  he  has  any  symptoms.  Any  loss  of  weight,  marked 
increase  of  cough  or  toxemia  should  be  reason  for 
roentgen  examination  and  repeated  examination  of 
the  sputum. 

The  workman  who  develops  definite  silicosis  with 
tuberculosis  is  a total  disability  and  in  all  fairness 
should  receive  compensation  for  his  disability.  A 
workman  with  simple  silicosis  should  receive  com- 
pensation in  proportion  to  the  disability  caused  by 
his  disease. 

TREATMENT 

There  is  no  known  treatment  which  will  remove 
silica  dust  from  the  lung  or  modify  the  progressive 
fibrosis.  Once  the  lung  has  been  “effectively  occu- 
pied” by  silica  dust,  the  rate  of  progress  can  neither 
be  accurately  predicted  nor  in  any  way  controlled 
by  treatment.  Age  is  certainly  a factor;  the  older 
the  individual  when  definite  silicosis  appears,  the 
slower  the  progress  and,  as  observed  in  the  South 
African  report,  a considerable  number  die  of  other 
diseases. 

Silicosis  is  not  necessarily  a fatal  disease,  nor 
does  it  necessarily  lead  to  rapid  and  complete  dis- 
ablement. Even  when  the  disablement  becomes 
severe,  if  active  tuberculosis  is  not  present,  these 
men  should  not  be  sent  to  institutions  for  treat- 
ment of  the  tuberculous.  This  is  unfortunately  done 
and  the  extrahazard  of  infection  with  tubercle  bacil- 
lus is  added  to  a man  already  crippled. 

Infective  silicosis  with  demonstrable  tuberculosis 
should  be  treated  in  sanatoria  and  similar  institu- 
tions along  the  usual  lines  of  rest  and  general 
hygiene.  Unfortunately  the  prognosis  is  always 
serious,  but  not  necessarily  fatal.  Some,  at  least 
after  adequate  treatment,  be'come  quiescent  and 


may  live  fairly  comfortable  for  some  years.  Prob- 
ably with  more  careful  observation  and  the  diag- 
nosis of  tuberculosis  earlier  more  will  show  good 
results  of  treatment. 

The  statements  made  in  this  paper  are  necessar- 
ily dogmatic,  but  it  was  quite  impossible  in  the 
space  allotted  to  quote  from  the  extensive  literature 
or  even  try  to  summarize  various  opinions.  Our 
ideas  on  silicosis  are  becoming  gradually  clarified 
by  the  extensive  research  work  now  being  carried 
on  in  many  parts  of  the  world,  and  it  is  hoped  as  a 
result  that  the  dust  hazard  may  in  the  course  of 
the  next  few  years  be  largely  eliminated. 


DIAGNOSIS  AND  TREATMENT  OF  BONE 
AND  JOINT  TUBERCULOSIS 
John  F.  LeCocq,  M.D. 

Seattle  Orthopedic  and  Fracture  Clinic 
SEATTLE,  WASH. 

Tuberculosis  is  a constitutional  disease  and, 
therefore,  local  invasion  of  a bone  or  joint  by  ba- 
cillus tuberculosis  must  not  be  regarded  as  a local 
problem.  Any  given  case,  in  which  diagnosis  of 
tuberculosis  of  a joint  has  been  made,  must  also  be 
treated  for  the  constitutional  condition  which  is 
usually  present  but  may  be  more  or  less  in  a quies- 
cent phase.  Tuberculosis  of  bones  and  joints  is  one 
of  the  most  serious  and  crippling  maladies  of  child- 
hood, but  it  must  be  remembered  that  a fair  pro- 
portion of  cases  occur  among  adults. 

Invasion  of  joints  occurs  through  the  blood 
stream.  Direct  infection  from  penetrating  wounds 
or  overlying  skin  tuberculosis  probably  never  oc- 
curs. There  are  several  types  of  tubercle  bacilli  but 
the  human  and  bovine  are  most  common.  The  in- 
cidence of  the  bovine  type  is  given  by  various 
authors  as  30  to  40  per  cent.  In  this  type  infected 
milk  is  ingested  and  there  results  tuberculosis  of 
cervical  lymphatic  nodes,  scrofula  and  mesenteric 
nodes.  From  these  foci  bacilli  are  secondarily  dis- 
tributed to  the  bones  and  joints. 

In  this  country,  with  good  milk  regulation,  tuber- 
culin testing  of  cows  and  pasteurization  of  milk,  the 
incidence  of  the  bovine  type  of  tuberculosis  is  rap- 
idly decreasing.  In  a recent  report  from  New  York 
Orthopedic  Hospital,  the  incidence  of  bone  and 
joint  tuberculosis  among  children  under  the  age  of 
fifteen  years  has  decreased  from  9.7  to  0.1  per  cent 
in  the  past  twenty-five  years.  In  New  York  before 
the  compulsory  pasteurization  of  milk,  about  12 
per  cent  of  all  samples  of  milk  were  found  to  be 
infected  with  tubercle  bacilli.  It  is  interesting  to 
note  that  the  decline  in  incidence  of  bone  and  joint 
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tuberculosis  closely  paralleled  the  introduction  of 
pasteurization  of  milk. 

The  human  bacillus  gains  entrance  into  the  body 
by  inhalation  and  finds  its  way  to  the  bronchial 
lymph  nodes,  whence  it  becomes  disseminated  to 
bones  and  joints  upon  the  breaking  down  of  in- 
volved lymph  nodes.  However,  to  distinguish 
whether  a given  case  is  infected  by  the  bovine  or 
human  type  of  bacillus  is  not  necessary  because  the 
treatment  is  the  same  in  either  case. 

As  regards  age  incidence,  statistics  show  that  85 
per  cent  of  cases  occur  in  the  first  decade  of  life, 
and  in  this  period  the  larger  percentage  occurs  be- 
tween the  ages  of  three  and  five.  Direct  infection 
from  association  with  some  member  of  the  family 
afflicted  with  the  disease  is  the  most  frequent  mode 
of  infection.  Hence,  the  importance  of  isolation  of 
the  active  case  or  preventing  children  in  the  family 
from  being  exposed. 

The  bones  and  joints  most  frequently  affected 
are  in  the  following  order:  spine,  hip,  knee,  ankle 
and  tarsal;  while  joints  of  upper  extremities  are 
less  frequently  affected.  Hence,  mild  trauma  may 
be  a predisposing  factor,  severe  trauma  is  not. 

PATHOLOGY 

The  histopathology  is  the  same  as  that  of  any 
tubercle  in  other  locations  in  the  body.  The  process, 
insofar  as  the  affection  of  bones  and  joints  is  con- 
cerned, generally  speaking  begins  at  the  articular 
end  of  the  bone.  It  is  usually  a monoarticular  in- 
volvement but  cases  are  not  infrequently  seen  with 
multiple  joint  involvements.  As  the  process  of  de- 
struction spreads  toward  the  joint,  reaction  in  the 
joint  occurs,  consisting  of  increased  fluid,  synovial 
and  ligamentous  thickening.  Direct  involvement  of 
the  synovial  membrane  occurs  exceedingly  rarely. 
As  the  process  extends,  the  cartilage  of  the  articular 
end  of  the  bone  is  undermined,  becomes  eroded  and 
actual  invasion  of  the  joint  has  taken  place.  A tu- 
berculous pannus  spreads  over  the  articular  carti- 
lage, still  further  producing  death  and  erosion  of 
the  latter.  The  synovial  membrane  then  also  be- 
comes extensively  involved.  If  the  human  organism 
can  cope  with  the  infection,  the  process  in  its  early 
stages  may  become  walled  off  with  scar  tissue.  Un- 
fortunately, this  seldom  occurs  and  in  those  cases 
which  recover  with  reasonable  joint  function,  the 
diagnosis  of  tuberculosis  of  the  joint  was  probably 
in  error. 

In  the  active  destructive  process  there  is  practi- 
cally no  tendency  for  new  bone  production,  a fea- 
ture quite  characteristic  of  tuberculous  process. 
The  products  of  this  destructive  process  are  known 
as  cold  abscess.  This  is  spoken  of  as  a cold  abscess 


because  it  has  none  of  the  attributes  of  acute  in- 
flammatory condition.  The  abscess  is  composed  of 
broken  down  tissue,  synovial  fluid,  serum,  caseous 
material,  etc.  A cold  abscess,  when  the  tuberculous 
process  becomes  arrested,  v/ill  sometimes  calcify  in 
to  to. 

In  a very  occasional  case,  tuberculosis  of  the 
shaft  of  a long  bone  is  encountered.  These  are  more 
or  less  the  encysted  type. 

SYMPTOMS 

It  must  be  remembered  in  discussion  of  symp- 
toms that  local  manifestations  are  more  pronounced 
and  definite  in  children  than  in  adults.  In  the  adult 
the  bone  is  more  dense  and  the  process  has  a slower 
evolution.  In  general,  the  onset  is  slow  and  insidious 
and  the  symptoms  manifested  in  a given  joint  can 
readily  be  explained  by  the  pathologic  process.  As 
the  joint  becomes  invaded  more  and  more,  there 
occurs  swelling,  joint  fluctuation  and  inevitable 
muscle  spasm.  This  muscle  spasm  is  especially 
marked  in  spinal  tuberculosis  in  children,  in  which 
the  child  when  lying  face  down  can  be  picked  up 
by  the  feet  and  the  whole  spine  remains  rigid  as  a 
poker.  Hip  joint  involvement  is  always  attended  by 
marked  spasm  of  muscles. 

Spasm  of  muscles  accounts  for  the  deformities 
which  develop.  For  example,  the  hip  adductors  are 
more  powerful  than  the  abductors,  and  the  hip  is 
contracted  into  a deformed  position  of  flexion  and 
adduction.  Pain  is  usually  present  but  the  joint  may 
be  held  immobilized  by  marked  muscle  spasm  and 
the  pain  is  not  always  present  to  a marked  degree. 
Increased  heat  of  the  superficial  joints  is  quite  a 
constant  finding.  Night  cries  in  children  occur  fre- 
quently, especially  in  hip  or  spinal  tuberculosis. 
These  are  due  to  relaxation  of  the  voluntary  and 
involuntary  protection  of  muscles,  and  during  sleep 
movement  of  the  irritated  joint  occurs  and  a sud- 
den spasmodic  contracture  of  the  muscles  occurs 
which  naturally  is  very  painful. 

When  the  lower  extremity  joints  are  affected,  the 
characteristic  finding  is  a limp  on  the  affected  side. 
As  a rule,  when  the  patient  complains  of  pain  in 
the  knee,  it  is  wise  to  also  investigate  the  hip  on  the 
same  side  because  in  most  cases  of  hip  disease,  pain 
is  referred  to  the  knee  joint. 

In  spinal  disase,  the  child  may  walk  in  a very 
rigid  manner.  A word  of  caution  may  be  mentioned 
at  this  point.  Any  child  with  a suspected  acute  ap- 
pendicitis should  have  the  spine  examined  for 
muscle  spasm,  because  not  infrequently  a child  is 
admitted  to  our  orthopedic  service  with  a history 
that  an  appendectomy  was  performed.  The  pain 
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and  elevation  of  temperature  continued  and  then  a 
Pott’s  disease  of  the  lumbar  spine  was  found. 

In  a case  of  a pure  tuberculous  infection  of  a 
joint,  the  temperature  is  not  unduly  elevated,  being 
as  a rule  from  99°  to  100°,  but  in  some  cases,  par- 
ticularly those  in  which  the  knee,  ankle  or  elbow 
are  affected,  the  temperature  may  be  elevated  to 
102°.  In  adults  the  temperature  range  is  usually 
lower  for  a corresponding  joint  than  in  children. 

When  secondary  infection  of  a joint  occurs,  as 
frequently  happens  after  sinuses  form,  there  is  then 
the  superimposed  picture  of  sepsis  with  marked 
elevation  of  temperature,  night  sweats,  excessive 
weight  loss,  and  if  prolonged,  amyloid  degeneration 
of  the  parenchymatous  organs.  Muscle  atrophy  is 
usually  very  marked  and  is  one  of  the  early  mani- 
festations. 

The  most  dreaded  complication  is  the  develop- 
ment of  a tuberculous  meningitis.  This  is  not  an 
infrequent  complictaion.  Any  patient  with  a tuber- 
culous joint,  who  develops  persistent  nausea,  vomit- 
ing, headache  and  general  increased  irritability, 
must  be  considered  as  possibly  developing  this 
hopeless  complication. 

DIAGNOSIS 

Very  frequently,  from  the  history  and  physical 
findings  one  can  be  quite  certain  about  the  diagno- 
sis. The  tuberculin  skin  test  is  of  great  importance, 
but  it  must  be  remembered  that  a repeatedly  nega- 
tive test  is  of  more  diagnostic  value  than  the  posi- 
tive test.  If  on  repeated  tuberculin  tests,  the  latter 
are  found  to  be  consistently  negative,  then  the  sus- 
pected lesion  can  be  considered  nontuberculous. 
However,  when  a positive  test  is  obtained,  that 
does  not  definitely  make  the  suspected  lesion  tu- 
berculous. 

The  roentgenogram  is  of  great  value.  Even  in  a 
comparatively  early  case  the  characteristic  findings 
are  the  marked  bone  atrophy  compared  to  the  op- 
posite joint.  In  late  cases  the  joint  destruction  is, 
of  course,  very  evident. 

In  many  cases  it  is  advisable  to  aspirate  the 
joint  and  inject  the  aspirated  material  into  a guinea 
pig.  A positive  test  is  very  conclusive.  However,  in 
a case  of  increased  joint  fluid  the  organism  may  not 
have  actually  penetrated  into  the  joint,  there  being 
simply  a sympathetic  synovitis,  and  the  guinea  pig 
test  will  be  negative.  Hence,  the  guinea  pig  test 
should  be  repeated  after  a lapse  of  some  weeks,  if 
the  first  test  was  found  to  be  negative. 

The  sedimentation  rate  of  the  erythrocytes  is 
also  of  some  value,  but  more  so  from  the  stand- 
point of  the  index  as  to  activity  of  the  disease.  In  a 
process  in  which  rapid  destruction  is  taking  place, 


the  sedimentation  rate  will  be  very  rapid.  As  the 
disease  improves  and  destruction  is  less,  the  sedi- 
mentation rate  shows  a corresponding  improve- 
ment. The  value  of  this  test  will  be  discussed  fur- 
ther under  the  topic  of  surgical  treatment  of  the 
tuberculous  joint. 

Biopsy  on  a joint  is  not  favored,  because  if 
tuberculosis  is  present,  there  is  apt  to  be  failure  of 
the  wound  to  heal,  and  secondary  infection  de- 
velops with  its  too  often  fatal  complications. 

DIFFERENTIAL  DIAGNOSIS 

Low-grade  infectious  arthritis  is  frequently  con- 
fused with  tuberculosis,  but  generally  this  condition 
is  more  rapid  in  onset.  Syphilitic  infection  may  pre- 
sent clinical  and  roentgenographic  pictures  similar 
to  tuberculosis,  but  can  be  excluded  by  appropriate 
tests.  Epiphysitis  of  the  hip  and  spine  and  slipping 
of  the  upper  femoral  epiphysis  in  children  are  quite 
easily  differentiated  by  the  characteristic  roent- 
genographic findings. 

PROGNOSIS 

The  hope  of  recovery  of  a tuberculous  joint  with 
a practical  degree  of  function  is  very  unfavorable. 
There  are  a few  exceptions.  It  must  be  remembered 
that  in  the  child  the  tuberculous  infection  of  the 
joint  is  part  of  the  primary  infection,  whereas  in 
the  adult  the  infection  of  joints  means  that  the  first 
line  of  defense  has  broken  down.  Hence,  in  children 
a tuberculous  lesion  of  the  joint  may  heal,  pro- 
vided there  has  not  been  gross  invasion  of  the  joint. 
However,  if  the  latter  has  occurred,  it  is  hopeless 
to  expect  a joint  to  result  which  will  have  any  de- 
gree of  useful  motion.  The  aim  in  treatment  is  to 
obtain  an  ankylosis  of  the  joint  in  a favorable 
position. 

TREATMENT 

Prophylaxis.  Discussion  on  the  treatment  of  bone 
and  joint  tuberculosis  would  be  incomplete  without 
discussing  prophylaxis.  Due  to  better  regulation  of 
milk  supply,  tuberculin  testing  of  cows  and  in- 
creased sanitation,  all  forms  of  scrofula,  tubercu- 
lous adenitis  and  other  bovine  types,  which  still 
flourish  in  many  districts  of  the  world,  are  rapidly 
disappearing  in  this  country.  The  whole  campaign 
in  child  hygiene  should  place  special  emphasis  on 
treatment  of  children  with  tracheobronchial  lymph 
nodes  who  have  positive  tuberculin  tests.  These 
children  must  have  plenty  of  rest,  fresh  air,  a highly 
nutritious  diet  and  plenty  of  vitamin  C and  vitamin 
D.  This  campaign  against  incipient  tuberculosis  has 
been  very  fruitful  by  controlling  the  pulmonary 
form,  and,  therefore,  secondarily  has  decreased  the 
incidence  of  bone  and  joint  tuberculosis.  It  is  upon 
the  work  of  the  clinicians,  general  practitioners  and 
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public  health  officers  that  the  basic  structure  of  the 
program  has  been  founded.  These  all  deserve  the 
utmost  commendation  for  that  which  has  been  ac- 
complishd. 

General  Considerations.  From  the  nature  of  the 
disease,  it  is  definitely  understood  that  treatment 
must  be  directed  to  improve  the  general  health  and 
resistance  of  the  patient,  as  well  as  that  directed 
specifically  to  the  involved  joint.  As  far  as  the 
general  treatment  is  concerned,  this  can  be  dis- 
missed with  the  comment  that  it  is  the  same  as  for 
pulmonary  tuberculosis.  The  use  of  small  quanti- 
ties of  old  tuberculin,  injected  once  per  week,  is 
of  value  in  selected  cases,  particularly  those  with 
draining  sinuses. 

Nonoperative  Treatment.  The  chief  aim  in  non- 
operative treatment  is  directed  to  prevention  of  de- 
formities and  keeping  the  involved  joints  in  their 
functional  positions  so  that  the  most  useful  posi- 
tion for  future  use  is  maintained.  It  is  to  be  ex- 
pected that  practically  all  tuberculous  joints  will 
more  or  less  ankylose,  and  the  position  of  ankylosis 
must,  therefore,  be  the  functional  position  for  the 
joint.  In  Pott’s  disease  the  kyphus  must  be  cor- 
rected by  placing  the  patient  on  a convex  frame  so 
as  to  prevent  further  collapse  of  the  involved  ver- 
tebra and  maintain  correct  weight  bearing  align- 
ment on  the  spine.  Extensive  plaster  fixation  of 
joints  is  not  favored  excepting  in  those  cases  in 
which  a small  portion  of  the  body  will  be  covered, 
such  as  ankle,  wrist  or  elbow.  To  encase  a patient 
in  plaster  for  tuberculosis  of  the  hip  or  vertebral 
tuberculosis  mitigates  against  improving  his  condi- 
tion by  means  of  heliotherapy,  etc.  Traction  for 
joints  that  have  developed  positions  of  deformity  is 
usually  sufficient  to  restore  the  joint  to  the  func- 
tional position.  Traction  is  also  used  for  immobil- 
ization of  the  joint  and  prevention  of  deformity. 

Operative  Treatment.  A tuberculous  abscess,  or 
so-called  cold  abscess,  must  be  handled  with  ex- 
treme care.  Spontaneous  rupture  of  these  must,  if 
possible,  be  prevented  because  if  rupture  occurs, 
secondary  infection  almost  invariably  ensues  and 
then  the  problem  of  secondary  infection,  such  as 
chills,  high  fever  and  general  emaciation,  has  to  be 
contended  with  in  addition  to  the  treatment  of  the 
tuberculous  joint.  The  abscess  should  be  aspirated 
carefully,  introducing  the  aspirating  needle  through 
healthy  tissue  and  then  aspirating  as  much  of  the 
material  as  possible.  Then  5 or  10  cc.  of  Calot’s 
oil  may  be  injected  into  the  abscess  cavity  which 
will  materially  help  to  liquefy  the  contents.  Re- 
peated aspirations  are  made  as  indicated.  If  the 


abscess  spontaneously  ruptures,  meticulous  care 
should  be  taken  in  dressing  the  sinus  to  prevent 
secondary  infection. 

The  modem  idea  about  curing  a tuberculous 
joint  is  to  secure  absolute  fixation  or  fusion.  By 
obtaining  an  osseous  fusion,  the  pathologic  process 
is  arrested.  It  has  been  known  for  many  years  that 
the  tuberculous  joint  which  underwent  ankylosis 
was  the  joint  that  became  well,  insofar  as  the  ar- 
rest of  the  disease  of  the  joint  is  concerned.  This 
means  the  sacrifice  of  motion  of  the  joint,  but  if  it 
is  in  functional  position,  the  patient  will  experience 
little  difficulty  because  of  this  lost  motion,  and 
gain  materially  by  virtue  of  having  a painless 
joint  and  arrest  of  the  disease  process. 

The  problem  arises  as  to  when  fusion  or  arthro- 
desis should  be  performed.  Deformity,  insofar  as 
possible,  must  first  be  corrected.  To  arthrodese  a 
joint  in  a position  of  deformity  is  not  to  be  desired 
because  at  a later  date  further  operative  work  has 
to  be  done  to  correct  the  deformity. 

If  the  deformity  has  been  all  corrected,  when 
will  be  the  suitable  time  to  attempt  to  obtain  a 
bony  fixation  of  the  involved  joint?  For  the  past 
several  years,  we  have  placed  a great  deal  of  re- 
liance on  the  sedimentation  rate  to  give  us  this 
information.  It  has  been  our  experience  that  a 
rapid  sedimentation  rate  indicates  marked  activity 
in  the  tuberculous  joint,  and  to  operate  at  this 
stage  usually  leads  to  breaking  down  of  the  oper- 
ative wound;  whereas,  if  operative  fusion  is  per- 
formed when  the  sedimentation  rate  is  normal  or 
near  normal,  the  operative  wounds  will  heal  more 
readily. 

As  to  the  type  of  fusion  or  arthrodesis  operation 
to  be  used,  whether  it  should  be  intraarticular  or 
extraarticular  is  not  very  material.  Some  joints, 
such  as  the  knee,  ankle,  tarsal,  wrist  and  shoulder, 
are  probably  best  handled  by  the  intraarticular 
fusion,  in  which  all  of  the  cartilage  and  infected 
synovial  membrane  are  removed  and  the  joint  then 
fixed  in  plaster  in  the  functional  position  and  al- 
lowed to  fuse.  Other  joints,  such  as  the  hip,  can 
frequently  best  be  treated  by  extraarticular  meth- 
ods of  fusion.  In  tuberculosis  of  the  spine,  the  type 
of  fusion  must  be  the  extraarticular  type.  The 
scope  of  this  paper  precludes  a discussion  of  the 
merits  or  demerits  of  the  intraarticular  or  extra- 
articular fusions.  Suffice  it  to  say  that  osseous  fu- 
sion of  the  tuberculous  joint  is  the  goal  in  either 
type  of  operation.  After  this  has  been  obtained, 
such  an  individual  may  expect  to  lead  a fairly 
normal  and  useful  life. 
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Hospital  Policy  of  the  U.  S.  Veterans’  Administra- 
tion. General  Hines,  head  of  the  Veterans’  Administration, 
has  had  the  difficult  task  of  deciding  whether  to  build  more 
Veterans  Hospitals,  or  enlarge  the  existing  facilities  to  their 
maximum  efficiency.  From  the  standpoint  of  efficiency,  the 
problem  is  not  difficult,  but  from  that  of  pressure  groups 
and  political  trends,  apparently  the  General  will  not  find 
it  so  easy.  However,  an  encouraging  note  was  struck  by 
Senator  Charles  L.  McNary  when  he  reported  to  the  Rose- 
burg,  Oregon,  Chamber  of  Commerce  recently  that  the 
trend  was  toward  increasing  existing  facilities,  rather  than 
building  additional  expensive  hospitals.  There  has  been  a 
bill  before  the  present  Congress  to  build  another  hospital  in 
northern  California,  which  would  to  a great  extent  dupli- 
cate the  work  done  by  the  present  Roseburg  unit. 

Court  Restricts  Use  of  Hospital.  The  Josephine  Coun- 
ty Court  restricted  use  of  the  county  hospital  at  Grants 
Pass  to  physicians  licensed  to  practice  medicine,  provided 
they  were  acceptable  to  the  staff  of  the  hospital  in  conform- 
ity with  the  standards  of  American  College  of  Surgeons. 
The  action  became  necessary  because  of  the  insistence  of 
an  osteopath  in  using  the  hospital  facilities  for  maternity 
cases. 

Hospital  Remodeling  Plans.  The  sum  of  $34,000  will 
be  expended  on  construction  of  a wing  to  the  county  hos- 
pital at  Grants  Pass,  which  gives  the  hospital  a new  and 
modern  obstetric  department. 

New  Hospital  for  Corvallis.  Drs.  Waldo  and  Wendell 
Ball  have  recently  remodeled  the  Ball  building  so  as  to 
provide  a new,  completely  equipped  sixteen-bed  hospital 
to  be  run  under  the  name  of  the  Ball  Clinic. 

Eugene  Hospital  Modernized.  Following  extensive  mod- 
ernization of  the  interior,  Eugene  Hospital  is  now  receiving 
exterior  alterations.  A smooth  cement  coating  is  to  be 
painted  white  and  much  of  the  trim  has  been  removed. 

Oregon  City  Hospital  Under  New  Management.  The 
Hutchinson  Hospital  has  been  leased  by  Mrs.  Ida  Hutchin- 
son to  Mrs.  Bertha  Beers. 

Group  Health  Service  Started.  Carl  Phetteplace  and 
G.  F.  Guldager  of  Eugene,  and  Milton  D.  Walker  of  Spring- 
field,  have  filed  articles  of  incorporation  for  a Group 
Health  Service  Bureau,  to  be  known  as  the  Pacific  Medical 
Service  Bureau,  with  a capitalization  of  over  $10,000.  This 
group  will  unquestionably  come  into  the  ever  increasing 
number  of  groups  which  are  conforming  to  the  standards 
set  up  by  the  State  Medical  Society  and  its  Committee  on 
Medical  Economics. 

New  Supply  House  In  Portland.  The  Abbey  Sick  Room 
Supply  Company  opened  offices  in  Portland  in  August,  spe- 
cializing in  rental  of  sick  room  equipment.  Included  in  their 


present  equipment  is  a portable  respirator  and  an  oscillating 
bed  for  use  in  circulatory  diseases,  in  addition  to  the  usual 
hospital  beds,  wheel  chairs,  etc. 

Installed  As  President.  F.  D.  Strieker,  Oregon  State 
Health  Officer,  was  installed  as  President  of  the  Western 
Branch  of  American  Public  Health  Association,  at  its  meet- 
ing in  Oakland,  California.  Other  physicians  and  dentists 
attending  this  meeting  were:  Floyd  DeCamp,  A.  E.  Bost- 
rom,  William  Levin  and  Carl  Green  of  Dr.  Strieker’s  staff; 
Adolph  Weinzirl,  city  health  officer;  F.  W.  Hollister,  E.  E. 
Berg,  Clatsop  County  Health  physician.  E.  L.  Gardner  of 
Eugene  and  Leonard  Gehrke  of  McMinnville  also  attended 
the  convention. 

Diphtheria  Clinic  At  Hillsboro.  Saturday  morning 
clinics  are  being  held  regularly  in  the  County  Health  Unit 
Office  in  the  Court  House  at  Hillsboro,  under  the  direction 
of  R.  N.  Sherwin,  County  Health  Officer. 

Medical  Librarians  to  Meet  In  Portland.  Word  has 
been  received  at  the  University  of  Oregon  Medical  School 
that  Portland  has  been  chosen  as  the  meeting  place  for  the 
forty-second  annual  session  of  the  Medical  Library  Associa- 
tion to  be  held  in  June,  1940. 

Medical  Director  Appointed.  Clemens  Hayes,  graduate 
of  the  University  of  Oregon,  has  been  appointed  medical 
director  of  Marion  County  Welfare  Office. 

Returns  After  Illness.  R.  W.  Hendershott  of  Bend  has 
resumed  practice  after  nine  months  absence  due  to  illness. 

Roentgen  Equipment  Modernized.  The  McMinnville 
Hospital  has  recently  remodeled  its  roentgen  equipment, 
bringing  its  installation  to  a level  of  efficiency  comparable 
to  any  in  the  state. 

Emergency  Diphtheria  Clinic  Established  In  Port- 
land. Two  free  diphtheria  clinics  were  established  in  Port- 
land, when  two  deaths  from  diphtheria  were  reported  in 
July.  A total  of  about  1100  children  received  toxoid  accord- 
ing to  Courtney  Smith,  assistant  city  health  officer. 

New  Locations.  J.  C.  Haldeman  has  recently  taken  over 
the  duties  of  the  Wasco  County  Health  Officer,  succeeding 
H.  M.  Erickson  during  the  latter’s  leave  of  absence.  Dr. 
Haldeman  is  a graduate  of  University  of  Oklahoma  School 
of  Medicine,  served  his  internship  at  Good  Samaritan  Hos- 
pital in  Portland  and  for  the  past  year  has  done  public 
health  work  in  Alaska.  George  Woodruff  has  opened  offices 
in  Baker.  Dr.  Woodruff  graduated  from  College  of  Medical 
Evangelists  in  1935  and  started  practice  in  Downey,  Idaho. 
E.  L.  Wood  has  opened  an  office  in  Prineville,  being  asso- 
ciated in  practice  with  Raymond  Adkinson.  Dr.  Wood  is  a 
graduate  of  University  of  Iowa,  class  of  1938.  C.  D.  Platner 
has  opened  offices  at  Sandy.  Dr.  Platner  recently  finished  his 
internship  at  Portland  Sanitarium. 
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OBITUARIES 


Dr.  Stanley  B.  Dickinson  of  Portland,  Ore.,  died  at  the 
Veteran’s  Hospital  July  22,  aged  68.  He  was  born  at  Ben- 
ton Harbor,  Michigan,  and  received  his  medical  education 
at  University  of  Illinons  College  of  Medicine,  Chicago, 
graduating  in  1897.  He  practiced  for  a time  in  Watertown, 
South  Dakota,  and  had  been  in  Portland  for  the  past  twen- 
ty-four years. 

Dr.  Eric  Hjalmar  East,  formerly  of  Portland,  Oregon,  died 
August  3,  1939,  at  Springfield,  Missouri,  at  the  age  of  73. 
Cause  of  death  was  carcinoma  of  the  stomach.  Dr.  East  had 
not  practiced  in  Portland  since  June  22,  1938. 


SOCIETY  MEETINGS 


Clackamas  County  Medical  Society  which,  organized 
in  March,  1934,  has  all  the  practicing  physicians  of  the 
county  as  members  except  one,  will  have  a banquet  in  Sep- 
tember to  start  the  county  work  for  the  year. 

The  society  formed  in  the  early  part  of  1938,  an  inde- 
pendent partnership  association  of  all  the  county  physicians 
except  one,  to  care  for  all  low-wage  earning  groups  of  the 
county.  All  major  industries  of  the  county  are  under  this 
complete  medical  protection.  All  the  physicians  are  work- 
ing shoulder  to  shoulder  to  give  these  men  the  best  service 
possible.  Their  success  has  been  beyond  all  expectations. 
The  Association  has  an  Executive  Committee  composed  of 
J.  P.  Cleland,  President;  A.  H.  Huycke,  Secretary;  W.  Ross 
Eaton,  Treasurer;  and  Lee  Strickland,  Chairman  of  the 
Drug  Committee.  The  committee  meets  every  Tuesday  at 
luncheon  to  decide  all  problems  and  policies  that  arise. 

Eastern  Oregon  District  Medical  Society  met  at 
Baker,  July  29.  R.  R.  Belknap  of  Ontario  was  elected  presi- 
dent to  succeed  C.  J.  Bartlett  of  Baker.  R.  N.  Foster  of 
Prairie  City  was  elected  vice-president  and  addressed  the 
society,  which  had  its  usual  good  attendance;  C.  T.  Hockett 
of  Enterprise,  R.  E.  Jackson  of  the  State  Industrial  Acci- 
dent Commission;  J.  M.  O’Dell  of  The  Dalles  and  L.  P. 
Gambee,  H.  H.  Thatcher,  J.  G.  Cheetham,  Ralph  Fenton, 
H.  P.  Rush  and  C.  H.  Manlove  of  Portland. 

Council  of  Multnomaii  County  Medical  Society  met 
August  23  to  hear  reports  of  several  committees  and  to  dis- 
cuss instructions  to  be  given  to  delegates  to  the  annual 
meeting  at  Gearhart.  A committee  report  was  given  by  J. 
R.  Montague,  relative  to  the  recently  enacted  law  requiring 
a health  certificate  for  all  teachers  in  the  public  schools  of 
Oregon.  The  Council,  in  expressing  an  opinion  on  this  com- 
pulsory certification,  felt  that  the  extent  of  the  examination 
and  the  charges  therefor  should  be  governed  by  each  indi- 
vidual physician  as  though  he  was  dealing  with  a private 
patient.  The  Council  did  not  feel  that  it  was  wise  to  set  a 
fee  nor  to  state  what  the  minimum  requirements  of  such 
an  examination  should  be,  because  of  the  obvious  difficulties 
of  interpretation  of  the  law. 

Dr.  Montague  further  reported  that  the  committee  on  nar- 
cotics of  Oregon  State  Medical  Society  had  opened  negotia- 
tions with  the  Federal  Narcotic  Authorities  relative  to  the 
recent  action  prohibiting  telephoning  of  narcotic  prescrip- 
tions. The  initial  spirit  of  cooperation  on  part  of  the  Federal 
Authorities  indicates  that  some  modification  of  this  ruling 


will  be  possible,  so  that  the  physician,  pharmacist  and  pati- 
ent do  not  have  to  be  penalized  in  emergency  situations 
which  require  narcotics. 

The  Committee  on  School  Health  Problems  reported  that 
the  injured  high  school  athletes  in  School  District  Number 
One,  would  be  cared  for  by  their  family  physicians  this 
year,  instead  of  by  hospital  associations.  While  this  plan  is 
not  finally  completed,  the  fee  schedule  will  certainly  be  that 
of  the  State  Industrial  Accident  Commission  and  the  pro- 
gram will  cover  all  athletes  for  all  sports. 

Roy  Payne  reported  for  the  Committee  on  plans  of 
medical  care  for  low-wage  industrial  groups. 

A communication  from  the  Council  of  Oregon  State 
Medical  Society  was  read  and  the  resolution  given  below 
was  accepted  with  the  provision  that  a copy  be  sent  to  the 
Portland  City  Council,  Bureau  of  Police,  to  all  newspapers 
and  to  all  ambulance  companies.  The  resolution  reads  as 
follows: 

Be  It  Resolved,  that  it  is  hereby  declared  to  be  the  sense 
of  the  Council  of  Oregon  State  Medical  Society  that: 

1.  Emergency  vehicles,  such  as  ambulances,  should  be  op- 
erated in  accordance  with  state  law  and  the  ordinances  of 
the  cities  and  towns  in  which  such  vehicles  are  operated. 

2.  It  does  not  favor  promiscuous  speeding  by  ambulances 
and  is  of  the  opinion  that,  under  most  circumstances,  it  is 
in  the  best  interests  of  the  patient  and  the  public  for  am- 
bulances to  be  operated  at  normal  rates  of  speed  and  with- 
out the  extensive  use  of  sirens  or  horns. 

3.  Copies  of  this  resolution  be  sent  to  all  component  so- 
cieties, with  the  request  that  each  consider  the  resolution 
and  endeavor  to  obtain  the  adoption  in  its  particular  com- 
munity of  the  policy  declared  herein. 


LEGAL  MEDICINE 


WHAT  DOES  THE  ANTITRUST  DECISION  MEAN? 

Every  member  of  the  medical  profession  has  undoubtedly 
seen  newspaper  reports  of  the  “victory”  of  the  American 
Medical  Association  and  other  defendants  in  the  criminal 
proceedings  brought  by  the  Federal  government  under  the 
Sherman  antitrust  law.  The  decision  is  so  important  that  it 
deserves  some  comment  here. 

THE  INDICTMENT 

On  December  20,  1938,  the  grand  jury  in  the  District  of 
Columbia  brought  in  a document  (later  printed  in  a 33- 
page  booklet)  which  was  termed  an  “indictment”  of  the 
American  Medical  Association,  the  Medical  Society  of  the 
District  of  Columbia,  Harris  County  (Texas)  Medical  So- 
ciety, officers  of  the  above  and  individual  doctors. 

The  defendants  were  charged  with  criminally  conspiring 
to  (1)  restrain  “Group  Health  Asso.,  Inc.”  (hereinafter 
called  “Association”)  which  was  an  association  of  Govern- 
ment employees  engaged  “in  the  business  of  arranging  for 
the  provision  of  medical  care  and  hospitalization  to  its 
members  and  their  dependents  on  a risk  sharing  prepay- 
ment basis,”  in  its  business  of  arranging  for  the  provision 
of  medical  care  to  its  members,  (2)  restrain  such  members 
in  obtaining  adequate  medical  care,  (3)  restrain  doctors  on 
the  Association’s  staff  in  the  pursuit  of  their  calling,  (4) 
restrain  other  doctors  by  preventing  them  from  working 
for  the  Association,  (S)  restrain  the  District’s  hospitals  in 
the  operation  of  their  business. 

The  alleged  actions  in  restraint  consisted  in  part  of 
threatened  and  actual  disciplinary  proceedings  against  doc- 
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tors  who  were  connected  with  the  Association,  with  the 
purpose  of  depriving  such  doctors  of  consultation  and  the 
use  of  hospitals. 

It  is  difficult  to  condense  the  indictment,  because  it  is 
long  and  rambling,  full  of  interferences  and  conclusions.  In- 
stead of  charging  facts  clearly  and  succintly,  the  indictment, 
in  the  words  of  the  judge  “*  * * abound  in  uncertain  state- 
ments. Inference,  opinion,  and  conjecture  are  also  freely 
indulged.  This  is  especially  so  in  the  indictment,  much  of 
which  seems  unnecessary  to  a statement  of  the  charge. 
* * * an  indictment  which  smacks  so  much  of  a highly 
colored,  argumentative  discourse  against  them.  It  must  be 
remembered  that,  when  a case  is  finally  submitted  to  a 
jury  for  their  secret  deliberations,  the  indictment  goes  with 
them.” 

PROCEDURE  ADOPTED  BY  DEFENDANTS 

The  defendants  “demurred”  to  the  indictment.  A de- 
murrer is  a legal  pleading  which  in  effect  says,  “I  admit 
all  the  facts  stated  in  the  indictment  to  be  absolutely  true, 
but  still  the  indictment  or  complaint  does  not  state  a legal 
cause  of  action  against  me.”  A demurrer  does  not  admit  the 
truth  of  conclusions,  such  as  the  statement  of  the  indict- 
ment that  “*  * * the  defendants  * * have  combined  and 
conspired  together  for  the  purpose  of  restraining  trade  in 
the  District  of  Columbia  * * It  only  admits  the  truth 
of  facts  pleaded  which  are  the  alleged  basis  for  the  con- 
clusions. 

In  passing  judgment  on  a demurrer,  a court  does  not 
pass  on  whether  the  facts  stated  in  the  indictment  are  true. 
The  Government’s  attorneys  presumably  threw  in  all 
charges  they  thought  could  possibly  be  proven.  If  the 
American  Medical  Association’s  demurrer  had  been  over- 
ruled by  the  Court,  the  Government  would  still  have  had 

■ 

to  prove  its  charges. 

THE  COURT’S  DECISION 

The  District  Court  of  the  United  States  for  the  District 
of  Columbia  heard  the  argument  on  the  demurrer,  and  de- 
cided the  matter  on  July  26,  1939. 

The  decision  was  that  the  defendants’  demurrer  should 
be  sustained.  In  other  words,  the  Court  held  that  even 
assuming  all  the  facts  stated  in  the  33  page  indictment  to 
be  absolutely  true,  the  indictment  did  not  allege  a criminal 
conspiracy  to  restrain  trade  under  the  Sherman  Act. 

THE  COURT’S  REASONING 

In  the  first  place  the  Court  undoubtedly  rejected  much 
of  the  long  indictment  because  of  the  “inference,  opinion 


and  conjecture  * * * and  * * * highly  colored,  argu- 
mentative discourse  against  them  (defendants)  * * 

The  Court  undoubtedly  recognized  the  “window-dressing” 
in  much  of  the  indictment. 

But  the  main  ground  of  the  Court’s  decision  was  that  the 
practice  of  medicine  is  not  a trade  within  the  meaning  of 
that  section  of  the  Sherman  Act  which  declares  it  a mis- 
demeanor for  any  person  to  “*  * * engage  in  any  * * * 
combination  or  conspiracy  * * * in  restraint  of  trade  in 
* * * the  District  of  Columbia.” 

The  Court  also  held  that  “*  * * when  the  indictment  is 
studied  in  all  its  parts  * * * it  is  difficult  to  escape  the 
conclusion  that  in  its  substantial  realities  the  scheme  set 
forth  directly  centered  upon  various  forms  of  restraint  to 
be  exerted  against  physicians  in  rendering  treatment  and 
care  to  their  patients,  and  that  all  else  is  incidental  to 
that  design.”  In  other  words,  the  defendants  had  exerted 
no  alleged  restraint  upon  the  Association  (Group  Health 
Association,  Inc.)  or  its  members,  but  upon  the  doctors 
themselves,  upon  the  practice  of  medicine. 

EFFECT  OF  THE  DECISION 

It  is  always  difficult  and  sometimes  dangerous  to  gen- 
eralize on  the  effect  of  a legal  decision,  especially  where  it 
concerns  the  interpretation  of  a statute  like  the  Sherman 
Act.  The  decision  deals  only  with  the  specific  facts  of  the 
case.  Much  harm  is  done  by  amateur  lawyers  and  ama- 
teur doctors  who  find  a catch  phrase  or  a cure-all,  with- 
out the  background  to  determine  when  the  catch  phrase 
or  cure-all  is  of  some  value. 

The  Court  held,  as  stated  above,  that  the  practice  of 
medicine  is  not  a trade  within  the  meaning  of  Section  3 
of  the  Sherman  Act.  This  does  not  mean  that  a man,  just 
because  he  is  a physician,  may  not  be  guilty  of  a con- 
spiracy to  restrain  trade,  under  some  circumstances.  And 
it  does  not  necessarily  mean  that  an  independent  entity  in 
the  business  of  furnishing  medical  or  hospital  services  and 
supplies  may  not  be  considered,  under  some  circumstances, 
as  engaged  in  “trade.” 

So  the  medical  profession  can  be  thankful  for  having  been 
represented  by  able  counsel  before  a capable,  unbiased  court, 
and  having  won  a “victory.”  But  a warning  not  to  engage 
in  activities  which  may  be  construed  as  conspiracies  to 
injure  or  restrain  others  is  more  in  order  than  giving  the 
impression  that  the  Sherman  Act  is  in  no  way  applicable 
to  any  agency  supplying  medical  or  hospital  services  and 
supplies. 


NEW  ADVERTISEMENTS 

Attention  of  readers  is  called  to  the  following  advertise- 
ments appearing  for  the  first  time  in  this  issue: 

Morning  Milk  Company  presents  its  special  product, 
which  is  a vitamin  fortified  evaporated  milk  advertised  to 
the  medical  profession  (page  S). 

International  Medical  Assembly.  Inter-State  Postgradu- 
ate Medical  Association  of  North  America  will  hold  its 
annual  meeting  at  Chicago.  On  page  10  of  this  issue  are 
listed  the  names  of  the  speakers,  and  information  as  to 
hotel  headquarters  and  hotel  reservations. 

The  Birtcher  Corporation  of  Los  Angeles  produces  elec- 
tric apparatus  and  other  appliances  that  are  useful  and 
available  for  all  practicing  physicians.  Information  will  be 
found  on  page  362. 


ENLARGED  THYROID  AND  PREGNANCY 

An  enlarged  thyroid  was  found  in  30  per  cent  of  1,000 
pregnant  women  whose  cases  were  reviewed  by  Bernard 
Portis,  M.D.,  and  Harold  A.  Roth,  M.D.,  Chicago,  they 
report  in  The  Journal  of  the  American  Medical  Association 
for  Sept.  2. 

However,  in  only  fourteen  patients  was  the  condition 
serious.  Conservative  measures  proved  effective  with 
eleven  of  these  cases.  In  two  the  thyroid  was  removed 
and  both  were  delivered  normally  at  term.  Because  of 
extenuating  circumstances,  an  operation  to  terminate  preg- 
nancy was  performed  on  the  remaining  patient. 

“Compound  solution  of  iodine  was  frequently  advisable 
as  an  additional  treatment  agent,”  Drs.  Portis  and  Roth 
point  out,  “but  it  had  to  be  used  judiciously  so  as  not  to 
obscure  the  progressive  character  of  the  disease.” 
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MEDICAL  NOTES 


Results  of  Basic  Science  Examination.  At  the  semi- 
annual basic  science  examination  in  July,  ninety-six  appli- 
cants appeared  before  the  board.  These  included  eighty- 
three  physicians,  four  osteopaths,  eight  chiropractors,  one 
drugless  healer.  Results  of  the  examination  were  as  follows: 
seventy-eight  physicians  passed,  five  failed;  one  osteopath 
passed,  three  failed;  eight  chiropractors  failed;  one  drug- 
less healer  failed. 

Cushman  Hospital  Site  to  Government.  Just  at  close 
of  the  last  session  of  Congress,  a Bill,  appropriating  $228,- 
525,  was  passed  in  order  to  buy  the  site  of  Cushman  Hos- 
pital at  Tacoma.  This  appropriation  opens  way  for  con- 
struction of  a new  modern  hospital  and  outpatients  clinic 
which  will  cost  approximately  $1,750,000.  At  the  present 
time  the  hospital  cares  for  two  hundred  and  fifty  to  three 
hundred  inpatients  and  about  four  hundred  outpatients 
per  month. 

St.  Martin’s  Hospital  to  Enlarge.  St.  Martin’s  Hos- 
pital at  Tonasket,  dedicated  only  a year  ago,  is  to  be 
enlarged  by  an  addition  which  will  double  the  floor  space 
available.  It  is  expected  that  the  addition  will  cost  $25,000. 

Hospital  Staff  Elects.  Memorial  Hospital  in  Sedro- 
Woolley  held  its  annual  staff  meeting  July  19.  Charles  M. 
Hunter  was  named  president  and  R.  L.  Simpson,  secretary. 

Health  Officer  Named.  Floyd  Baugh  of  Burlington  has 
been  named  county  health  officer  of  Skagit  County.  He  suc- 
ceeds A.  J.  Osterman  of  Mt.  Vernon  who  assumed  the  office 
temporarily  after  death  of  the  late  B.  F.  Brooks. 

Steele  Returns  to  State  Department.  W.  E.  Steele, 
who  has  practiced  for  the  past  two  years  at  Longview,  has 
returned  to  Olympia,  where  he  will  be  chief  medical  adviser 
for  the  State  Department  of  Labor  and  Industries,  a posi- 
tion which  he  formerly  held. 

Washington  State  Obstetrical  Society  will  hold  its 
fall  meeting  at  Everett  Saturday,  October  7.  Dr.  William 
Wilson  of  Portland  will  be  the  guest  speaker.  An  all-day 
program  with  a dinner  meeting  in  the  evening  is  being 
planned,  and  interested  physicians  are  cordially  invited  to 
attend  all  sessions. 

Radium  Loaned.  Swedish  Hospital  at  Seattle  has  received 
500  miligrams  of  radium  as  a loan  from  the  National  Cancer 
Institute,  Washington,  D.  C.  It  is  expected  that  this  radium 
will  be  used  for  charity  patients  and  those  at  the  Marine 
Hospital. 

Cowlitz  County  Names  Physician.  After  long  contro- 
versy over  selection  of  county  physician  for  Cowlitz  County, 
the  welfare  administration  recently  appointed  John  A.  Nel- 
son of  Tekoa.  Dr.  Nelson  will  give  full  time  to  the  work. 

County  to  Build  Hospital.  Board  of  Commissioners  of 
Kittitas  County  has  voted  to  build  an  $87,000  hospital  at 
Ellensburg.  County  funds  entirely  will  be  used  and  the  pro- 
posed grant  from  P.W.A.  will  not  be  requested. 


Weddings.  Percy  F.  Guy  of  the  State  Department  of 
Health,  and  Dr.  May  Borquist  of  Honolulu,  Hawaii,  were 
married  in  Portland  July  15.  Dr.  and  Mrs.  Guy  became 
acquainted  while  taking  advanced  work  in  Harvard  last 
year.  They  will  live  in  Seattle.  Robert  D.  Read  of  Tacoma 
and  Miss  Alice  Whitla  of  Coeur  d’Alene,  Idaho,  were  mar- 
ried August  31.  Leon  E.  Pollock  and  Miss  Jean  Berry,  both 
of  Spokane,  were  married  in  that  city  August  13.  William 
S.  Cole  and  Miss  Catherine  Rutledge  of  Burlington  were 
married  at  the  bride’s  home  August  5.  William  S.  Butts  and 
Miss  Barbara  Kimbrough,  both  of  Spokane,  were  married 
August  30  in  that  city.  C.  E.  Conner  who  recently  located 
in  Wenatchee  and  Miss  Marthe  Irwin  of  Colorado  Springs 
were  married  in  the  latter  city  July  IS. 

Locations.  W.  S.  Shepherd  has  joined  A.  E.  Bird  at 
Camas.  John  Blair,  graduate  of  Northwestern  Medical 
School,  has  joined  Carl  May  of  Republic.  Frederick  L. 
Ball,  who  interned  last  year  in  Seattle,  has  opened  an  office 
at  Winslow,  Bainbridge  Island.  L.  H.  Kermott,  formerly 
surgeon  at  Fort  Peck  Dam,  moved  to  Spokane  where  he 
will  be  associated  with  H.  E.  Wheeler.  George  K.  Moore, 
graduate  of  Northwestern  University,  has  moved  from  Se- 
attle to  Snohomish,  where  he  will  be  associated  with  James 
A.  Durant.  H.  M.  Stolte,  formerly  of  Portland,  and  a gradu- 
ate of  the  University  of  Oregon  Medical  School,  has  joined 
S.  J.  Newsom  at  Walla  Walla.  John  J.  Black,  formerly  of 
Pittsburg,  Kansas,  has  joined  the  Taylor  Richardson  Clinic 
at  Ellensburg.  Troy  Moore  has  located  for  practice  at  Col- 
fax. L.  J.  Coberly,  for  the  past  fifteen  years  a resident  of 
Toledo,  has  moved  to  Moses  Lake.  William  Dietz,  formerly 
of  Spangle,  has  moved  to  Odessa,  where  he  will  practice. 


OBITUARY 


Dr.  Frank  W.  Stuart  of  Seattle,  Wash.,  died  at  his 
home  July  26,  aged  82.  He  was  graduated  from  Cleveland 
University  of  Medicine  and  Surgery,  a homeopathic  insti- 
tution, in  1880  and  had  practiced  in  Seattle  from  1902  until 
his  retirement  in  1934. 


ACTIVITIES  OF  TUBERCULOSIS 
COMMITTEE 


The  Tuberculosis  Committee  of  Washington  State  Medi- 
cal Association  has  been  very  active  during  the  past  asso- 
ciation year.  As  this  issue  of  the  Journal  features  a sym- 
posium on  tuberculosis,  it  is  fitting  that  a report  of  the 
activities  of  this  committee  be  reported  herein.  A copy  of 
the  report  of  the  Tuberculosis  Committee  as  submitted  to 
the  1939  meeting  of  the  House  of  Delegates  is  presented 
below. 

The  Tuberculosis  Committee  herewith  submits  the  annual 
report  of  its  activities  and  offers  some  suggestions.  The 
committee  has  concentrated  efforts  on  a few  main  projects, 
as  follows: 

A.  Informing  the  public  regarding  tuberculosis. 

1.  In  cooperation  with  the  Washington  Tuberculosis  As- 
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sociation  lantern  slide  talks  were  given  before  the  follow- 
ing groups: 

Western  Washington  School  of  Education. 

Newport  Parent  Teachers’  Association. 

High  School  Assembly  in  Tacoma. 

St.  Martin’s  College. 

High  School  Assembly  in  Olympia. 

Conference  of  County  Tuberculosis  Leagues’  Secretaries. 

2.  A program  on  tuberculosis  was  presented  before  the 
annual  meeting  of  the  Washington  Tuberculosis  Association 
at  Spokane. 

3.  Articles  were  written  for  the  Health  Pilot  by  members 
of  the  committee. 

Suggestions:  County  medical  societies  should  have  mem- 
bers available  for  talks  on  tuberculosis  before  Parent-Teach- 
er Associations,  schools  and  other  organizations.  Local 
tuberculosis  association  can  be  of  help  in  arranging  pro- 
grams. The  more  active  part  the  physician  takes  in  instruct- 
ing the  public  regarding  tuberculosis,  the  greater  will  be 
the  interest  in  this  subject  among  both  the  medical  profes- 
sion and  general  public. 

B.  Medical  profession. 

1.  The  committee  has  presented  a program  devoted  en- 
tirely to  tuberculosis  before  most  of  the  county  medical  so- 
cieties in  the  state.  The  subjects  presented  at  these  meet- 
ings by  members  of  the  committee  are  as  follows: 

Diagnostic  Standards  and  Case  Finding. 

Importance  of  Proper  Roentgen  Technic. 

Medical  and  Surgical  Treatment  in  Tuberculosis. 

Since  the  nursing  profession  plays  an  important  part  in 
the  warfare  against  tuberculosis,  the  county  medical  socie- 
ties have  invited  nurses  to  attend  these  meetings. 

Meetings  were  held  before  the  following  county  medical 


societies: 

Cowlitz  County March  IS,  1939 

Thurston-Mason  County  March  28, 1939 

Chelan  County April  S,  1939 

Clallam  County  April  11, 1939 

Kittitas  County  April  17, 1939 

Pierce  County  April  25, 1939 

Snohomish  County May  4, 1939 

Yakima  County  May  8,  1939 

Kitsap  County  May  9, 1939 

Grays  Harbor  County _ May  17, 1939 

Skagit  County  May  22, 1939 

Clark  County  June  6, 1939 


The  meetings  were  well  attended  and  much  interest  was 
shown.  We  feel  much  good  will  result  from  them  to  both 
the  medical  and  nursing  profession. 

Suggestions:  The  county  medical  societies  should  have 
more  papers  on  tuberculosis  presented  by  their  members 
to  their  societies.  One  program  a year  should  be  given  by 
specialists  covering  various  phases  of  tuberculosis  such  as 
diagnosis,  roentgen  technic,  medical  and  surgical  treatment. 
Such  a program  would  also  help  the  general  practitioner  in 
his  tuberculosis  work. 

2.  The  September  issue  of  the  Northwest  Medicine  will 
devote  its  entire  issue  to  tuberculosis  subjects  presented  by 
our  committee.  We  believe  this  will  be  one  of  the  best  sym- 
posia on  tuberculosis  that  has  been  presented  in  a medical 
journal. 

3.  Roentgen  interpretation.  The  committee  has  interpret- 
ed numerous  films  from  group  examinations  in  schools  and 
colleges.  We  have  repeatedly  offered  suggestions  to  individ- 
ual physicians  regarding  roentgen  work. 


C.  Nursing  profession. 

1.  As  stated,  the  committee  has  endeavored  through  the 
county  medical  society  meetings  to  contact  all  the  district 
nurses  organizations  to  stimulate  a greater  interest  in  tuber- 
culosis. 

2.  The  committee  was  interested  in  knowing  what  in- 
struction in  tuberculosis  is  being  given  to  student  nurses 
in  hospitals  in  Washington.  The  committee  also  desired 
information  regarding  health  examinations  for  student 
nurses  as  well  as  other  members  of  the  hospital  staffs. 

Questionnaires  were  sent  to  the  twenty-four  hospitals  in 
Washington  having  training  schools  for  nurses  and  replies 
were  received  from  all  of  them.  Valuable  information  was 
obtained  from  this  survey,  showing  a definite  need  for  fur- 
ther study  along  this  line.  This  survey  revealed  that: 

1.  Hospital  authorities  must  recognize  there  is  a definite 
tuberculosis  problem  in  our  general  hospitals. 

2.  Endeavor  to  reduce  tuberculosis  infection  among  nurses 
as  well  as  other  employees  by  finding  unrecognized  cases 
among  hospital  patients. 

3.  Careful  study  and  examination  of  candidates  for 
nursing. 

4.  Maintenance  of  good  resistance  by  nurses  and  other 
employees.  This  means  avoidance  of  extreme  fatigue,  mod- 
erate number  working  hours,  good  living  conditions,  ade- 
quate housing  facilities,  balanced  diet,  prompt  care  of  ill- 
ness, recreation  facilities. 

5.  Regular  examination  which  must  include  roentgeno- 
gram. 

6.  Endeavor  to  find  cases  of  tuberculosis  among  nurses 
and  employees  as  early  as  possible  and  see  that  adequate 
treatment  is  given  so  good  recovery  results. 

7.  See  that  student  nurses  have  a complete  course  of  lec- 
tures on  tuberculosis  by  both  physician  and  instructor. 

8.  Make  every  effort  toward  affiliation  with  a tuberculo- 
sis sanatorium  so  the  student  nurse  can  have  practical  ex- 
perience in  tuberculosis  Work. 

Personal  contact  with  the  superintendents  of  these  vari- 
ous hospitals  shows  that  they  are  keenly  interested  in  the 
subject  and  are  anxious  to  cooperate  with  the  medical 
profession  in  working  out  some  plan  for  the  better  care  of 
the  health  of  the  student  nurses  and  other  employees.  The 
Committee  would  like  to  have  this  subject  receive  further 
study  with  the  hospital  authorities,  and  an  attempt  made 
to  work  out  some  definite  recommendations  to  be  sub- 
mitted to  the  trustees  at  a later  date. 

D.  The  Tuberculosis  Committee  has  cooperated  with  the 
State  Director  of  Health,  Dr.  Donald  Evans,  in  a study 
of  the  various  phases  of  the  tuberculosis  problem.  Particu- 
lar study  was  given  to  standards  of  sanatorium  care,  and 
beds  available  and  needed  for  the  care  of  tuberculosis  pa- 
tients. 

The  Committee  was  instrumental  in  calling  together  rep- 
resentatives of  both  official  and  nonofficial  organizations  to 
meet  with  Governor  Martin.  This  meeting  was  called  to 
assure  the  Governor  these  organizations  approved  his  atti- 
tude in  supporting  the  position  taken  by  the  Director  of 
Health  regarding  definite  sanatorium  standards.  The  Com- 
mittee feels  definite  good  has  resulted  to  the  tuberculosis 
cause  from  the  above  meeting  with  the  Governor. 


358 


STATE  SECTIONS IDAHO 


Vol.  38,  No.  9 


STATE  DEPARTMENT  OF  HEALTH 
TUBERCULOSIS  CONTROL  ACTIVITIES 


Tuberculosis  control  involves  a multiplicity  of  singular 
problems,  although  it  may  be  considered  a single,  large 
problem  in  itself.  As  a communicable  disease,  unique  in  its 
effect  upon  the  health  and  welfare  of  the  community,  we 
cannot  treat  it  as  we  do  our  acute  primarily  childhood  dis- 
eases. However,  until  this  year  no  clear-cut  distinction  was 
made  in  this  Department  by  setting  it  aside  as  a division  or 
problem  of  its  own.  Today  tuberculosis  is  looked  upon  as  a 
separate  problem  in  the  State  Department  of  Health  much 
as  we  look  upon  that  of  venereal  diseases.  A tuberculosis 
control  officer  has  been  selected  this  year  and  the  numer- 
ous singular  problems  are  being  consolidated  in  his  office. 

As  a control  measure,  the  Department  is  first  interested 
in  the  early  reporting  of  new  or  previously  unreported  cases. 
Without  the  knowledge  of  the  true  case  load,  no  successful 
control  planning  is  possible.  Through  cooperation  of  the 
private  physicians  in  reporting,  we  learn  the  state’s  case 
loads  and  local  needs  in  control  work. 

The  Department,  through  the  local  health  department,  as- 
sists in  finding  welfare  aid  to  those  diagnosed  cases,  for 
whom  medical  financial  aid  is  necessary  if  institutional  aid, 
which  is  expensive  to  the  patient,  is  to  be  had.  In  relation 
to  the  care  of  needy  cases,  the  State  Department  of  Health 
is  charged  with  the  responsibility  of  approving  location, 
sites,  size  and  type  of  construction  of  new  or  additional 
tuberculosis  hospital  construction  by  counties,  When  many 
counties  and  groups  of  counties  are  seriously  considering 


additional  expenditure  for  tuberculosis  institutional  care, 
this  has  given  the  Department  many  days  of  hard  work 
and  promises  to  add  many  more,  if  it  is  to  carry  out  its 
responsibilities  to  the  end  that  needs  are  not  only  met  but 
met  with  a solid  foundation  of  sound  planning.  Toward 
this  end,  the  Department  has  received  and  used  the  advice 
of  tuberculosis  specialists  and  sanatoria  directors  practicing 
in  this  state.  It  is  being  guided  by  the  minimum  standards 
set  up  by  these  physicians.  It  has  determined  that  new 
construction  shall  always  be  a step  forward  and  before  new 
building  is  done  there  must  be  assurance  that  existing  beds, 
private  and  public,  are  not  routinely  empty. 

This  year  the  idea  has  been  developed  that  in  certain 
relatively  isolated  counties,  where  full  time  health  units  are 
in  existence,  the  Department  might  assist  in  furnishing  to 
local  physicians  a cooperative  clinic  for  consultation  with 
them  concerning  any  of  their  private  tuberculosis  suspect 
cases  and  assist  those  doctors  in  more  complete  diagnoses  of 
their  troublesome  pulmonary  cases.  This  has  been  done  in 
a few  counties  on  a trial  basis  and  to  date  the  results  are 
most  gratifying.  No  attempt  to  hold  such  clinics  are  made, 
where  chest  specialists  in  private  practice  are  available. 

Along  with  the  major  items  of  endeavor  described  above, 
there  is  an  almost  daily  need  of  the  tuberculosis  division  in 
helping  solve  some  individually  distinct  local  problems. 
These  may  arise  in  local  health  departments,  welfare 
agencies,  with  private  physicians  and  even  in  the  affairs  of 
governing  officials.  It  is  noticeable  that,  as  more  service  is 
rendered  from  this  division,  more  requests  for  service  appear. 
What  will  be  the  ultimate  growth  and  need  of  this  tuber- 
culosis control  coordination  by  the  State  Department  of 
Health  only  time  can  tell. 


IDAHO 


MEDICAL  NOTES 


Public  Health  Association  Formed.  Idaho  Public 
Health  Association  was  formed  in  July,  the  membership 
being  open  to  all  persons  and  groups  interested  in  promot- 
ing public  health  in  Idaho.  Dean  Frank  A.  Rhea  of  the 
First  Episcopal  Church  of  Boise  was  named  president, 
Mr.  H.  J.  Carlson,  Boise,  secretary,  and  Miss  Lucy  Higgins 
of  Boise,  treasurer. 

Hospital  Receives  Additional  Funds.  An  additional 
$5,000  was  raised  late  in  July  in  order  to  complete  the 
Grangeville  Hospital..  Interior  finishing  and  equiping  are 
in  progress. 

Hell’s  Canyon  Explored.  A.  J.  Coates  of  Boise  was  a 
member  of  a party  which  early  in  August  traveled  down 
the  Snake  River  through  Hell’s  Canyon.  Dr.  Coates  was 
photographer  for  the  expedition  which  explored  the  possi- 
bility of  a scenic  highway  through  it. 

Socialized  Medicine  Talk.  B.  C.  Eisenberg  of  Poca- 
tello addressed  a group  meeting  in  that  city  on  August  8. 
The  talk  was  given  as  part  of  the  preparation  for  the  visit 
of  Morris  Fishbein  this  fall. 


Locations.  R.  P.  Rawlinson  has  taken  over  the  prac- 
tice of  W.  K.  Bullock  at  Emmet.  Dr.  Bullock  plans  to  take 
postgraduate  work  in  Chicago.  Asael  Tall,  formerly  surgi- 
cal resident  in  the  Good  Samaritan  Hospital  in  Portland, 
has  moved  to  Malad  for  practice. 


OBITUARY 


Dr.  Charles  Paxton  Stackhouse  of  Sand  Point,  Ida., 
died  August  8,  aged  68.  Death  was  due  to  a heart  attack. 
He  was  born  in  Shickshinny,  Pennsylvania,  April  19,  1871. 
His  medical  education  was  received  at  Medico-Chirurgical 
College  of  Philadelphia,  Pennsylvania  from  which  he  grad- 
uated in  1898.  During  the  World  War  he  served  with  the 
Army  Medical  Corps  at  Fort  Stevens  holding  the  rank 
of  Captain.  He  had  practiced  in  Sand  Point  for  thirty 
years. 


September,  1939 


BOOK  REVIEWS 


359 


BOOK  REVIEWS 


Textbook  of  Pathology.  A Correlation  of  Clinical  Ob- 
servations and  Pathological  Findings.  By  Charles  W.  Duval, 
M.D.,  Professor  of  Pathology  and  Bacteriology,  Tulane 
University  School  of  Medicine,  etc.,  and  Herbert  J.  Schat- 
tenberg,  M.D.,  Associate  Professor  of  Pathology  and  Bacteri- 
ology, Tulane  University  School  of  Medicine,  etc.  68  pp. 
$8.50.  D.  Appleton-Century  Co.,  Inc.,  New  York,  London, 
1939. 

There  has  always  been  a gap  between  pathology  and 
clinical  medicine.  That  has  been  due  in  part  to  the  “dead 
house”  attitude  of  the  pathologic  treatment,  as  well  as  to 
the  superior  manner  of  the  clinicians.  The  authors  have 
done  a good  job  reducing  this  gap  between  the  pathologist 
and  the  clinician  by  frequently  adding  in  the  text  a para- 
graph marked  “correlation”  This  paragraph  notes  some  of 
the  clinical  symptoms  and  signs,  as  well  as  points  out  the 
obvious  mechanical  and  also  chemical  reasons  for  their 
existence  in  the  living  organism.  The  doctor  who  reads  only 
these  paragraphs  in  the  text  will  have  a much  better  gen- 
eral understanding  of  human  disease. 

The  authors  have  divided  the  subject  of  pathology  into 
twenty  chapters.  The  divisions  of  the  subject  matter  are 
simple,  concise  and  entirely  without  padding.  For  example, 
the  subject  marked  “ovaries”  is  divided  into  the  following 
subdivisions:  oophoritis,  ovarian  cysts,  granulosa  cell  tu- 

mor, arrhenoblastoma  dysgerinoma,  Benner’s  tumor  and 
para-ovarian  cyst.  All  the  pictures  of  specimens  and  photo- 
micrographs are  new,  illustrating  and  emphasizing  adequate- 
ly the  points  that  are  noted  in  the  text.  The  book  is  printed 
on  a good  quality  of  paper,  the  type  is  clean  cut  and  it  is 
a textbook  that  is  not  heavy  to  handle.  R.  R.  Moslman 


Failure  of  the  Circulation.  By  Tinsley  Randolph 
Harrison,  M.D.,  Associate  Professor  of  Medicine,  Vander- 
bilt University  School  of  Medicine,  Nashville,  Tennessee. 
502  pp.  $4.50.  The  Williams  & Wilkins  Co.,  Baltimore,  1939. 

The  first  section  of  this  book  deals  with  forward  failure, 
the  second  with  backward  failure,  and  the  third  with  the 
mixed  types  of  circulatory  failures.  The  various  major  syn- 
dromes and  the  functional  basis  of  each  have  been  analyzed 
to  give  a better  understanding  of  why  heart  diseases  occur 
rather  than  what  happens  to  the  heart  itself. 

The  mechanism  of  both  forward  and  backward  failure  is 
explained  in  detail.  The  difference  in  treatment  is  outlined 
of  congestive  failure  as  commonly  seen,  and  that  of  hyper- 
tensive heart  disease  associated  with  angina  pectoris.  The 
causes,  mechanism,  prognosis  and  treatment  of  congestive 
heart  failure,  with  all  its  complications  both  major  and 
minor,  are  dealt  with  in  an  elaborate  manner.  The  volume 
can  be  highly  recommended  for  its  well  chosen  information 
regarding  this  common  cardiac  ailment.  This  book  should 
prove  of  great  value  to  those  physicians  interested  in  fail- 
ure of  the  circulation.  A.  G.  Friend 


Cancer  Handbook  of  the  Tumor  Clinic,  Stanford  Uni- 
versity School  of  Medicine.  Edited  by  Eric  Liljencrantz, 
M.D.,  Chief  of  Tumor  Clinic,  Stanford  University  School 
of  Medicine,  etc.  114  pp.,  $3.  Stanford  University  Press, 
Stanford  University,  California,  1939. 

This  book  is  a syllabus  on  sound  methods  of  diagnosis 
and  advice  as  to  therapy.  Every  physician  who  is  in  any 
way  concerned  with  the  treatment  of  tumors  should  read 


it  or  a like  book.  “In  approaching  the  problem  of  cancer 
we  are  faced  with  the  seeming  paradox  that,  although  our 
knowledge  concerning  the  disease  is  continually  increasing, 
so  also  is  its  mortality  rate.  The  problem  confronting  the 
medical  profession  is  therefore  becoming  imperative,  and 
this  in  the  face  of  extremely  fragmentary  knowledge  of  the 
fundamental  facts  of  the  disease.” 

“The  physician’s  efforts  should  be  directed  toward:  (1) 
recognition  of  early  cancer,  and  prompt  institution  of  ade- 
quate treatment  aimed  at  actual  cure;  (2)  avoidance  of 
acts  either  of  commission  or  of  omission  that  may  throw 
a patient  from  an  early,  curable  group  into  a late,  ultimately 
incurable  group;  (3)  selection  and  prompt  application  of 
the  most  appropriate  method  or  combination  of  methods  for 
cure  or  arrest  in  each  case.  These  responsibilities  fall  square- 
ly on  the  shoulders  of  the  physician  first  consulted.  This  is 
usually  the  family  physician.  The  fate  of  the  patient  with 
cancer  lies  in  his  hands.”  D.  H.  Nickson 


Otolaryngology  in  General  Practice.  By  Lyman  G. 
Richards,  M.D.,  Fellow  in  Otology,  Courses  for  Graduates, 
and  Assistant  in  Surgery,  Harvard  Medical  School,  etc., 
with  a foreword  by  D.  Harold  Walker,  M.D.,  Professor 
Emeritus  of  Otology  at  Harvard  Medical  School,  etc.  352 
pp.  $6.00.  The  Macmillan  Company,  New  York,  1939. 

An  interesting  fact,  relative  to  this  book,  is  that  it  is  a 
new  and  modern  presentation  of  a similar  text  published  by 
the  author’s  father  in  1903.  It  is  written  for  the  general 
practitioner.  It  omits  much  of  the  anatomic,  physiologic 
and  pathologic  data  ordinarily  found  in  textbooks.  Likewise 
surgical  operations  that  frankly  call  for  the  specialist,  such 
as  mastoiditis  and  its  complications,  are  dealt  with  very 
slightly.  Ordinary  procedures  that  can  competently  be 
handled  by  the  general  practitioner  are  thoroughly  covered 
from  every  point  of  view,  and  well  illustrated  to  explain 
all  details.  Chapters  are  also  devoted  to  common  complaints, 
such  as  vertigo,  deafness,  tinnitus,  sore  throat,  hoarseness, 
cough,  dysphagia,  headache,  etc.  These  are  things  that  the 
general  practitioner  is  called  upon  to  diagnose  and  treat. 
This  book  is  recommended  for  the  physician  who  devotes 
a portion  of  his  time  to  ear,  nose  and  throat  work.  He  will 
find  it  of  value  in  treatment  of  these  conditions. 

F.  J.  Leibly 


Rural  Medicine.  Proceedings  of  the  Conference  Held  at 
Cooperstown,  New  York,  October  7 and  8,  1938.  268  pp. 
$3.50.  Charles  C.  Thomas,  Springfield,  Illinois,  1939. 

It  is  stated  that  the  purpose  of  this  conference  was  to 
provide  a forum  for  discussion  of  problems  of  rural  medi- 
cine, and  to  give  publicity  to  suggestion  in  rural  hygiene; 
to  define  problems  having  special  relationship  to  the  health 
of  rural  communities;  to  present  a picture  of  rural  mor- 
bidity; to  stimulate  scientific  scrutiny  of  conditions  in- 
fluencing incidence  of  disease  and  disabilty  in  rural  popu- 
latons.  The  four  parts  include  rural  morbidity,  health 
department  programs  and  school  health  programs  in  rural 
areas,  postgraduate  medical  education  in  rural  areas,  eco- 
nomics of  rural  medicine.  Among  each  of  these  are  pre- 
sented interesting  papers  and  discussions  covering  a variety 
of  problems  pertaining  to  rural  health  and  medical  ques- 
tions. 
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Medicolegal  Phases  of  Occupational  Diseases.  An  out- 
line of  Theory  and  Practice.  By  C.  O.  Sappington,  A.B., 
M.D.,  Dr.P.H.,  Consultant,  Occupational  Diseases  and  In- 
dustrial Hygiene,  etc.  405  pp.  Industrial  Health  Book  Co., 
Chicago,  1939. 

This  book  covers  every  phase  of  occupational  disease, 
both  as  to  cause  and  prevention.  Chapters  deal  with  indus- 
trial dusts,  gases  and  vapors,  etc.,  giving  the  allowable 
concentrations  that  are  tenable  without  danger  to  health. 
A chapter  is  devoted  to  laboratory  appliances  and  technic 
of  determination  of  amounts  of  objectionable  substances; 
also  a chapter  on  methods  of  control  of  occupational  ex- 
posure with  special  reference  to  exhaust  ventilating  systems 
and  personal  respiratory  protective  devices. 

The  chapter  on  insurance  stresses  inspection,  engineering 
and  medical  control,  with  particular  reference  to  the  im- 
portance of  prevention.  All  occupational  diseases  are  classi- 
fied with  reference  to  their  etiology.  The  basis  for  disability 
awards  for  various  diseases  is  given  and  treatment  sug- 
gested for  certain  of  the  rarer  diseases.  Legal  and  medico- 
legal phases  and  the  medical  witness  are  interestingly  and 
thoroughly  presented.  W.  Kelton 


Do  You  Want  to  Become  a Doctor?  By  Morris  Fish- 
bein,  M.D.,  Editor,  Journal  of  the  American  Medical  Asso- 
ciation. 176  pp.  $1.50.  Frederick  A Stokes  Company,  New 
York,  1939. 

Before  a young  man  decides  to  follow  the  profession  of 
medicine,  he  should  seriously  consider  its  phases  from  all 
standpoints.  This  volume  is  replete  with  valuable  facts. 
There  is  a discussion  of  preparation  for  medical  school,  in 
which  it  is  stated  that  15  per  cent  of  all  students  flunk  in 
freshman  year  and  8 to  10  per  cent  in  the  remaining  three 
years.  Emphasis  is  placed  on  the  necessity  of  hard  study 
and  the  difficulty  of  attempting  outside  work.  Medical 
schools  of  the  country  are  listed  by  states,  giving  statistics 
of  organizaion,  requirements  for  admission,  courses  of  study, 
fees,  faculties  and  graduates.  Regarding  specialism,  a ques- 
tionnaire among  medical  students  revealed  that  70  per  cent 
aspired  to  become  specialists.  It  is  stated  that,  so  far  as 
information  is  available,  probably  about  35  per  cent  of  prac- 
titioners follow  special  lines  of  practice.  Information  is 
given  concerning  examining  boards,  different  ones  being 
listed  together  with  their  requirements.  A chapter  on  acces- 
sory professions  deals  with  laboratory,  physical  therapy, 
occupational  and  other  technicians.  Many  interesting  side- 
lights to  medical  practice  are  contained  in  this  volume. 


Medical  State  Board  Examinations.  Topical  Sum- 
maries and  Answers.  An  Organized  Review  of  Actual  Ques- 
tions Given  in  Medical  Licensing  Examinations  throughout 
the  United  States.  Harold  Rypins,  A.B.,  M.D.,  F.A.C.P., 
Secretary,  New  York  State  Board  of  Medical  Examiners, 
etc.  Fourth  Edition,  Revised.  448  pp.  $4.50.  J.  B.  Lippin- 
cott  Company,  Philadelphia,  Montreal,  London,  1939. 

This  book  is  based  on  the  author’s  fifteen  years  experience 
as  a state  board  medical  examiner.  It  is  the  result  of  a 
study  of  examinations  in  all  the  states  during  this  period. 
An  effort  has  been  made  to  treat  the  subject  concisely, 
avoiding  repetitions.  Advice  to  the  student  is  to  avoid  an 
orgy  of  cramming,  aided  by  black  coffee  and  tobacco 
during  the  last  days  before  an  examination.  Better  spend 
the  week-end  in  diversion,  such  as  dancing,  mountain  climb- 
ing, theatre  or  what  you  will.  The  nine  common  subjects 
comprising  the  state  board  examination  are  dealt  with  on 
uniform  pattern.  There  is  a brief  review  of  the  principles 


involved  in  the  subject  under  consideration,  the  mastering 
of  which  will  serve  to  refresh  the  student’s  memory  for 
essential  facts.  Following  this  is  a series  of  questions  which 
are  commonly  propounded  by  state  board  examiners.  There 
is  an  avoidance  of  catch  questions  and  technical  discus- 
sions which  are  supposed  to  be  eliminated  by  modern 
examining  boards. 


Angina  Pectoris.  Nerve  Pathways,  Physiology,  Symp- 
tomatology and  Treatment.  By  Heyman  R.  Miller,  M.D., 
Attending  Physician,  Sydenham  Hospital,  New  York  City, 
etc.  275  pp.  $3.25.  The  Williams  & Wilkins  Co.,  Baltimore, 
1939. 

This  volume  is  divided  into  four  sections  concerning,  first, 
the  concept  and  clinical  features  of  angina;  second,  the 
anatomic  pathways  for  the  transmission  of  cardioaortic 
pain ; third,  the  distribution  and  treatment  of  anginal  pain ; 
and  fourth,  the  physiology  and  psychology  of  pain.  It  pre- 
sents a series  of  anatomic  charts  of  cardiac  innervation ; 
clinical  chapters  were  added  so  that  a comprehensive  survey 
of  these  charts  could  be  made. 

A special  chapter  is  devoted  to  nonsurgical  treatment  of 
anginal  pain  and,  although  nothing  new  is  added,  it  is  well 
written  and  covers  in  detail  practically  all  the  drugs  used 
for  the  relief  of  this  type  of  pain.  The  portion  dealing  with 
surgical  treatment  of  anginal  pain  briefly  outlines  the  usual 
methods  for  relief.  These  include  injection  of  the  sympa- 
thetic system,  surgical  removal  of  the  ganglia,  total  thy- 
roidectomy and  artificial  vascularization  of  the  heart.  The 
volume  is  small  but  includes  information  which  is  well 
worth  reviewing  and  affords  hours  of  interesting  study. 

A.  G.  Friend 


New  and  Nonofficial  Remedies,  1939.  Containing  De- 
scriptions of  the  Articles  Which  Stand  Accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  January  1,  1939.  617  pp.  $1.50. 
American  Medical  Association,  Chicago. 

This  valuable  publication  appears  every  year  and  is 
authority  for  articles  that  have  been  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  on  January  1.  It 
should  be  accessible  to  every  practitioner  who  desires  to 
confine  his  practice  to  ethical  accepted  remedies.  There  is  a 
long  list  of  preparations  from  the  1938  issue  which  have 
been  omitted  because  they  conflict  with  rules  covering  the 
recommendation  of  articles,  or  their  distributors  did  not 
present  evidence  of  their  continued  eligibility.  This  volume 
lists  alphabetically  the  products  and  preparations  ordinar- 
ily employed  in  medical  practice.  Under  each  is  given  its 
composition,  actions  and  uses,  dosage,  together  with  special 
information  pertaining  to  it.  Bound  in  the  back  of  the  book 
is  the  bibliographical  index  of  proprietary,  nonofficial  articles 
not  included,  with  reference  to  volume  and  page  of  the 
A.  M.  A.  Journal,  in  which  explanation  is  given  for  rejec- 
tion of  the  particular  preparation.  Every  medical  practi- 
tioner should  be  familiar  with  the  mint  of  information  con- 
ained  in  this  book. 


Sociology  and  Social  Problems.  A Textbook  for  Nurses. 
By  Deborah  MacLurg  Jensen,  R.N.,  B.Sc.,  Social  Service 
Consultant  to  the  Visiting  Nurse  Association,  St.  Louis,  etc. 
341  pp.  $2.75.  The  C.  V.  Mosby  Co.,  St.  Louis,  1939. 

It  is  becoming  increasingly  necessary  that  every  nurse 
have  some  knowledge  of  sociology  and  social  problems  in 
order  to  render  the  most  efficient  service.  This  book  pre- 
sents material  which  is  selected  to  be  most  pertinent  to 
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THIS  TRAVELING  MAN  EATS  © 

S.M.A.  FEEDINGS  ARE  THE  SAME  EVERYWHERE 


No  fuss  ...  no  trouble  when  it's  S.M.A. 
Aboard  the  Californian,  S.  M.  A.  is  pre- 
pared and  fed  the  same  as  it  is  at  home, 
easily  and  quickly,  without  interruption 
or  change  in  baby’s  feeding  schedule. 


Whether  S.M.A.  is  prepared  in  New  York  or  California,  or  even  enroute, 
the  feedings  are  always  uniform — like  breast  milk. 

In  any  climate,  S.M.A.  remains  fresh  and  sweet,  because  it  is  nitrogen  packed 
to  prevent  oxidation  or  change  in  its  chemical  and  physical  composition. 

INFANTS  RELISH  S.M.A.  — DIGEST  IT  EASILY  — THRIVE  ON  IT! 


S.  Af.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows'  milk,  the 
fat  of  which  is  replaced  by  animal  and 
vegetable  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  simitar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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nurses  in  an  interesting  and  understandable  manner.  It  fol- 
lows in  such  natural  sequence  that  the  contents  are  easily 
mastered  and  can  be  called  to  mind  again.  If  studied  in  con- 
nection with  suggested  reading,  it  would  provide  a good 
foundation  for  any  student.  It  offers  the  graduate  an  ex- 
cellent review,  and  no  doubt  would  clarify  former  studies 
along  this  line.  The  chapters  on  the  family  and  social  prob- 
lems are  particularly  good  and  should  enable  the  nurse  to 
function  more  adequately  in  whatever  capacity  she  might 
serve.  Mrs.  M.  L.  Young 

The  Circulation  of  the  Brain  and  Spinal  Cord.  A 
Symposium  on  Blood  Supply.  The  Proceedings  of  the  As- 
sociation for  Research  in  Nervous  and  Mental  Diseases, 
New  York,  December  27  and  28,  1937.  With  282  Illustra- 
tions and  17  Tables.  790  pp.  $10.  The  Williams  and  Wil- 
kins Co.,  Baltimore,  1938. 

This  symposium  brings  up  to  date  the  current  conception 
of  cerebral  circulation,  based  on  known  facts.  This  distin- 
guished group  of  clinical  and  research  neurologists,  neuro- 
surgeons and  pathologists  has  devoted  all  of  its  annual 
publication  to  this  purpose.  A short  time  ago  it  was  cur- 
rently thought  that  the  circulation  of  the  central  nervous 
system  was  entirely  passive,  controlled  secondarily  by 
alterations  in  systemic  arterial  pressure  and  with  no  relation- 
ship of  the  changing  functional  requirements  of  cerebral 
tissue.  After  reading  this  book  it  becomes  apparent  that 
cerebral  blood  flow  has  special  requirements  adapted  to 
the  tissues  supplied. 

This  book  will  not  have  as  great  an  appeal  to  the  general 
practitioner  as  to  those  engaged  in  specialties  directly  asso- 
ciated with  the  central  nervous  system.  For  them  it  will  be 
an  invaluable  collection  of  papers  all  relating  to  a very 
fundamental  problem.  S.  N.  Berens 


Textbook  of  Medicine.  By  Various  Authors.  Edited  by 
J.  J.  Conybeare,  M.C.,  D.M.,  Oxon.,  F.R.C.P.,  Physician 
to  Guy’s  Hospital,  London.  Fourth  Edition.  1112  pp.  $6.75. 
The  Williams  and  Wilkins  Co.,  Baltimore,  1939. 

Indicative  of  this  book’s  popularity  are  the  four  editions 
and  two  reprints  it  has  gone  through  during  its  ten  years 
of  existence.  There  are  sixteen  collaborators  beside  the  editor. 
This  is  a well  planned  and  well  written  textbook  for  under- 
graduate medical  students.  In  parts  it  may  perhaps  be  some- 
what too  condensed.  Allusions  to  specific  British  conditions, 
such  as  the  relationship  of  mental  patients  to  the  Civil  Law, 
mark  it  definitely  British.  The  present  edition  represents  a 
thorough  revision  of  the  subject  matter.  A section  on 
phychological  medicine  has  been  added,  including  the  psy- 
choneuroses and  psychoses.  I.  F.  Birkeland 


Heart  Patients.  Their  Study  and  Care.  By  S.  Calvin 
Smith,  M.D.,  Sc.D.,  Formerly  Special  Heart  Examiner  for 
the  Surgeon  General’s  Office  during  the  World  War  at 
Home  and  Abroad,  etc.  166  pp.  $2.  Lea  & Febiger,  Phila- 
delphia, 1939. 

This  small  volume  covers  practically  all  common  heart 
diseases,  together  with  special  chapters  devoted  to  com- 
plaints of  patients,  and  survey  of  their  personal  histories. 
The  last  portion  concerns  the  aftercare  of  the  patient,  who 
has  suffered  from  heart  diseases,  including  a special  chapter 
on  what  he  wishes  to  know  concerning  himself.  This  portion 
of  the  book  is  well  worthwhile  reading  as  it  gives  us  many 
of  the  personal  points  regarding  heart  patients,  which  are 
difficult  to  find  in  other  books  and  can  usually  only  be 
acquired  by  experience.  A.  G.  Friend 


SAYS  JUSTICE  DEPARTMENT  WOULD  DOMINATE 
AMERICAN  MEDICINE 

“The  conclusion  seems  inescapable  that  the  Department 
of  Justice  has  embarked  on  a course  of  prosecution  if  not 
persecution  of  the  medical  profession  in  this  country  with  a 
view  to  forcing  its  contentions  as  to  what  should  be  the 
nature  of  medical  practice  in  the  United  States,”  says  The 
Journal  of  the  American  Medical  Association  for  Aug.  5 in 
commenting  on  the  press  release  of  the  Department  of  Jus- 
tice, issued  after  the  United  States  District  Court  in  Wash- 
ington, D.  C.,  on  July  26  had  quashed  the  indictment  of  the 
Association  for  violation  of  the  Sherman  Anti-Trust  Act. 

After  pointing  out  that  in  the  same  issue  is  published  the 
complete  text  of  the  opinion  of  Justice  James  M.  Proctor, 
together  with  transcripts  of  a number  of  newspaper  edi- 
torials on  the  decision  and  a press  release  issued  by  the 
Department  of  Justice  indicating  that  further  action  is 
contemplated  by  the  Department  in  relation  to  this  case, 
The  Journal  editorial  says: 

“After  indicating  the  nature  of  the  indictment  and  the 
five  forms  of  conspiracy  that  were  charged,  Justice  Proctor 
listed  the  chief  contentions  of  the  demurrer.  It  is  his  opinion 
that  medical  practice  is  not  a trade  within  the  meaning  of 
section  3 of  the  Sherman  act.  Particularly  interesting  in 
Justice  Proctor’s  opinion  is  his  analysis  of  the  indictment. 
Thus  he  said: 

“ ‘The  defendants  have  raised  objections  to  the  sufficiency 
of  the  indictment  as  a pleading.  These  go  mainly  to  the 
claim  that  many  of  the  allegations  dealing  with  essential 
and  material  features  of  the  charge  are  vague,  indefinite  and 
uncertain.  The  objections  are  far  too  numerous  to  deal  with 
separately.  There  is  merit  to  many  of  them.  The  indictment 
is  afflicted  with  vague  and  uncertain  statements.  In  some 
instances  material  facts  are  altogether  lacking.’ 

“Moreover,  he  said  in  relation  to  that  part  of  the  indict- 
ment which  contained  the  charges  against  those  indicted: 


“ ‘The  indictment,  as  well  as  the  charging  part,  setting 
forth  the  plan  and  purpose  and  acts  done  to  effectuate  the 
conspiracy,  abound  in  uncertain  statements.  Inference,  opin- 
ion and  conjecture  are  also  freely  indulged.  This  is  especially 
so  in  the  indictment,  much  of  which  seems  unnecessary  to 
a statement  of  the  charge.  It  is  questionable  whether  some 
of  it  would  be  deemed  relevant  and  competent  in  proof  of 
the  offense.  Every  indictment  should  be  confined  to  a clear 
and  dispassionate  statement  of  essential  fact.  Thus  an  ac- 
cused can  better  know  the  exact  offense  with  which  he  is 
charged  and  will  not  be  confused  in  making  his  defense. 
Ordinarily  improper  matter  in  the  indictment  unnecessary 
to  support  the  charges  will  not  vitiate  the  indictment.  It 
will  be  treated  as  surplusage  and  disregarded.  But  I doubt 
if  such  treatment  would  suffice  to  relieve  these  defendants 
of  the  prejudice  likely  to  arise  by  an  indictment  which 
smacks  so  much  of  a highly  colored,  argumentative  dis- 
course against  them.  It  must  be  remembered  that  when  a 
case  is  finally  submitted  to  a jury  for  their  secret  delibera- 
tions the  indictment  goes  with  them.’ 

“In  its  press  release,  the  Department  of  Justice  indicates 
that  it  will  seek  a reversal  of  the  decision  handed  down  by 
Mr.  Justice  Proctor.  It  makes  the  statement  that  the  release 
is  issued  not  for  the  purpose  of  commenting  on  the  opinion 
but  for  the  reason  that  it  is  important  to  inform  physicians 
generally  that,  until  the  Supreme  Court  has  acted,  the  gov- 
ernment policy  toward  boycotts  in  the  medical  profession 
is  unchanged.  The  Department  of  Justice  says  further  that 
it  will  use  every  effort  to  get  a final  decision  from  the 
Supreme  Court  at  the  earliest  possible  moment  and  that  it 
may  consider  the  possibility  of  calling  another  grand  jury 
to  consider  another  indictment  in  a different  technical  form. 
Finally  the  Department  of  Justice  states  that  announcement 
of  the  exact  steps  which  will  be  taken  by  the  government 
will  be  made  within  the  next  ten  days.” 
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❖ 

Reprints  will  be  furnished  by  the  printer  according  to 
the  schedule  of  prices  which  accompanies  the  galley  proofs 
submitted  to  the  author.  The  order  for  reprints  should  ac- 
company the  returned  galley  proofs.  The  printer  holds  the 
type  until  the  first  of  the  following  month. 

❖ 

Illustrations  will  be  provided  by  the  journal  to  the  extent 
of  moderate  cost,  beyond  which  the  contributor  may  pro- 
vide anything  he  desires.  Arrangements  can  be  made  by 
correspondence. 


EDITORIALS 


FEATURES  OF  OUR  ANNUAL  MEETINGS 

A noticeable  characteristic  of  our  three  annual 
state  meetings  was  the  appearance  on  all  the  pro- 
grams of  guest  speakers  from  the  faculty  of  Wash- 
ington University  School  of  Medicine,  St.  Louis. 
Drs.  Hartman,  Schwarz  and  Womack  presented 
papers  before  all  of  the  meetings.  The  Washington 
program  also  included  Drs.  Moore  and  Barr,  while 
at  the  Idaho  meeting  these  five  speakers  were  sup- 
plemented by  Dr.  Walton.  Besides  the  three  St. 
Louis  speakers,  the  Oregon  program  included  Dr. 
Barborka  of  Northwestern  University  Medical 
School.  The  Idaho  Association  has  followed  a plan 
for  several  years  of  making  their  annual  meeting 
a postgraduate  course  with  no  papers  by  members 
on  the  program.  This  is  the  first  time  in  its  history 
that  the  Washington  Association  has  not  included 
papers  by  some  of  its  members.  This  lack  of  mem- 
bership papers  was  universally  regretted.  The  Ore- 
gon Society  followed  its  usual  course  of  including 
papers  by  its  members,  in  addition  to  those  of 
guest  speakers.  It  is  expected  that  papers  by  these 
speakers  will  be  published  in  future  issues  of  this 
journal. 

The  meeting  of  Idaho  State  Medical  Association 
at  Owyhee  Hotel,  Boise,  August  23-26,  was  one  of 
the  most  successful  in  recent  years.  Following  its 
established  custom,  no  papers  were  presented  by  its 
members.  There  were  116  registered  for  the  meeting 
and  the  lectures  were  all  well  attended.  Subjects 
chosen  for  the  lectures  were  of  a practical  nature 
and  included  many  helps  to  those  engaged  in  gen- 
eral practice.  A very  valuable  feature  of  the  Idaho 
meetings  is  the  custom  of  holding  round  table 
luncheons  with  each  guest  speaker  presiding  at  his 
own  table.  Thus,  during  the  four  days  of  the  meet- 
ing, those  in  attendance  were  given  the  opportunity 
to  ask  questions  and  obtain  more  intimate  contact 
with  the  speakers. 

The  House  of  Delegates  was  able  to  transact  its 
business  outside  of  the  hours  of  the  scientific  ses- 
sion, so  that  all  members  could  attend  the  lectures. 
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PRESIDENTS  FOR  1940 

Herewith  are  presented  the  likenesses  of  the 
presidents  of  our  three  state  organizations.  Each  of 
these  men  is  well  known  to  the  members  of  his  own 
association.  This  opportunity  is  taken  to  familiarize 
the  professions  of  the  other  states  with  each  of 
them.  In  these  days  of  multiplicity  of  medical  in- 
terests and  controversies  which  arise  both  within 
and  without  the  profession,  the  office  of  president  is 
no  sinecure.  He  has  so  many  varied  duties  and 
responsibilities  pertaining  to  the  welfare  within  the 
profession  of  his  state,  that  the  demands  on  his 
time  and  efforts  are  often  excessive.  The  compensa- 
tion for  such  burdens  placed  upon  him  is  the  re- 
spect and  honor  in  which  he  is  held  by  his  fellow 
members. 

It  is  truly  a distinction  in  these  days  to  be  the 
president  of  one  of  our  state  societies,  an  honor 
which  is  conferred  upon  relatively  few  men  in  any 
state.  This  opportunity  is  taken  to  extend  to  these 
men  congratulations  for  the  honorable  positions  in 
which  they  are  placed,  with  the  hope  that  their 
respective  constituents  may  support  them  unani- 
mously in  the  various  endeavors  in  which  they  may 
be  engaged. 


It  seems  that  the  four  day  meeting  as  it  is  arranged 
by  the  Idaho  group  makes  an  ideal  meeting.  There 
is  time  for  transaction  of  business  matters  as  well 
as  ample  opportunity  for  the  guest  speakers  to  give 
a worthwhile  course  of  instruction. 

The  annual  banquet  was  held  at  Owyhee  Hotel, 
Thursday,  August  24.  Over  two  hundred  members 
and  guests  were  present,  including  Governor  and 
Mrs.  Botolfson.  Speaker  of  the  evening  was  James 
Millar  of  the  College  of  Idaho  who  discussed  the 
international  situation.  F.  C.  Gibson  gave  the  presi- 
dent’s annual  address  at  this  meeting. 

Ladies  of  the  Auxiliary  were  pleasantly  enter- 
tained by  the  Boise  members.  A no-host  luncheon 
was  held  each  day  and  bridge  games  were  enjoyed 
in  the  afternoon.  On  Friday,  August  25,  members 
of  the  Auxiliary  were  entertained  at  a tea  in  the 
home  of  Mrs.  Scott  of  Nampa,  after  which  they 
were  shown  through  the  State  School. 

Scientific  exhibits  included  interesting  displays 
on  genitourinary  diseases,  orthopedics,  chest  tu- 
mors, silicosis,  diaphragmatic  hernia,  sinus  infec- 
tion and  surgical  treatment  of  tuberculosis.  Com- 
mercial exhibits,  while  small  in  number,  were  well 
attended  and  were  much  appreciated  by  those  at 
the  meeting. 


Charles  E.  Hunt 
(Eugene) 

President,  1939-1940 
Oregon  State  Medical  Society 
Dr.  Hunt  was  born  at  Jamestown,  N.  D.,  August 
10,  1887.  After  graduating  from  University  of 
North  Dakota  in  1911,  he  received  his  medical 
degree  from  Northwestern  University  Medical 
School,  Chicago,  in  1913.  He  interned  at  Minnesota 
General  Hospital  1913-14.  He  practiced  in  Valley 
City,  North  Dakota  1914-1918.  He  practiced  at 
Grand  Forks,  North  Dakota,  1913-1924,  where  he 
specialized  in  obstetrics  and  gynecology  after  post- 
graduate courses  at  numerous  medical  institutions. 
Since  1924  he  has  practiced  his  specialty  at  Eugene 
where  he  is  obstetrician  and  gynecologist  at  Sacred 
Heart  hospital. 


The  meeting  of  the  Washington  Association  at 
Spokane,  August  28-30,  w'as  notable  in  several  re- 
spects. Its  registration  of  450  was  one  of  the  largest 
in  the  history  of  the  organization.  Davenport  Hotel 
is  ideal  for  such  a meeting.  The  spacious  mezza- 
nine floor  with  adjacent  rooms  provided  abundant 
space  for  exhibits,  without  congestion  or  interfer- 
ence with  the  scientific  programs.  The  number  of 
commercial  exhibits  exceeded  that  of  any  meeting 
in  the  history  of  the  association.  They  were  so  lo- 
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William  B.  Penney 
(Tacoma) 

President,  1939-1940 
Washington  State  Medical  Association 
Dr.  Penney  was  born  at  Staceyville,  Iowa,  Octo- 
ber 13,  1878.  After  graduating  from  Iowa  State 
College,  he  entered  Northwestern  University  Medi- 
cal School,  Chicago,  from  which  he  graduated  in 
1906.  He  interned  at  Rockford  City  Hospital, 
Rockford,  Illinois.  He  located  for  practice  at  Wilke  - 
son,  Washington,  in  1907.  Since  1912  he  has  prac- 
ticed at  Tacoma.  He  was  in  general  practice  until 
1921,  since  which  time  he  has  practiced  internal 
medicine,  devoting  special  attention  to  tuberculosis 
and  heart  diseases.  During  the  World  War  he 
served  in  the  medical  corps  of  the  U.  S.  Army.  He 
was  secretary  of  Pierce  County  Medical  Society 
1920-1939.  He  was  president  of  Washington  State 
Tuberculosis  Association  1935-1939,  and  director 
of  National  Tuberculosis  Association  since  1935. 


cated  that  they  were  easily  visited  by  all  in  attend- 
ance, and  all  received  courteous  and  useful  infor- 
mation from  exhibitors.  The  scientific  exhibits  were 
numerous  and  of  a character  that  demonstrated  in- 
dividual scientific  work  on  the  part  of  the  exhibitor. 
It  was  noticeable  that  the  lecture  room  was  well 
filled  for  each  paper  that  was  presented. 

Social  features  of  the  meeting  were  of  a superior 
quality.  The  refreshment  hour  and  dinner  dance 
given  to  members  and  visitors  by  Spokane  County 


Fern  M.  Cole 
(Caldwell) 

President,  1939-1940 
Idaho  State  Medical  Society 
Dr.  Cole  was  born  in  Durand,  Illinois,  January 
18,  1876.  He  obtained  his  medical  degree  from 
Northwestern  University  Medical  School,  Chicago, 
in  1898.  He  located  at  Battle  Creek,  Iowa,  where 
he  practiced  until  1909.  He  moved  to  Caldwell, 
Idaho,  in  1909,  practicing  there  continuously  since 
that  date.  He  served  in  the  U.  S.  Army  during  the 
war,  at  Ft.  Riley  and  in  France  from  September, 
1917,  to  March,  1919. 


Medical  Society  at  the  residence  and  spacious 
grounds  of  Dr.  and  Mrs.  John  H.  O’Shea  was  an 
entrancing  entertainment,  both  from  an  artistic 
and  social  standpoint,  which  will  long  be  remem- 
bered by  those  present.  The  weather  was  ideal  and 
the  varied  aspects  of  the  gathering  were  most  at- 
tractive. Also  the  annual  banquet  was  a delightful 
closing  feature  of  the  meeting,  attended  by  many 
members  and  their  wives.  The  musical  numbers  of 
the  evening  formed  an  especially  attractive  feature. 
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The  Women’s  Auxiliary  scheduled  a three  day 
program,  which  was  largely  attended  by  wives  of 
members  present  at  the  state  association  meeting. 
Due  attention  was  paid  to  the  golf  tournament,  and 
there  were  daily  luncheons  for  different  groups  in 
attendance.  Besides  the  social  features  combined 
with  attending  physicians,  the  auxiliary  was  de- 
lightfully entertained  with  a buffet  supper  and 
bridge  at  the  home  of  Mrs.  Charles  E.  Mowery. 
Many  matters  of  importance  connected  with  auxil- 
iary affairs  were  considered  at  sessions  of  the  last 
two  days. 

The  meeting  of  Oregon  State  Medical  Society, 
September  6-9,  was  held  far  distant  from  the  noise 
and  confusion  of  a city.  No  more  peaceful  setting 
could  be  chosen  than  Gearhart  by  the  ocean.  The 
new  highway  from  Portland  has  shortened  the  dis- 
tance so  that  it  is  easily  accessible.  The  registra- 
tion of  241  members  with  visitors  from  all  parts  of 
the  state  indicated  the  general  interest  in  the  meet- 
ing. One  advantage  of  distance  from  the  city  is  the 
assurance  of  audiences  for  the  scientific  programs. 
These  included  papers  over  a three  day  period  with 
morning,  afternoon  and  evening  sessions.  In  addi- 
tion to  the  papers  by  guest  speakers  there  was  a 
good  representation  on  the  program  from  Portland 
as  well  as  other  cities.  These  papers  covered  a wide 
range  of  subjects.  The  Oregon  Society  is  to  be  con- 
gratulated for  the  arrangement  of  such  a varied  and 
comprehensive  program.  An  observer  who  has  noted 
the  Oregon  meetings  for  a period  of  years  is  im- 
pressed by  the  appearance  on  the  programs  of  many 
new  names  in  place  of  the  dependables  of  years 
gone  by,  a fact  which  is  natural  and  inevitable. 
The  commercial  exhibits  were  stationed  in  the  hotel 
lobby,  so  located  that  visitors  could  not  avoid  them, 
thus  assuring  attention  which  was  appreciated  by 
the  exhibitors,  while  the  scientific  exhibits  were 
conveniently  placed  in  adjacent  rooms. 

All  physicians  appreciate  the  importance  of  eco- 
nomic problems  which  demand  much  attention  and 
consideration.  To  meet  these  and  other  problems 
adequately  the  House  of  Delegates  had  a day  ses- 
sion before  the  formal  meeting.  In  addition,  the 
delegates  and  all  members  were  invited  to  each 
day’s  breakfast,  where  business  of  the  House  was 
continued  until  the  hour  for  the  scientific  session. 
There  is  a pleasant  social  feature  of  these  break- 
fasts which  would  make  them  worthwhile,  even  if 
they  did  not  also  combine  sessions  of  the  House  of 
Delegates. 

The  Women’s  Auxiliary  had  an  individuality  by 
reason  of  holding  its  meetings  at  The  Ocean  House, 


where  a program  of  two  days  was  scheduled  entirely 
separate  from  the  meetings  and  associations  with 
the  medical  society.  Their  luncheons  and  evening 
dinner  proceedings  and  social  affairs  were  reported 
as  delightful  and  satisfactory. 

The  popularity  and  importance  of  these  state 
meetings  were  demonstrated  by  the  attendance  and 
interest  exhibited  in  the  respective  features  of  each. 
There  is  no  question  that  the  preservation  of  the 
welfare  of  the  medical  profession  of  our  states  de- 
pends upon  the  solidarity  of  their  members,  and 
their  unanimity  in  promoting  the  enterprises  which 
are  introduced  and  fostered  by  each  organization. 
Not  only  does  the  responsibility  for  their  accom- 
plishments rest  with  the  respective  Houses  of  Dele- 
gates, but  there  is  a necessity  of  constant  attention 
and  work  to  be  accomplished  during  the  year  by 
Boards  of  Trustees  or  Councils  of  the  different  or- 
ganizations. The  proceedings  of  each  state  associa- 
tion will  be  published  in  the  fall  issues  of  this  jour- 
nal in  the  order  in  which  they  were  scheduled. 


OUR  RESPONSIBILITY  IN  DESTRUCTION 
OF  CHINA 

Much  has  been  published  in  magazines  and  the 
daily  press  descriptive  of  the  merciless,  barbarous 
invasion  of  China  by  the  Japanese  army.  Within 
recent  weeks,  strikingly  vivid  personal  descriptions 
of  the  decimation  of  the  Chinese  have  been  present- 
ed to  medical  and  lay  audiences  in  the  Northwest 
by  Dr.  W.  H.  Judd  who  has  lived  many  years  in 
China  as  a medical  missionary  and  has  had  per- 
sonal experiences  in  observing  this  Japanese  holo- 
caust. He  was  in  Hankow  during  the  first  aerial 
bombardment  of  that  city,  when  Japanese  planes 
deliberately  bombed  and  murdered  peaceful  citizens 
in  the  center  of  the  city,  avoiding  Chinese  arma- 
ments and  defenses  which  were  anticipating  their 
attacks.  This  slaughter  of  innocent  men,  women 
and  children  has  been  unequaled  and  unknown  in 
modern  civilization. 

The  purpose  of  Dr.  Judd  is  to  impress  upon  the 
people  of  this  country  the  horrors  of  this  invasion 
and  the  planned  destruction  of  the  age-old  Chinese 
culture,  which  is  being  deliberately  executed  by  the 
Japanese  army,  made  possible  only  by  their 
superior  armament  and  munitions  obtained  from 
the  United  States.  The  world  was  amazed  and  ter- 
ribly shocked  by  premeditated  inhumanities  in 
Nanking  and  wholesale  raping  of  women.  Dr.  Judd 
states  this  is  a deliberate,  planned  procedure  in  an 
attempt  to  destroy  the  Chinese  family  which  is  the 
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basis  of  the  nation’s  culture.  This  atrocity  is  syste- 
matically conducted  in  all  cities  and  villages  at- 
tacked by  the  Japanese  army.  Another  means  of 
destroying  Chinese  cultural  life  is  annihilation  of 
their  schools  and  colleges.  Before  Japan  annexed 
Manchuria  it  possessed  a hundred  modern  insti- 
tutions of  learning.  Now  not  one  exists.  Destruc- 
tion of  schools  and  colleges  proceeds  with  the  ad- 
vance of  the  Japanese  army.  One  Japanese  official 
stated  to  Dr.  Judd  that  they  could  not  comprehend 
the  British  and  American  systems  of  establishing 
educational  institutions  in  conquered  countries  like 
India  and  the  Philippines.  Their  purpose  is  to  abol- 
ish education  so  that  subject  people  can  be  kept 
under  control;  in  other  words,  in  conditions  of 
slavery. 

In  eloquent  and  impassioned  terms  Dr.  Judd  em- 
phasized the  responsibility  of  the  United  States  in 
helping  to  perpetuate  this  decimation  of  the  Chi- 
nese nation.  Now  that  military  supplies  are  not 
available  from  European  nations  at  war,  the  United 
States  is  practically  the  sole  source  for  Japanese 
supply  of  materials  for  military  maintenance.  It  is 
universally  known  that  the  sympathies  of  the  peo- 
ple of  this  country  are  for  the  Chinese.  Rarely  does 
one  hear  a word  in  favor  of  the  Japanese  conquer- 
ing this  nation.  The  greatest  potential  market  for 
the  United  States  is  in  undeveloped,  populous 
China.  Once  let  Japan  subdue  this  nation  and  hold 
them  in  subjection,  the  doors  will  be  closed  to 
United  States  commerce.  How  absurd  it  seems  for 
the  munition  manufacturers  of  this  country  to  sup- 
ply Japan  with  needed  war  materials  which,  it  is 
not  difficult  to  imagine,  might  in  time  be  directed 
against  ourselves. 

The  ordinary  layman  cannot  presume  to  indicate 
the  manner  in  which  our  government  could  prevent 
the  shipping  of  such  supplies  to  belligerent  Japan 
without  arousing  serious  complications.  Such  pro- 
cedures devolve  upon  our  national  legislators,  and 
it  seems  as  if  some  measures  might  be  adopted  to 
check  the  assistance  which  this  nation  is  constant- 
ly extending  toward  Japan  in  this  frightful  destruc- 
tion of  the  Chinese  nation.  The  individual  has  the 
privilege  and  opportunity  of  expressing  his  opinion 
on  this  matter  to  his  senators  and  congressmen,  and 
if  such  action  were  taken  in  sufficient  unanimity,  it 
would  not  be  unreasonable  to  anticipate  possible 
action. 
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PELVIC  ENDOMETRIOSIS* 

George  H.  Gardner,  M.D. 

CHICAGO,  ILL. 

Pelvic  endometriosis  is  an  intensely  interesting 
problem  for  those  of  us  who  are  chiefly  concerned 
with  diseases  of  women  and,  since  it  is  a patho- 
logic entity  of  comparatively  recent  recognition, 
some  may  not  be  conversant  with  many  of  its  prac- 
tical clinical  phases.  Furthermore,  pelvic  endome- 
triosis is  encountered  frequently  nowadays;  many 
more  cases  are  being  recognized  now  than  ten  years 
ago,  and  I believe  we  see  more  and  more  women 
each  year  with  this  type  of  pelvic  pathology. 

The  term  pelvic  endometriosis  embraces  a variety 
of  benign  adenomatous  lesions  encountered  in  the 
female  pelvis.  They  are  composed  of  misplaced  or 
heterotopic  islands  of  endometrium  which  respond 
to  ovarian  stimulation  and  menstruate,  just  as  long 
as  the  ovaries  continue  to  function.  In  consequence, 
they  give  rise  to  symptoms  and  lesions  which  are 
of  the  utmost  importance  to  the  gynecologist. 

Endometriomatous  lesions,  wherever  found,  have 
the  histologic  and  functional  characteristics  of  uter- 
ine endometrium.  Such  misplaced  uterine  mucosa  is 
found  in  the  ovaries,  either  as  tiny  blueish  cysts  or 
as  puckered  reddish-blue  depressed  scars,  or,  pro- 
gressing farther,  as  adherent  cysts  filled  with  thick 
syrupy  chocolate-colored  fluid,  known  as  “choco- 
late cysts  of  the  ovary.”  The  escape  of  chocolate- 
colored  fluid  from  a densely  adherent  ovarian  cyst 
may  be  the  first  indication,  at  operation  that  one 
is  dealing  with  a case  of  pelvic  endometriosis. 

The  lesions  also  occur  on  the  tubes  and  on  the 
uterus  and  on  the  pelvic  peritoneum,  especially  in 
the  cul-de-sac  of  Douglas;  they  also  occur  on  the 
uterosacral  ligaments  and  in  the  rectovaginal  sep- 
tum, where  puckering  and  scarring  lead  to  firm 
fibrous  unyielding  adhesions  and  produce  nodules 
which,  when  felt  on  rectovaginal  examination,  prac- 
tically clinch  a diagnosis  of  endometriosis.  Endo- 
metrial implants  are  also  found  on  the  appendix, 
on  loops  of  small  bowel,  on  the  sigmoid  and  on  the 
rectum;  the  involved  structures  become  more  and 
more  scarred,  thickened  and  adherent  as  they  are 
repeatedly  seeded  with  new  crops  of  implants. 

The  disease  process  in  the  pelvis  may  vary  from 
the  chance  finding  of  a tiny  blue-domed  vesicle  on 
an  ovary  to  a complete  involvement  of  all  pelvic 
organs  and  loops  of  bowel  in  a tangled  mass  held 
together  by  extremely  firm  adhesions.  Low-grade 

*Read  at  Twenty  - third  Annual  Graduate  Medical 
Course,  University  of  Washington,  Seattle,  Wash.,  July 
17-21,  1939. 
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bowel  obstruction  is  a not  uncommon  sequel  and  I 
have  seen  hydronephrosis  from  periureteral  infiltra- 
tion. The  pelvis,  as  one  first  views  it  at  operation, 
often  presents  a brownish  mottled  appearance  due 
to  tiny  encapsulated  accumulations  of  old  blood, 
suggesting  that  it  had  been  splattered  with  “grass- 
hopper juice.” 

The  final  diagnosis  of  pelvic  endometriosis  is 
based  on  a few  definite  microscopic  findings:  first, 
the  tissue  in  question  must  contain  tubular  glands 
exactly  like  the  glands  found  in  the  uterine  endo- 
metrium; second,  these  glands  must  be  surrounded 
by  a cellular  stroma  which,  too,  is  like  that  found 
in  the  lining  mucosa  of  the  uterus;  third,  the  lumina 
of  the  glands  or  the  cysts  which  they  form,  are  filled 
with  blood,  and  surrounding  tissues  are  frequently 
infiltrated  by  wandering  cells  laden  with  granules 
of  old  blood  pigment. 

Bearing  in  mind  these  criteria  for  a diagnosis,  it 
is  easy  to  understand  why  misplaced  bits  of  endo- 
metrium are  considered  miniature  uteri;  they  actu- 
ally menstruate  at  each  catamenia. 

Despite  the  distinctive  gross  appearance  of  the 
lesions  and  the  definite  criteria  for  microscopic  con- 
firmation, the  pathologist  frequently  fails  to  con- 
firm the  operating  room  diagnosis  of  endometriosis. 
This  discrepancy  may  arise  because  many  of  the 
lesions  can  not  be  removed  or  because  the  tissues 
sent  to  the  laboratory  are  so  distorted  and  tom 
that  they  lose  their  characteristic  gross  appearance. 
Then,  too,  it  is  often  difficult  to  find  both  glands 
and  stroma  in  some  sections  of  grossly  typical 
lesions;  perseverance  and  cutting  of  more  sections 
from  different  levels  will  almost  invariably  yield 
the  necessary  requirements  for  a pathologist’s  con- 
firmation. 

Pelvic  endometriosis  is  found  in  women  of  the 
child-bearing  age,  i.  e.,  when  the  ovaries  are  most 
active.  It  occurs  more  commonly  in  white  than  in 
colored  women  and  more  frequently  in  barren  spin- 
sters or  women  who  have  not  recently  been  preg- 
nant than  in  those  who  are  extremely  fertile.  Uter- 
ine fibroids  are  frequent  companions  and  almost  in- 
variably there  is  retrodisplacement  of  the  uterus  or 
some  local  obstruction  to  free  drainage  of  menstrual 
blood  through  the  cervix.  The  fallopian  tubes  are 
patent. 

Sampson  is  the  originator  of  the  generally  ac- 
cepted implantation  theory  to  explain  the  develop- 
ment and  spread  of  these  lesions.  Women  with  ret- 
rodisplacement of  the  uterus  may  have  retrograde 
menstruation,  i.  e.,  some  of  the  menstrual  flow  may 
trickle  through  the  tubes  into  the  pelvic  cavity. 
Menstrual  blood  contains  bits  of  cast-off  endo- 


metrium and  some  of  these  fragments  are  com- 
posed of  viable  cells.  The  fragments  which  escape 
through  the  tubes  may  fall  on  fertile  soil,  become 
implanted  and  grow;  usually  they  first  develop  on 
an  ovary.  They  encyst  themselves,  thrive  under 
ovarian  stimulation  and  menstruate;  since  there  is 
no  portal  of  escape  for  the  menstrual  flow  of  these 
miniature  uteri,  a blood-filled  cyst  develops.  In  the 
course  of  time  with  recurring  menstruation  into  the 
cyst,  there  may  be  overdistention;  the  cyst  may 
rupture;  its  contents  are  spilled  and  adjacent  struc- 
tures are  seeded  with  fragments  of  endometrium 
from  the  ruptured  cyst,  which  repeat  the  cycle  just 
described.  Menstrual  blood  is  irritating  and  in  con- 
sequence dense  scar  tissue  forms  and  puckering 
follows. 

In  my  estimation,  Sampson’s  theory  of  retrograde 
menstruation  and  implantation  explains  practically 
every  case  of  pelvic  endometriosis.  I subscribe  to  it 
heartily.  The  almost  invariable  association  of  some 
lesion  which  interferes  with  the  natural  escape  of 
menstrual  blood  through  the  cervix  is  striking.  Such 
conditions  as  cervical  obstructions,  fibroids  and  ret- 
rodisplacements  unquestionably  are  conducive  to 
retrograde  menstruation  through  the  tubes. 

Often  endometriosis  is  first  recognized  when  a 
search  is  being  made  for  a woman’s  failure  to  con- 
ceive. The  incidence  of  sterility  is  quite  high.  It  is 
variously  estimated  that  from  20  to  75  per  cent  if 
these  patients  are  sterile;  my  own  experience  is  that 
almost  90  per  cent  can  not  conceive. 

Most  endometriosis  patients  have  pelvic  distress. 
This  varies  from  a slight  discomfort  to  severe,  al- 
most unbearable  pain.  It  may  persist  throughout 
the  month  but  it  is  always  most  marked  before  and 
during  the  menses;  with  rectovaginal  involvement 
there  is  also  rectal  pain  or  rectal  aching  during  the 
menstrual  periods.  Acquired  dysmenorrhea,  particu- 
larly if  there  is  also  referred  pain  to  the  rectum,  is 
highly  suggestive  of  pelvic  endometriosis. 

Often  there  is  a prolongation  of  menstrual 
periods  with  more  profuse  flow.  This  may  be  due  in 
part  to  an  associated  lesion,  such  as  uterine  fibroids, 
or  it  may  be  entirely  a functional  disturbance,  de- 
pendent on  the  presence  of  endometriomatous 
lesions  in  and  about  the  ovaries. 

The  clinical  history  is  most  helpful,  in  fact  often 
vital,  in  making  a diagnosis  of  misplaced  endome- 
trial tissue  in  the  female  pelvis. 

In  a patient  who  is  sterile,  with  a history  of  ac- 
quired dysmenorrhea  and  pelvic  findings  of  an  ad- 
herent ovary  or  ovaries,  an  adherent  small  ovarian 
cyst  or  cysts,  a tender  nodule  or  nodulations  back 
of  the  cervix  (best  felt  on  rectovaginal  palpation) 
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and  an  adherent  retrodis placed  uterus,  one  must 
concede  that  pelvic  endometriosis  is  the  most  likely 
diagnosis.  Such  a deduction  presupposes  that  gono- 
coccal and  postabortive  inflammation  can  be  ex- 
cluded as  a probable  cause. 

Some  instances  of  pelvic  endometriosis  encoun- 
tered today  are  of  a lesser  degree;  they  are  of  little 
practical  clinical  importance  and  can  not  be  diag- 
nosed before  operation.  However,  it  is  possible  to 
make  an  almost  certain  preoperative  diagnosis  in 
most  of  the  well  developed  cases.  It  is  extremely 
important  that  the  diagnosis  be  made  clinically  so 
that  the  situation  can  be  discussed  in  detail  with 
the  patient;  her  desires  may  be  the  most  important 
single  factor  in  determining  when  treatment  shall 
be  instituted  and  how  extensive  it  shall  be. 

When  considering  the  best  treatment  of  pelvic 
endometriosis,  it  is  of  paramount  importance  to  re- 
member (1)  that  the  lesions  are  benign  yet  they 
have  semimalignant  characteristics  since  they  in- 
vade, and  (2)  these  lesions  are  entirely  dependent 
on  ovarian  activity  for  their  continued  growth  and 
development.  Removal  of  the  ovaries,  either  by 
radiation  therapy  or  by  surgical  ablation,  means 
cessation  of  growth  of  the  lesions  and  spontaneous 
regression  of  the  gland  elements;  however,  the  scars 
and  fibrous  tissue  persist.  Partial  removal  of  an  en- 
dometrial process  and  leaving  some  ovarian  tissue 
intact  and  active  means  continued  growth  of  the 
remaining  tumors;  at  a later  date  they  may  require 
further  treatment.  On  the  other  hand,  simply  mak- 
ing a diagnosis  of  pelvic  endometriosis  must  not  be 
considered  an  indication  for  the  routine  removal  of 
both  ovaries. 

Since  endometriosis  is  a disease  of  comparatively 
young  women,  it  is  highly  desirable  that  ovarian 
tissue  be  conserved  whenever  possible.  The  surgeon 
who  at  the  operating  table  encounters  an  exten- 
sive, previously  undiagnosed  pelvic  endometriosis 
finds  himself  in  a dilemma;  he  is  really  standing 
between  the  devil  and  the  deep  blue  sea,  where 
he  may  be  damned  as  a butcher,  if  he  removes  the 
ovaries  and  induces  a premature  menopause,  or  be 
damned  for  his  lack  of  courage,  if  he  conserves 
ovarian  tissue  when  he  can  not  remove  all  of  the 
endometriosis,  thus  possibly  not  relieving  the  pa- 
tient of  her  symptoms  and  making  another  opera- 
tion a probability.  I am  constantly  impressed,  how- 
ever, that  in  less  extensive  cases  one  should  make 
every  effort  to  conserve  organs;  conservative  sur- 
gery usually  makes  for  happier,  more  grateful  pa- 
tients. One  must  be  governed  in  his  choice  of  treat- 
ment by  the  age  of  the  patient,  her  social  status, 
her  desire  for  children  as  well  as  by  the  extent  of 


the  lesions  and  the  amount  of  discomfort  which 
they  are  causing  her. 

The  surgeon  rarely  is  justified  in  removing  the 
uterus,  tubes  and  ovaries,  simply  because  small  im- 
plants are  found  scattered  over  the  pelvic  viscera. 
Sometimes  the  majority  of  the  lesions  or  the  larger 
symptom-producing  ones,  can  be  removed  and  an 
essentially  healthy  uterus,  along  with  a tube  and 
an  ovary,  or  a part  of  an  ovary  can  be  saved.  Such 
conservation  of  tissues  means  a great  deal  to  the 
patient,  she  menstruates,  she  has  a chance  of  be- 
coming pregnant  and  she  is  saved  from  the  miseries 
of  a prematurely  induced  menopause. 

Ordinarily  I can  not  countenance  the  prevalent 
custom  of  resecting  cysts  from  an  ovary,  but  in  the 
treatment  of  endometriosis  it  is  often  necessary  to 
remove  a third  or  even  half  an  ovary  in  order  to 
preserve  some  ovarian  tissue.  The  majority  of 
young  women  willingly  run  the  risk  of  having  to 
submit  to  a second  laparotomy,  if  they  can  be  given 
a chance  to  conceive,  and  are  allowed  to  retain  the 
vim  and  vigor  of  youth  for  a few  more  years.  In 
my  experience,  and  others  agree,  surprisingly  few 
of  these  less  severe  cases  have  had  to  be  reoperated 
upon.  The  disease  often  does  not  progress  again  to 
a stage  where  the  patient  has  symptoms.  Unfor- 
tunately, many  women  do  not  present  themselves 
until  the  lesions  are  so  advanced  and  so  extensive 
that  removal  of  all  the  genitalia  is  not  only  un- 
avoidable but  is  absolutely  necessary. 

The  helpfulness  of  radiation  therapy  in  the  treat- 
ment of  pelvic  endometriosis  has  not  yet  been  cata- 
logued with  certainty.  Theoretically  it  is  indicated, 
if  the  patient  is  near  the  menopause,  and  to  be  ef- 
fective it  must  be  given  in  a sterilizing  dose.  Al- 
though radiation  therapy  inhibits  ovarian  function, 
it  also  tends  to  induce  an  inflammation  and  conse- 
quently may  increase  the  local  fibrous  tissue  reac- 
tion about  the  endometriomatous  lesions.  If  there 
is  a reasonable  chance  for  conservative  surgery, 
operation  is  preferable  to  radiation.  Operation  is 
also  preferable,  if  there  is  much  question  about  the 
clinical  diagnosis,  i.  e.,  when  cancer,  tuberculosis 
or  residues  of  a previous  pelvic  infection  can  not  be 
ruled  out  with  reasonable  certainty. 

Without  treatment,  the  advanced  extensive  cases 
lead  a wretched  existence.  Bowel  involvement  often 
leads  to  intestinal  obstruction.  Furthermore,  one 
can  not  overlook  the  fact  that  misplaced  endome- 
trium in  the  pelvis  is  subject  to  the  same  possibili- 
ties of  malignant  change  as  are  encountered  in  the 
body  of  the  uterus.  Such  an  etiology  may  well  ex- 
plain some  adnexal  adenocarcinomas  which  pre- 
viously have  defied  classification. 
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So  much,  then,  for  the  pathology,  symptomatol- 
ogy, diagnosis  and  treatment  of  this  condition.  But 
the  story  is  not  yet  complete  because  there  are  ways 
and  means  of  preventing  the  development  or  of 
aborting  the  progress  of  pelvic  endometriosis.  For 
example,  Rubin  tests,  to  determine  the  patency  of 
the  fallopian  tubes,  should  be  performed  shortly 
after  the  conclusion  of  a menstrual  period.  If 
tubal  insufflations  are  made  just  before  menstrua- 
tion begins,  or  immediately  following  a curettage, 
bits  of  endometrium  may  be  blown  through  the 
tubes  and  into  the  pelvis. 

Other  cases  may  be  induced  by  the  unwarranted, 
but  almost  universal  practice  of  routinely  packing 
the  vagina  whenever  any  operation  is  performed  by 
the  vaginal  route,  whether  it  be  a curettage,  a plas- 
tic on  the  cervix,  a repair  of  a cystocele  or  a per- 
ineorrhaphy. Such  a pack  may  plug  the  cervix,  pre- 
vent natural  drainage,  lead  to  back-pressure  and 
in  consequence  blood  and  endometrial  fragments 
may  be  forced  through  the  tubes  into  the  pelvis. 

Furthermore,  we  have  all  been  negligent  by  fail- 
ing to  recognize  the  frequency  and  significance  of 
strictures  of  the  uterine  cervix.  These  obstructions 
must  be  relieved  whether  they  be  polyps,  polypoid 
fibroids  or  cicatricial  scars  such  as  occur  either 
after  cervical  infections,  after  the  use  of  the  cautery 
or  following  amputations  of  the  cervix.  There  is 
always  great  likelihood  of  pelvic  endometriosis  as 
an  aftermath  of  an  unrecognized  or  neglected  cer- 
vical stricture;  retention  of  menstrual  flow  is  in- 
evitable with  an  obstructed  cervix  and  retrograde 
menstruation  through  the  fallopian  tubes  is  to  be 
expected. 

It  has  been  only  a few  years  since  the  operative 
correction  of  a retrodisplaced  uterus  was  considered 
extremely  poor  judgment  and  surgeons  who  tended 
to  advise  such  operations  were  accused  of  being 
money-mad  meddlers.  Today  most  of  us  are  certain 
that  retrodisplacements  frequently  cause  symptoms 
and  many  of  them  should  be  corrected  surgically. 
Possibly  the  profession  is  partly  responsible  for  the 
increased  incidence  of  endometriosis  because  we 
have  failed  to  advise  correction  of  uterine  dis- 
placements more  frequently. 

Finally,  I am  convinced  that  the  most  import- 
ant factors  in  reducing  the  incidence  of  pelvic  en- 
dometriosis would  be  to  have  all  uteri  in  an  up- 
right position,  with  the  cervix  unobstructed,  so 
that  there  would  be  free  drainage  of  menstrual 
blood  into  the  vagina,  and  no  opportunity  for 
retrograde  menstruation  through  the  fallopian 
tubes  into  the  pelvic  cavity. 
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Most  of  our  institutions,  whether  private  or 
state,  are  homes  as  well  as  hospitals.  Particularly 
is  this  true  of  our  mental  institutions.  A large  num- 
ber of  the  patients  are  in  good  physical  health  and 
require  little  special  medication.  Some  have  been 
admitted  in  young  adult  life  years  ago  as  acute 
cases  and  have  passed  through  the  active  stages  of 
their  psychoses,  but  are  left  with  some  degree  of 
dementia  which  necessitates  their  continued  super- 
vision. Because  of  their  physical  health,  it  is  not 
unusual  for  such  patients  to  remain  in  the  institu- 
tion thirty,  forty  or  even  fifty  years.  Proper  cus- 
todial care  is  all  that  can  be  done  and  for  them 
the  institution  is  merely  a home.  By  reason  of  the 
disability  produced  and  the  comparatively  low 
direct  mortality  rate,  the  care  of  these  patients 
assumes  a most  important  place  among  our  nation- 
al health  problems.  In  the  United  States  over 
$90,000,000  a year  are  spent  for  the  medical  care 
of  the  schizophrenic  patients,  not  to  mention  other 
mental  types. 

On  the  other  hand,  we  are  constantly  receiving 
individuals  who  are  critically  ill,  physically  as  well 
as  mentally,  who  require  intensive  treatment  and 
modern  hospital  care.  The  care  of  the  mentally 
sick  should  not  be  restricted  to  hydrotherapy,  oc- 
cupational therapy  and  supervision.  Fatalistic  resig- 
nation towards  the  patients’  problems  paralyzes 
the  interest  and  spirit  of  physicians  and  creates  an 
unhealthy  routine  atmosphere  in  the  hospital. 

Schizophrenia  (d.p.  group)  furnishes  the  great 
bulk  of  continued  treatment  patients  in  mental 
hospitals.  Schizophrenics  make  up  22  per  cent  of 
the  first  admissions  but  constitute  60-70  per  cent 
of  those  having  hospital  residence  in  the  usual  state 
hospital.  Without  a clear  cut  determination  of  what 
causes  this  condition,  treatment  must  be  empirical 
and  supportive.  Psychotherapy,  occupational  ther- 
apy, physiotherapy,  environmental  changes  and 
similar  methods  have  been  used  without  outstand- 
ing success.  The  number  discharged  as  improved 
may  run  fairly  high,  but  the  number  in  the  read- 
mission column  is  approximately  the  same,  with 
the  number  discharged  as  recovered  usually  exactly 
zero. 

In  view  of  this  situation,  any  treatment  which 

♦Read  before  a meeting  of  Alameda  County  Medical 
Society,  Oakland,  Calif.,  Feb.  20,  1939. 
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sends  26  per  cent  of  an  unselected  schizophrenic 
group  out  of  the  hospital,  apparently  very  much 
improved  and  able  to  adjust  in  the  community,  is 
well  worth  whatever  it  may  cost  in  comparison 
with  the  long  continued  burden  of  support  which 
is  the  probable  alternative. 

In  recent  years,  schizophrenia  has  been  enriched 
by  an  increasing  understanding  of  its  symptoms 
and  etiology.  More  recent  advances  in  psycho- 
therapy, environmental  reeducation  and  phar- 
macologic treatment  methods  have  energized  the 
whole  problem  of  the  treatment  of  schizophrenic 
disorders.  A therapeutic  renaissance  rather  success- 
fully attempts  to  strike  directly  at  certain  chemical 
factors  which  may  be  causal  of  schizophrenia,  or 
which  may  provide  conditions  under  which  the 
psychoses  become  chronic.  We  are  reaping  new 
interest  and  better  results  with  our  new  armamen- 
tarium. 

Many  therapies  are  now  being  recognized  for 
schizophrenia.  We  have  used  hypoglycemic  insulin 
shocks  and  convulsive  therapy  with  metrazol  long 
enough  to  permit  deductions  and  recommendations. 
I have  had  no  personal  experience  with  sulphur, 
so  successfully  employed  (by  Knud  Schroeder)  in 
Copenhagen.  Neither  have  I attempted  artificial 
fever  therapies  nor  injections  of  filtered  sterile 
urine  from  pregnant  women.  Russian  universities 
report  good  results  with  the  latter.  I hope  soon  to 
receive  from  Germany  some  triazol  156,  which  is 
similar  in  action  to  metrazol  but  which  lessens  the 
unpleasantness  of  the  treatment  to  the  patient  as 
well  as  having  other  advantages,  such  as  (1)  smal- 
ler dosage  (2)  elimination  of  venous  sclerosis  and 
(3)  modifications  of  treatment.  Another  convulsant 
drug,  camphor-tetrazol,  is  being  studied  with  the 
purpose  of  proving  a worthy  member  of  this  select 
group  of  shock  producers. 

At  present  among  the  newer  forms  of  therapy 
in  use  in  schizophrenia,  insulin  shock  therapy  and 
treatment  with  metrazol  rank  first  in  importance. 

Essentially  the  insulin  treatment  consists  of  the 
production  of  consecutive  daily  hypoglycemic 
shocks.  This  is  accomplished  with  graded  doses  of 
insulin  until  the  shock  dose  is  reached.  The  insulin 
usually  produces  somnolence  and  coma  accom- 
panied by  profuse  perspiration,  giving  a clinical 
picture  formally  alarming.  The  most  important 
single  detail  is  the  choice  of  an  optimum  time  for 
terminating  each  individual  shock.  The  immediate 
period  following  the  interruption  is  the  time  of 
mental  clarity  and  alertness.  This  period  of  lucidity 
increases  as  treatment  proceeds.  Late  in  the  treat- 


ment in  those  patients  who  are  improved,  the 
psychotic  symptoms  are  removed  and  the  normal 
personality  can  again  achieve  complete  dominance. 

In  insulin  we  have  a drug  by  means  of  which  we 
can  alter  the  clinical  picture  of  schizophrenia.  The 
drug  is  not  specific  but  affects  the  patient  in  such 
a way  as  to  make  him  more  accessible  and  hence 
responsive  to  other  forms  of  treatment,  such  as 
occupational  therapy  and  psychotherapy.  These  are 
very  necessary.  The  fully  recovered  insulin  patient 
appears  to  be  more  relaxed  and  free  and  craves  con- 
tact with  reality  much  more  than  a spontaneously 
recovered  schizophrenic.  I am  firmly  convinced  that 
we  do  more  with  insulin  for  schizophrenia  than  is 
possible  without  it. 

METRAZOL 

Ladislaus  von  Meduna  of  the  Royal  Hungarian 
Hospital  in  Budapest  was  the  first  to  utilize  metra- 
zol for  the  treatment  of  schizophrenia.  In  July, 
1935,  he  reported  the  results  of  his  experiments 
with  convulsive  agents.  Metrazol,  or  cardiazol,  is  a 
synthetic  drug  originally  produced  for  use  as  a cir- 
culatory and  respiratory  stimulant.  It  is  somewhat 
similar  to  coramine  in  action.  Metrazol  and  insulin 
in  moderate  doses  prevent  shock,  collapse  and 
coma.  Strangely,  though,  in  larger  doses  they  pro- 
duce what  they  were  originally  intended  to  prevent. 

The  treatment  consists  of  giving  the  patient  a 
convulsive  dose  intravenously  of  10  per  cent  aque- 
ous metrazol  solution  two  or  three  times  weekly. 
Usually  an  immediate,  typical  epileptiform  convul- 
sion ensues,  lasting  about  sixty  seconds.  The  initial 
dose  is  usually  4 cc.,  and  the  subsequent  doses  are 
increased  by  y2  or  1 cc.,  if  a grand  mal  type  of 
reaction  does  not  result  from  the  previous  injection. 
The  medication  is  injected  as  rapidly  as  possible 
each  time.  The  treatments  are  usually  given  in  the 
morning  to  the  fasting  patient.  Proper  care  must  be 
taken  lest  the  patient  lacerate  his  tongue  or  lips 
during  the  convulsion.  A minimum  of  twenty  grand 
mal  convulsions  should  be  tried  before  the  treat- 
ment is  abandoned  as  a failure.  In  favorably  re- 
sponding patients,  three  or  four  convulsions  are  pro- 
duced beyond  the  point  where  the  patient  has  at- 
tained a remission.  Sedatives  are  taboo  and  alkalin- 
ization  in  order  during  the  course  of  therapy. 

COMBINED  THERAPY 

In  this  method,  after  the  insulin  coma  dose  is  de- 
termined, metrazol  is  given  about  two  hours  after 
the  insulin  injection.  The  maximum  tendency  to  fits 
may  be  observed  about  this  time.  The  hypoglycemia 
lowers  the  dose  of  metrazol  and  lessens  the  un- 
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pleasantness,  because  the  convulsion  is  induced 
while  the  patient  is  unconscious. 

CAMPHOR-METRAZOL 

(Friedman’s  Modification) 

By  this  treatment  a deliriform,  confused  state, 
punctuated  by  convulsions,  is  induced,  resulting  in 
favorable  cases  in  a “social”  remission,  if  not  total 
recovery.  It  is  indicated  in  chronic  cases. 

Shock  therapy  is  indicated  in  every  case  of  de- 
mentia praecox,  according  to  Kraeplin’s  classical 
description.  It  is  especially  helpful  in  delusions  and 
hallucinations  symptom  groups,  and  various  cata- 
tonic phenomena.  We  hardly  hope  to  correct  long- 
standing personality  defects  in  every  case,  although 
many  have  shown  some  improvement  in  this  re- 
spect. Our  chief  hopes  are  the  elimination  of  in- 
capacitating symptoms,  making  hospitalization  un- 
necessary for  years  to  come,  and  it  should  return 
most  of  these  cases  home  and  to  gainful  work. 

Shock  therapy  was  at  first  restricted  to  schizo- 
phrenia, but  a larger  percentage  of  recoveries  occur- 
red in  patients  suffering  from  manic-depressive  psy- 
choses than  from  schizophrenia.  Metrazol  is  particu- 
larly effective  in  depressions  which  have  reached 
a more  or  less  stationary  stage,  with  little  progress 
toward  recovery.  Several  such  patients  have  shown 
an  immediate  and  really  marvelous  emotional 
change  for  the  better  after  a very  few  shocks. 

Shock  therapy  is  not  without  danger.  Constant 
supervision  by  a well-trained  staff  in  an  “insulin 
department”  of  a hospital  is  necessary.  Emergencies 
must  be  met  intelligently.  A careful  physical  exam- 
ination, supplemented  by  basal  metabolic  rate, 
roentgenograms  of  chest  and  electrocardiogram  is 
the  prerequisite.  In  addition,  a glucose  tolerance 
test  is  a routine  preliminary  in  insulin  cases.  Ad- 
vanced age,  cardiovascular,  pulmonary  or  meta- 
bolic diseases  are  contraindicated.  There  is  1 per 
cent  mortality. 

The  treatment  is  dangerous,  but  so  is  gastric  re- 
section for  removal  of  carcinoma.  Deaths  may 
occur,  as  deaths  may  happen  after  any  medical 
treatment.  Shock  therapy  is  safer  than  any  form  of 
operation  designated  as  major  by  the  surgeons. 

RESULTS 

It  is  unnecessary  to  review  all  the  results  re- 
ported. When  cases  are  properly  selected  and  the 
treatment  procedure  carefully  performed,  the  re- 
sults are  so  far  superior  to  any  previous  method  of 
treatment  (that  has  been  reported  in  the  past), 
that  this  procedure  should  be  tried  on  all  cases  of 


schizophrenia.  No  case  should  be  denied  this  treat- 
ment because  the  clinical  picture  appears  unfavor- 
able in  its  outlook.  The  majority  of  European  and 
American  investigators  report  50  to  80  per  cent 
cures  in  cases  of  not  more  than  six  months  dura- 
tion. 

At  Livermore  Sanitarium,  shock  therapy  was  be- 
gun in  the  spring  of  1937.  I wish  to  report  our  re- 
sults in  fifty-seven  completed  cases,  thirty-one 
treated  with  insulin  and  twenty-six  with  metrazol. 
There  were  twelve  remissions  with  insulin,  twelve 
with  metrazol,  42.5  per  cent  recovery  of  all  cases 
treated  regardless  of  duration. 

Cases  treated  with  a duration  of  one  year  or  less 
resulted:  Of  fourteen  cases  treated  with  insulin, 
eleven  recovered,  or  78.6  per  cent;  of  thirteen  cases 
treated  with  metrazol,  ten  recovered,  or  77.8  per 
cent. 

It  is  important  that  cases  be  treated  during  the 
first  six  months  of  the  disease  if  possible.  There- 
fore, it  is  the  duty  and  obligation  of  the  physician 
engaged  in  general  practice  to  give  careful  thought 
and  attention  to  any  psychiatric  problem  with  which 
he  comes  in  contact.  I still  believe  the  general  prac- 
titioner competent  to  treat  the  majority  of  patients, 
but  at  the  same  time  I would  call  particular  atten- 
tion to  those  types  which  the  general  practitioner 
should  leave  alone.  If  he  suspects  the  patient  has 
early  schizophrenia,  then,  even  though  the  symp- 
toms do  not  of  necessity  demand  hospitalization  at 
the  time,  the  family  and  the  patient  should  be 
urged  to  take  advantage  of  this  treatment  as  soon 
as  possible.  At  such  a time  adequate  treatment 
might  mean  the  difference  between  recovery  and 
progressive  disintegration  of  the  personality. 

An  active  educational  campaign  should  be  car- 
ried on  so  that  early  diagnosis  of  dementia  praecox 
can  be  made  and  the  treatment  instituted  at  the 
earliest  possible  date. 

CONCLUSIONS 

While  we  hesitate  to  apply  this  treatment  to  cer- 
tain types  of  cases,  and  some  men  hesitate  to  use 
it  at  all,  by  thus  hesitating  we  may  be  dooming 
some  people  to  a hopeless,  permanent  living  death. 

Some  physicians  have  expressed  skepticism  about 
its  real  value  and  have  intimated  that  it  is  only  a 
medical  fad  which  will  be  discontinued  after  a 
time. 

The  balance  of  opinion,  however,  is  that  shock 
therapy  is  one  of  the  most  valuable  agents  discov- 
ered in  recent  years  in  the  treatment  of  certain 
types  of  psychoses. 
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MODIFIED  CONVULSIVE  THERAPY  FOR 
INVOLUTIONAL-DEPRESSIVE 
PSYCHOSES* 

A.  W.  Hackfield,  M.D. 

SEATTLE,  WASH. 

AND 

C.  Halvorsen,  M.D. 

Western  State  Hospital 

STEILACOOM,  WASH. 

Metrazol  therapy  represents  an  apparently  speci- 
fic remedy  to  induce  a remission  in  cases  of  involu- 
tional-depressive-stuporous psychoses,  whereas  they 
usually  have  proven  refractory  to  insulin  and  other 
types  of  treatment.  This  group  of  psychoses  consti- 
tutes a major  medical  problem  from  the  point  of 
view  of  suicide  and  hitherto  has  had  a poor  prog- 
nosis. 

This  report  does  not  concern  itself  with  the  ap- 
plication and  general  principles  of  the  Meduna* 1 
convulsive  therapy  in  treatment  of  schizophrenia 
which  has  been  adequately  presented  in  the  litera- 
ture, but  presents  a modified  technic  (massive  dose 
plus  postconvulsive  sedation)  adapted  to  the  in- 
volutional-depressive pyschoses.  This  modification 
was  necessitated  by  the  high  incidence  of  this 
psychosis  in  the  upper  age  brackets  and  as  a meas- 
ure to  prevent  thoracic  vertebral  fractures  and 
other  complications.  The  considerations  leading  to 
this  modification,  together  with  a tentative  inter- 
pretation of  the  mode  of  remission,  is  based  on 
thirty-six  cases  so  treated,  twenty-four  in  private 
(A.  W.  H.)  and  twelve  at  the  state  hospital  (C.H.). 

MODIFIED  TECHNIC 

The  favorable  effect  of  the  Meduna  metrazol 
therapy  on  the  affective  psychoses  has  been  stressed 
by  Briner,2  Bennett,3  Low,4  Menninger5  and  Young 
and  Young.6  Recent  observations  indicate  that  the 
standard  technic  in  its  general  application  produces 
a high  incidence  of  thoracic  vertebral  fractures  and, 
furthermore,  when  applied  to  the  involutional-de- 
pressive psychoses,  also  predisposes  to  subconvul- 
sive  reactions.  These  undesirable  sequellae  represent 

*Read  before  a meeting-  of  Pierce  County  Medical  So- 
ciety, Tacoma,  Wash.,  Feb.  28,  1939. 

1.  Meduna,  L. : Die  Konvulsionstherapie  der  Schizo- 

phrenic. Psychiat.  Neurol.  Wchnschr.,  37:317,  July,  1935. 

2.  Briner,  H. : Ergebnisse  der  Konvulsionstherapie  an 
der  Psychiatrischen  Klinik  in  Bern.  Schweiz.  Arch.  f. 
Neurol.  Psychiat.  (Erganzh.)  39:118-121,  1937. 

3.  Bennett,  A.  E. : Convulsive  (Pentamethylenetetrazol) 
Shock  Therapy  in  Depressive  Psychoses  ; Preliminary  Re- 
port of  Results  Obtained  in  Ten  Cases  Am.  J.  M.  Sci., 
196:420-428.  Sept.,  1938. 

4.  Low,  A.  A.,  Sonenthal,  I.  R.,  Blaurock,  M.  D.,  Kap- 
lan, M.  and  Sherman,  I. : Metrazol  Shock  Treatment  of 
"Functional"  Psychoses.  Arch.  Neurol.  Psychiat.,  39: 
717-736,  April,  1938. 

5.  Menninger.  W.  C. : Results  with  Metrazol  as  Adjunct 
Therapy  in  Schizophrenia  and  Depressions.  Bull.  Men- 
ninger Clin.,  2:129-141,  Sept.,  1938. 

6.  Young,  R.  H.  and  Young,  G.  A. : Treatment  of  Psy- 
choses with  Induced  Hypoglycemia  and  Convulsions.  J A 

M.  A.,  112:496-500,  Feb.  11,  1939. 


a contraindication  from  a clinical  standpoint  and 
predicate  that  a modification  be  developed,  adapt- 
able to  this  type  of  psychosis  and  aiming  to  pre- 
vent these  two  major  complications. 

Preparation  of  patient.  No  preliminary  prepara- 
tion is  necessary  and  the  therapy  may  be  adminis- 
tered at  the  close  of  day,  even  after  the  patient  has 
eaten  previously.  It  promotes  a gain  in  weight  and 
its  relaxing  effect  facilitates  sleep.  Restraints  are 
contraindicated,  if  the  patient  is  placed  on  his  back 
with  the  head  flat  on  the  bed  and  a pillow  under  the 
midthoracic  region,  the  upper  extremities  in  adduc- 
tion, flexion  and  internal  rotation,  the  lower  ex- 
tremities in  full  extension  and  adduction.  Men- 
struation is  no  contraindication,  though  seldom  met 
with  in  this  type  of  patient. 

Dosage.  The  recommended  three  to  five  cc.  are 
inadequate;  the  modified  technic  adheres  to  the  fol- 
lowing principle:  in  cases  with  pronounced  depres- 
sive-stuporous states  the  initial  dose  is  seven  to 
eight  cc.;  in  those  with  marked  apprehensive-agi- 
tated features  ten  to  twelve  cc.  With  this  dosage  the 
subconvulsive  reaction  is  eliminated;  when  encoun- 
tered, a second  administration  with  an  increase  of 
twro  cc.  above  the  initial  dosage  produces  a satis- 
factory convulsion. 

Some  workers  prefer  the  insulin-metrazol  com- 
bination4 but  it  does  not  reduce  the  metrazol  dosage 
adequately  to  elicit  a convulsion  in  the  affectively 
tense  patient  and,  considering  the  extra  effort  with- 
out additional  gain,  this  method  offers  no  advan- 
tage. Immediately  following  the  convulsion  the 
intravenous  administration  of  three  to  four  grains 
of  sodium  amytal  or  a hypodermic  of  one-fourth 
grain  HMC  No.  1 eliminates  the  postconvulsive 
anxiety,  the  uncontrolled  thrashing  during  the  post- 
convulsive  stupor,  the  nausea,  headache  and  muscle 
spasm,  and  effects  a complete  amnesia  for  the  treat- 
ment. 

Reaction  phase.  The  standard  dosage  of  three  to 
five  cc.  frequently  resulted  in  subconvulsive  reac- 
tions which  are  clinically  undesirable  and  may  be 
followed  by  a delayed  convulsion,  whereas  a grand 
mal  seizure  is  final.  This  has  been  referred  to  only 
by  McAdoo.7  Within  one-half  to  two  hours  the 
patient  awakens  from  his  sedation  administered 
following  the  convulsion  and  he  is  given  a hot  bath 
and  an  alcohol  rub.  Throughout  the  treatment  re- 

tln  this  report  of  the  respective  author’s  series,  C.  H. 
employed  the  insulin-metrazol  combination  in  eight 
anxious  type  cases,  the  metrazol-postconvulsive  sedation 
regime  in  the  remainder.  After  devising  the  massive  dose- 
postconvulsive  sedation  technic.  A.  W.  H.  employed  it  in 
eighteen  cases  of  this  series. 

7.  McAdoo,  H.  W. : Metrazol  Convulsive  Phenomena  in 
Dementia  Praecox  (Correspondence).  J.  A.  M.  A.,  110: 
528,  Feb.  12,  1938. 
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gime  psychotherapy  is  utilized  with  appropriate 
emphasis  on  any  apprehensive  features  regarding 
the  treatment. 

Convalescent  state.  The  number  of  convulsions 
(induced  every  other  day)  necessary  to  initiate  a 
remission  vary  with  the  psychopathologic  features 
predominating.  The  pronouncedly  depressive-stu- 
porous cases  may  respond  with  a remission  after 
two  to  three  convulsions,  whereas  cases  with  pre- 
dominantly anxiety  hypochondriacal  symptoms 
with  delusional  elements  require  on  an  average  of 
ten  to  twelve  treatments.  The  delusional,  depres- 
sive and  hypochondriacal  features  resolve  but  the 
anxiety-compulsive  elements  remain  and  must  be 
attacked  with  psychotherapy.  If  in  this  type  of  pa- 
tient the  remission  is  not  satisfactory,  a one  week 
rest  period,  followed  by  another  course,  proves  more 
satisfactory  than  a prolonged  series  of  continued 
convulsions. 

FOLLOW-UP  TREATMENT 

After  a remission  has  been  induced  the  patient 
cannot  be  discharged  as  cured.  Convulsive  therapy 
does  not  represent  a cure  because  it  does  not  affect 
basic  personality  traits.  This  unchanged  subjective 
personality  state  may  permit  relapses.  Patients 
amenable  to  analytic  treatment  should  be  subjected 
to  it.  Older  patients  and  others  not  amenable  to 
psychotherapy  should  report  to  the  psychiatrist  or 
the  family  physician  at  monthly  intervals  to  detect 
early  any  evidence  of  relapse.  Should  such  symp- 
toms occur,  they  may  be  controlled  by  the  further 
induction  of  two  or  three  convulsions.  No  patient 
should  be  discharged  from  medical  supervision  fol- 
lowing remission  until  he  has  maintained  his  ad- 
justment for  a period  of  at  least  three  years. 

RESULTS 

Of  the  twenty-four  patients  successfully  treated 
in  private  practice  a remission  was  induced  in  each 
instance  but  relapses  occurred  in  two  cases,  one  suc- 
cessfully controlled  by  further  treatment.  Of  the 
twelve  state  hospital  cases,  75  per  cent  showed 
remissions,  of  whom  one  relapsed;  three  showed 
improvement.  These  figures  bespeak  the  apparent 
specificity  of  the  convulsive  therapy  in  this  type  of 
psychosis  which  is  further  substantiated  by  the  in- 
crease in  the  parole  rate  of  the  involutional  psycho- 
ses, following  the  introduction  in  1938  of  the  metra- 
zol  therapy  at  Western  State  Hospital.  This  was 
more  than  five  times  greater  than  the  average  for 
the  preceding  six  year  period. 

COMPLICATIONS 

Complications  hitherto  encountered  with  the 


convulsive  therapy  were  dislocations  of  the  extremi- 
ties and  the  mandible,  thoracic  vertebral  and  other 
fractures  and  subconvulsive  reactions  resulting  in 
panic  states.  These  panic  states  are  consciously  re- 
called by  the  patient  and  produce  a resistance  to 
further  therapy;  they  may  also  initiate  an  emo- 
tional delirium  (Bell’s  mania)  and  terminate 
fatally. 

Polatin8  and  his  associates  reported  roentgen- 
ographic  evidence  of  vertebral  fractures  without 
subjective  complaints  of  pain.  Bennett  and  Fitz- 
patrick9 and  Hamsa  and  Bennett10  report  similar 
fractures  but  their  cases  complained  of  pain  sub- 
jectively or  upon  percussion  of  the  spinous  proc- 
esses. The  percentage  of  vertebral  fractures  report- 
ed vary  from  43  to  50  per  cent. 

To  check  the  effectivity  of  massive  dose  technic 
we  studied  roentgenographically  all  available  cases 
of  this  series  and  others  treated  with  the  convulsive 
therapy.  One  of  the  authors  (A.  W.  H.)  reviewed 
thirty-two  cases  and  found  two  vertebral  fractures. 
In  both  these  patients  the  standard  technic  was 
used;  both  had  an  initial  subconvulsive  reaction 
and  a stormy  clonic  induction  phase  after  the  sec- 
ond administration.  Subjective  complaints  of  inter- 
scapular pain  occurred  immediately  after  the  first 
treatment.  Since  the  massive  dosage  technic  with 
postconvulsive  sedation  has  been  strictly  adhered  to, 
no  further  fractures  have  occurred.  This  author  en- 
countered no  other  complications. 

The  other  author  (C.H.)  studied  six  cases  roent- 
genographically and  found  no  vertebral  fractures. 
However,  in  his  series  there  is  one  roentgenograph- 
ically not  verified  patient  who  complained  of  inter- 
scapular pain  from  the  onset  and  the  presence  of  a 
fracture  cannot  be  definitely  excluded.  Further- 
more, oniy  50  per  cent  of  his  cases  of  this  series 
were  roentgenographically  checked.  The  incidence 
of  vertebral  fractures  in  thirty-eight  roentgen- 
ographically verified  cases  treated  with  metrazol 
was  5.26  per  cent. 

These  findings  would  suggest  that  either  the  com- 
bined insulin-metrazol  regime  employed  in  eight 
cases  (C.  H.)  or  the  application  of  the  massive  dose 
technic  employed  in  the  majority  of  cases  (A.W.H.) 
constitutes  a prophylactic  measure  to  avoid  thoracic 
compression  fractures. 

8.  Polatin,  P.,  Friedman,  M.  M.,  Meyer,  M.  H.  and 
Horwitz,  W.  A. : Vertebral  Fractures  Produced  by  Met- 
razol-Induced  Convuisions.  J.  A.  M.  A.,  112:1684-1688, 
April  29,  1939. 

9.  Bennett,  B.  T.,  Fitzpatrick,  D.  P. : Fractures  of  the 
Spine  Complicating  Metrazol  Therapy.  J.  A.  M.  A.,  112: 
2240-2244,  June  3,  1939. 

10.  Hamsa,  W.  R.  and  Bennett,  A.  E. : Traumatic  Com- 
plications of  Convulsive  Shock  Therapy.  J.  A.  M.  A.,  112: 
2244-2250,  June  3,  1939. 
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DYNAMICS  OF  MODIFIED  TECHNIC 

The  genuine  epileptic  convulsion  is  characterized 
by  a tonic,  then  a clonic  phase,  whereas  the  usual 
metrazol  induced  convulsion  follows  a cycle  of 
clonic  tonic,  clonic  tonic  phases.  Vertebral  frac- 
tures have  not  been  known  to  occur  in  genuine  epi- 
leptic patients.  Hodskins11  was  unable  to  demon- 
strate evidence  of  vertebral  fractures  in  over  one 
hundred  roentgenographically  studied  epileptic  pa- 
tients. 

The  hypothesis  was  constructed  that  the  compli- 
cations, especially  the  vertebral  fractures,  occur  in 
the  stormy  clonic  induction  phase.  To  prevent  these 
sequellae  it  would  be  necessary  to  initiate  the  met- 
razol induced  convulsion  with  the  tonic  phase.  Ex- 
perimentation with  the  massive  dose  technic  ob- 
tained this  effect  which,  when  coupled  with  meas- 
ures facilitating  hyperextension  of  the  vertebral 
column,  eliminated  these  complications.  The  con- 
tinued application  of  this  massive  dose  technic  per 
se  has  disclosed  no  undesirable  effects;  if  anything, 
the  patient’s  postconvulsive  recovery  is  smoother 
and  shorter  and  the  adjustment  and  mental  state 
of  patients  in  remission  is  similar  to  that  of  earlier 
cases  treated  with  the  standard  technic. 

MODE  OF  REMISSION 

The  specific  action  of  the  drug  cannot  be  consid- 
ered the  therapeutic  factor  for  the  induction  of  a 
remission  in  this  particular  psychosis,  because  oth- 
er chemically  dissimilar  agents  which  induce  a 
convulsion  have  proven  equally  effective.  The 
convulsion  must  be  considered  as  the  responsible 
element  because  effective  remissions  do  not  occur 
with  subconvulsive  reactions.  On  the  basis  of  these 
factual  observations,  supplemented  with  clinical 
and  analytic  data,  the  following  tentative  explan- 
ation is  advanced  as  the  most  likely  interpretation 
of  the  mechanism  of  remission.  The  convulsive 
therapy  effects  a dual  physiologic  response;  a pro- 
cess of  decerebration  (loss  of  consciousness)  and 
abreaction  on  the  motor  level  (expression  of  im- 
pulses through  nonintegrated  muscular  reactions). 
This  abreaction  in  the  sense  of  living  out  represents 
a release  of  pent  up  tension  on  a physiologic  level 
without  invoking  the  process  of  verbalization  (oth- 
erwise utilized  in  psychotherapy). 

Upon  awakening  the  patient  has  a complete 
amnesia  for  these  primitive  reactions,  thus  avoid- 
ing further  development  of  guilt  feelings  and  there 
occurs  a gradual  liberation  of  aggressions  into  con- 
structive channels.  Depending  upon  the  degree  of 

11.  Hodskins,  M.  B.,  Superintendent  Monson  State  Hos- 
pital, Palmer,  Massachusetts.  Personal  communication. 


motor  integration  the  organism  had  obtained  in 
terms  of  previous  adjustments  prior  to  the  suppres- 
sion of  such  outlets  through  objective  precipitating 
factors,  to  that  degree  the  remission  is  more  satis- 
factory. That  explains  why  the  best  results  have 
been  obtained  with  this  treatment  in  the  involu- 
tional-depressive psychoses  as  compared  with 
schizophrenia,  especially  the  simplex  and  hebe- 
phyrenic  type. 

^ J CONCLUSIONS 

1.  A modification  of  the  Meduna  convulsive  ther- 
apy adapted  to  the  involutional-depressive  psy- 
choses has  been  outlined.  Certain  features  inherent 
in  this  group  of  cases,  such  as  age  and  enhanced 
anxiety,  have  necessitated  supplementing  the  met- 
razol therapy  with  sedation  to  attain  the  maximum 
benefit. 

2.  Following  the  adaptation  of  this  modified 
technic,  apprehension  with  regard  to  the  treatment 
has  been  practically  eliminated. 

3.  The  massive  dosage  technic  or  insulin-met- 
razol  combination  reduces  to  eliminate  the  induc- 
tion clonic  phase,  during  which  it  is  believed  occur 
the  subluxations  and  fractures. 

4.  This  modified  technic,  when  supplemented 
with  intensive  psychotherapy,  has  led  to  100  per 
cent  remission  in  private  cases,  75  per  cent  in  state 
hospital  cases. 

5.  An  interpretation  of  the  therapeutic  mechan- 
ism underlying  the  convulsive  therapy  has  been 
suggested.  Psychiatric  follow-up  treatment  or 
medical  supervision  following  remission  has  proven 
to  be  essential. 

6.  The  age  factor  and  duration  of  illness  are  no 
index  to  expectancy  of  recovery.  Patients  who 
show  an  involutional  - depressive  - stuporous  mental 
picture  should  be  referred  for  treatment  or  com- 
mitment because  of  the  good  prognosis.  If  left  un- 
treated, the  danger  of  suicide  and  prolonged  loss 
of  productivity  is  great. 


TYPES  OF  DEAFNESS* 

Howard  C.  Ballenger,  M.D. 

CHICAGO,  ILL. 

The  exact  pathologic  classification  of  deafness  is 
impossible  in  the  present  stage  of  our  knowledge. 
We  do  recognize,  however,  three  general  types:  con- 
ductive, perceptive  and  progressive  deafness. 

Conductive  deafness  is  the  result  of  a partial  or 
complete  obstruction  of  sound  as  it  is  transmitted 
through  the  external  or  middle  ears.  This  type  of 
deafness  is  never  complete  as  we  may  have  a com- 

*Condensed  from  a lecture  given  at  University  of  Wash- 
ington  Graduate  Medical  Course,  Seattle,  Wash.,  July  17- 
21,  1939. 
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plete  aplasia  of  the  middle  and  external  ears  and 
still  have  about  50  per  cent  of  the  hearing  remain- 
ing, providing  the  acoustic  labyrinth  and  its  nerve 
mechanism  are  intact. 

The  lesion  producing  a conductive  deafness  may 
be  confined  to  either  the  external  or  to  middle  ear 
or  to  both.  The  simplest  example  would  be  the 
ceruminous  plug.  A very  frequent  cause  of  conduc- 
tive deafness  is  a congestion  or  swelling  of  the 
mucosa  of  the  eustachian  tube  which  accompanies 
an  acute  nasopharyngitis  or  the  various  nasal  al- 
lergies. This  type  of  deafness  frequently  has  a sud- 
den onset  with  ultimate  clearing.  In  some  of  the 
chronic  adhesive  processes,  involving  the  foot  plate 
of  the  stapes,  however,  the  hearing  may  be  contin- 
uously and  permanently  impaired  in  the  involved 
ear.  Many  instances  of  ankylosis  of  the  foot  plate 
of  the  stapes  in  the  oval  window  which  were  for- 
merly thought  to  be  due  to  inflammatory  processes 
are  now  recognized  as  being  due  to  an  otosclerotic 
process. 

The  second  type  of  deafness  which  may  be  rec- 
ognized is  known  as  the  perceptive  or  a nerve  type. 
This  is  due  to  some  lesion  in  the  perceptive  mech- 
anism, that  is,  the  cochlea,  acoustic  nerve  or  brain 
center.  This  type  of  deafness  is  frequently  unilat- 
eral, although  the  bilateral  form  is  not  uncommon, 
especially  in  late  adult  life.  Perceptive  deafness 
may  vary  from  a slight  degree  of  impairment  of  the 
high  tones  to  a complete  loss  of  hearing  in  the  af- 
fected ear.  Most  instances  of  profound  deafness  are 
of  this  type. 

If  the  vestibular  or  labyrinthine  branch  is  in- 
volved as  well  as  the  acoustic  branch,  we  would 
have  a typical  Meniere’s  syndrome,  consisting  of 
deafness,  tinnitus,  vertigo,  spontaneous  nystagmus 
and  possibly  nausea  and  vomiting. 

The  third  type  of  deafness  which  may  simulate 
clinically  either  the  conductive  or  a perceptive  type 
is  that  known  as  a progressive  deafness.  This  type 
of  deafness  as  a rule  shows  a progressively  increas- 
ing deafness  for  all  tones.  However,  the  loss  may  be 
more  profound  for  either  high  or  low  tones  in  vari- 
ous individuals.  It  is  becoming  increasingly  evident 
that  otosclerosis  is  the  most  important  etiologic 
factor  in  progressive  deafness. 

Otosclerotic  deafness,  also  known  as  otoporosis 
or  spongifying  of  the  bony  capsule  of  the  labyrinth, 
is  characterized  by  a progressive  type  of  deafness, 
in  which  a normal  tympanic  membrane  and  a per- 
meable eustachian  tube  are  found.  The  clinical 
manifestation  of  the  disease  occurs  in  nearly  all 
instances  after  the  onset  of  puberty.  In  females  the 
onset  frequently  follows  the  birth  of  the  first  child. 


There  are  many  theories  as  to  the  cause  of  this 
disease.  None  of  them  are  proven.  A probable 
heredity  factor  is  present  in  most  cases.  Females 
are  affected  much  more  frequently  than  males.  The 
condition  is  almost  invariably  bilateral.  The  oto- 
porosis has  been  assumed  by  some  investigators  to 
be  akin  to  osteitis  fibrosa  or  Von  Recklinhausen’s 
disease  as  well  as  osteitis  deformans  or  Paget’s  dis- 
ease. However,  there  is  little  evidence  of  any  rela- 
tionship between  otosclerosis  and  these  two  dis- 
eases. Otosclerosis  develops  over  a period  of  years, 
whereas  the  other  two  diseases  may  develop  over 
a period  of  months. 

The  site  of  predilection  for  the  otosclerotic  focus 
is  in  the  region  of  the  oval  window.  This  would  re- 
sult in  deafness  of  the  middle  ear  type.  As  the  focus 
extends  along  the  labyrinthine  capsule,  the  cochlea 
may  become  involved.  In  that  event  the  deafness 
would  be  of  the  perceptive  or  nerve  type.  In  some 
instances  it  has  been  shown  that  the  perceptive  type 
of  deafness  may  occur  without  the  usual  prelim- 
inary middle  ear  type  of  hearing  difficulty.  Hence 
the  difficulty  of  distinguishing  clinically  the  oto- 
sclerotic nerve  type  deafness  from  the  same  type  of 
deafness  produced  by  other  causes. 

Another  classification  of  deafness  may  be  based 
on  etiology,  that  is,  we  may  have  a congenital  or 
acquired  deafness.  The  congenital  type  is  usually 
the  result  of  certain  developmental  anomalies,  in- 
volving either  the  conduction  apparatus  such  as 
atresia  of  the  external  auditory  canal,  develop- 
mental defects  of  the  ear  drum  or  middle  ear,  or  we 
may  have  congenital  defects  involving  the  percep- 
tive mechanism,  that  is,  the  internal  ear  may  show 
a partial  or  total  nondevelopment.  In  rare  instances 
both  the  external  and  internal  ear  are  involved 
simultaneously.  However,  this  is  rare  as  the  branch- 
iogenic  development  of  the  external  and  middle  ears 
are  different  from  that  of  the  internal  ear. 

Shambaugh1  and  his  coworkers,  in  a study  of 
over  5,000  children  with  profound  deafness  in  the 
schools  of  Chicago,  found  that  60  per  cent  were  con- 
genital and  40  per  cent  were  acquired.  Heredity  and 
consanguinity  were  found  to  be  important  etiologic 
factors  in  the  congenital  type  of  deafness. 

Acquired  deafness  may  involve  the  eustachian 
tube  or  the  middle  ear  cavity,  usually  in  the  form 
of  acute  or  chronic  tubotympanic  inflammatory 
processes  which  seldom  result  in  severe  deafness. 
Acquired  deafness  may  also  involve  the  acoustic 
labyrinth  or  eighth  nerve.  The  profound  types  of 
deafness  are  almost  invariably  of  this  latter  type. 

1.  Shambaug-h.  S.  E.,  et  al. : Statistical  Studies  of  Chil- 
dren in  Public  Schools  for  Deaf.  Arch.  Otolaryng.,  12: 
190-245,  July,  1930 
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The  etiology  of  perceptive  or  nerve  deafness  is 
usually  obscure  as  a definite  history  of  onset  is 
frequently  not  obtainable,  and  symptoms  other 
than  the  marked  loss  of  hearing  in  the  affected  ear 
or  ears  are  usually  absent.  Shambaugh,  in  his  study 
of  profound  deafness  in  children,  demonstrated  that 
the  defect  was  acquired  by  the  fifth  year  in  78.8 
per  cent.  Meningitis  or  a meningeoneuritis  accounts 
for  about  20  per  cent.  Measles,  scarlet  fever  and  in- 
fluenza each  cause  from  7 to  9 per  cent  of  the  cases 
of  profound  deafness.  Syphilis  does  not  seem  to  be 
as  important  in  the  etiology  of  severe  deafness  in 
children  as  was  at  one  time  assumed.  Adults,  who 
acquire  a severe  progressive  type  of  deafness  after 
the  age  of  puberty  whether  of  the  nerve  or  middle 
ear  type,  seem  to  have  acquired  their  deafness  as 
a result  of  otosclerosis.  Heredity  would  be  the  most 
important  single  etiologic  factor  in  this  condition. 

Various  diseases  of  lesions  may  result  in  an  ac- 
quired perceptive  type  deafness,  such  as: 

1.  Trauma  with  fracture  of  the  temporal  bone. 
This  usually  results  in  unilateral  total  deafness. 

2.  Certain  drugs  such  as  quinine,  arsenic,  sali- 
cylates, lead,  mercury,  alcohol  and  nicotine  may  af- 
fect the  acoustic  branch  of  the  eighth  nerve  with 
partial  or  complete  deafness. 

3.  Toxins  from  a focus  of  infection  or  from  the 
various  acute  infectious  diseases  may  affect  either 
the  cochlear  or  vestibular  branches  of  the  eighth 
nerve,  resulting  in  deafness  or  in  Meniere’s  syn- 
drome. As  a rule,  the  cochlear  branch  only  is  af- 
fected. Mumps  may  result  in  a severe  type  of  deaf- 
ness with  involvement  of  the  middle  ear,  in  which 
the  deafness  is  usually  complete  and  permanent. 
The  exact  mechanism  by  which  deafness  from 
mumps  occurs  is  not  known,  but  it  is  assumed  to  be 
a meningeoneuritis. 

4.  The  various  bleeding  diseases,  such  as  leuke- 
mia, hemophilia,  etc.,  may  produce  a sudden  onset 
of  deafness  from  hemorrhage  into  the  labyrinth. 

5.  Severe  anemias  with  a possible  diminution  in 
the  blood  supply  to  the  labyrinth  may  result  in 
decreased  hearing. 

6.  The  senile  type  of  deafness  is  probably  due  to 
arteriosclerosis. 

7.  Certain  occupations,  such  as  boilermakers,  ar- 
tillerists, etc.,  have  a perceptive  type  of  deafness 
which  seems  to  be  due  to  repeated  concussions  of 
the  eighth  nerve  endings.  Caisson  workers  may 
have  a gas  embolism  or  have  a labyrinthine  hemor- 
rhage as  a result  of  sudden  changes  in  air  pres- 
sure. 

In  most  of  these  conditions  mentioned  above  the 
vestibular  branch  may  be  involved  as  well  as  the 


acoustic  branch.  The  latter,  however,  is  much  more 
frequently  involved  than  the  former. 

The  effect  of  age  upon  hearing  has  been  shown 
by  Bunch2  to  be  a gradually  increasing  loss  for  the 
higher  tones.  Beginning  in  the  age  group  20  to  29 
years,  there  was  an  average  loss  of  6 decibels  for 
the  8192  frequency.  During  the  next  decade  (30 
to  39  years)  the  4096  frequency  showed  an  average 
loss  of  16  decibels  and  the  8192  frequency  an  aver- 
age loss  of  11  decibels.  The  following  decade  (40 
to  49  years)  revealed  a loss  of  2 decibels  for  the 
2048  frequency,  18  decibels  for  the  4096  frequency 
and  16  decibels  for  the  8192  frequency.  Between 
the  ages  of  50  and  59  years  the  loss  had  extended 
to  5 decibels  for  the  2048  frequency,  30  decibels  for 
the  4096  frequency  and  32  decibels  for  the  8192 
frequency.  Decreased  hearing  in  the  range  below 
1000  cycles  did  not  seem  to  be  affected  with  in- 
creasing age. 

Electric  hearing  aids  are  of  great  help  in  many 
instances  of  deafness.  In  general  they  are  indicated 
if,  despite  treatment,  hearing  for  the  spoken  voice 
is  difficult  or  irksome.  If  the  difficulty  in  hearing 
is  too  great,  the  hearing  aid  is  not  practicable  as 
the  necessary  amplification  would  approach  the 
upper  threshold  of  hearing,  resulting  in  discomfort 
and  confusion.  If  the  patient  is  able  to  hear  the 
conversational  voice  reasonably  well,  he  will  not  re- 
sort to  a hearing  aid  as  a rule,  as  other  sounds  as 
well  as  the  voice  are  amplified,  resulting  in  some 
confusion  as  well  as  annoyance. 

Two  types  of  hearing  aids  are  obtainable,  the 
bone  conduction  and  the  air  conduction  types.  The 
former  is  used  in  most  patients  with  conductive  and 
otosclerotic  deafness  and  the  latter  in  the  percep- 
tive or  nerve  type  deafness.  As  a rule,  the  type  of 
receiver  (bone  conduction  or  air  conduction)  should 
be  used  which  reveals  the  smaller  hearing  loss  as 
determined  by  the  air  conduction  scale.  Another 
rule  which  may  aid  in  the  selection  of  the  proper 
receiver  is:  if  the  average  hearing  loss  in  the  fre- 
quency range  of  500  to  3000  is  40  or  more  decibels 
greater  by  air  conduction  than  by  bone  conduction, 
the  bone  conduction  receiver  should  be  used;  other- 
wise, the  air  conduction  receiver  may  give  better 
results.  If  in  doubt  both  types  may  be  tried  and 
the  one  selected  which  seems  to  be  more  satisfac- 
tory to  that  individual  patient. 

Selective  amplification  of  the  various  frequen- 
cies is  being  developed  and  promises  much  for  the 
future.  When  developed,  individual  prescriptions 
may  be  given  to  fit  each  patient’s  requirements. 

2.  Bunch,  C.  C. : Age  Variations  in  Auditory  Acuity. 
Arch.  Otolaryng.,  9:625-636,  June,  1929. 
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ACUTE  TRAUMATIC  DIAPHRAGMATIC 
HERNIA 

Ralph  Falk,  M.D. 
and 

Robert  S.  Smith,  M.D. 

BOISE,  IDA. 

Treatment  of  acute  traumatic  diaphragmatic 
hernia  is  assuming  greater  importance  as  more  cases 
of  this  kind  are  being  encountered.  Not  only  does 
the  actual  number  of  cases  of  acute  rupture  of  the 
diaphragm  appear  to  be  increasing,  as  the  result 
mainly  of  a higher  incidence  of  severe  automobile 
accidents,  but  improvement  in  the  interpretation 
of  roentgenologic  and  clinical  data  has  led  to  a more 
frequent  recognition  of  the  condition.  As  yet,  no 
one  surgical  technic  has  been  evolved  which  meets 
the  requirements  for  treatment  in  all  cases.  With 
each  case  report,  however,  the  principles  of  treat- 
ment of  acute  traumatic  hernia  are  further  eluci- 
dated, and  as  a consequence  the  results  reported 
generally  in  this  type  of  case  are  showing  an  im- 
provement. 

A review  of  the  literature  would  indicate  that 
certain  rules  have  been  fairly  well  established 
regarding  the  time  to  intervene  in  a case  of  trau- 
matic diaphragmatic  hernia.  In  the  acute  case  it  is 
imperative  to  treat  the  initial  shock  and  to  wait 
until  the  patient’s  general  condition  improves  to 
render  him  a favorable  subject  for  operation.  Al- 
though the  development  of  adhesions  usually  pre- 
sents a complicating  feature  in  a subacute  or 
chronic  case,  successful  operations  have  been  per- 
formed months  after  the  original  injury.  The  pres- 
ence of  colon  or  small  bowel  in  an  acute  diaph- 
ragmatic hernia  makes  early  operative  intervention 
a practical  necessity  on  account  of  the  danger  of 
obstruction.  If  the  stomach  alone  is  involved  in  the 
hernia,  there  is  not  as  great  a need  for  early  surgical 
treatment,  since  gastric  function  may  be  little  em- 
barrassed by  ectopic  position  of  the  stomach.  Symp- 
toms of  intestinal  obstruction  call  for  immediate 
interference,  since  it  has  been  shown  that  the 
mortality  rate  is  increased  by  50  per  cent  when 
this  complication  is  present1. 

On  the  controversial  subject  of  thoracotomy 
versus  laparotomy  in  the  treatment  of  acute  trau- 
matic diaphragmatic  hernia  much  has  been  written, 
but  it  seems  obvious  that  the  surgical  approach 
must  be  individualized  in  each  case.  In  acute  cases 
the  thoracic  approach  gives  more  favorable  results 
than  the  abdominal,  allowing  a better  exposure 

1.  Stobie,  G.  H. : Diaphragramatic  Hernia ; Review  of 
Recent  Literature  and  Report  of  5 cases.  Canad.  M.  A.  J., 
36  : 136-141,  Feb.,  1937. 


and  successful  closure  in  the  greater  number  of 
cases,  with  a lower  mortality.  In  the  case  of  a right- 
sided hernia  only  a thoracotomy  should  be  carried 
out,  since  the  liver  interferes  seriously  with  expo- 
sure by  an  abdominal  approach.  Laparotomy  is  in- 
dicated in  the  presence  of  intestinal  obstruction, 
and  is  essential  when  a strangulated  or  perforated 
viscus  may  be  encountered.  The  abdominal  ap- 
proach allows  the  surgeon  to  explore  the  abdomen 
for  other  pathologic  conditions  complicating  the 
traumatic  hernia.  In  a parasternal  hernia  or  a hernia 
through  the  esophogeal  ring,  laparotomy  is  peculi- 
arly indicated,  since  the  hernia  may  be  entirely 
into  the  mediastinum,  with  no  opening  into  the 
pleural  cavity. 

It  has  been  stated  that  thoracotomy  produces  a 
massive  collapse  of  the  lung,  “flapping”  of  the 
mediastinum  and  cardiac  embarrassment.  By  the 
abdominal  approach  an  open  pneumothorax  is  also 
produced  as  soon  as  the  hernia  is  reduced.  In 
either  case  the  pneumothorax  is  treated  immedi- 
ately after  operative  closure  by  the  aspiration  of 
air  from  the  pleural  cavity.  When  intratracheal 
anesthesia  is  being  used,  the  collapsed  lung  is  re- 
inflated as  completely  as  possible  by  positive 
pressure  insufflation. 

A combined  operation  opening  both  thorax  and 
abdomen  has  been  urged  for  cases  in  which  the 
hernia  can  not  be  readily  reduced  through  a single 
incision.  Boyce2  advocates  a thoracoabdominal  in- 
cision which  crosses  the  costal  margin,  as  an  in- 
cision which  combines  the  good  points  of  both  the 
thoracic  and  abdominal  approaches.  Hedbloonr1 4 
found  in  his  analysis  of  378  cases  of  diaphragmatic 
hernia  in  which  operation  had  been  performed 
that,  while  a combined  approach  was  necessary  in 
some  cases  to  effect  reduction  and  closure  of  the 
hernia,  the  added  procedure  resulted  in  a consid- 
erable increase  in  operative  mortality.  Recently 
reported  successful  cases  treated  by  the  combined 
operation24-5 6  have  shown  the  practicability  of  this 
technic  in  selected  cases,  particularly  those  sub- 
acute or  chronic  in  nature.  Truesdale'5,  in  a report 
of  six  operations  for  hernia  of  the  diaphragm  in 
children,  has  emphasized  the  value  of  a preliminary 
cecostomy  in  cases  complicated  by  acute  intestinal 
obstruction. 

2.  Boyce,  S.  W. : Diaphragramatic  Hernia  ; Report  of 
Traumatic  Case.  Am.  J.  Surg.  19:  112-114,  Jan.,  1933. 

3.  Hedblom,  C.  A.:  Diaphragmatic  Hernia;  Study  of  378 
Cases  in  which  Operation  was  Performed.  J.  A.  M.  A.  85  : 
947-953,  Sept.  26,  1925. 

4.  Fischer,  K.  A. : Diaphragmatic  Hernia ; Case  Report. 
Kentucky  M.  J.  29:555-557,  Oct.,  1931. 

5.  Sanders,  R.  L. : Diaphragmatic  Hernia.  Ann.  Surg. 
91:367-380,  March,  1930. 

6.  Truesdale,  P.  E. : Hernia  of  Diaphragm  in  Children. 
J.  A.  M.  A.  93;  1538-1544,  Nov.  16,  1929. 
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Fig.  1.  Case  1.  Roentgenogram  of  abdomen  before  oper- 
ation, showing  distention  of  colon  with  gas. 

Interruption  of  the  phrenic  nerve  has  frequently 
been  found  advantageous  in  the  radical  surgical 
treatment  of  large  diaphragmatic  hernias.  The 
diaphragm  is  rendered  temporarily  inactive  by  the 
injection  of  the  phrenic  nerve  with  1 per  cent  novo- 
caine  or,  if  a more  prolonged  paralysis  is  desired, 
the  nerve  may  be  crushed.  When  a thoracotomy  is 
performed,  it  is  possible  to  pick  up  the  phrenic 
nerve  as  it  crosses  the  pericardium.  When  the  nerve 
is  crushed,  function  is  usually-  established  in  three 
to  nine  months.  The  interruption  of  the  phrenic 
nerve  may  be  used  as  a palliative  procedure,  when 
the  patient’s  general  condition  renders  surgery  in- 
advisable, or  when  the  stomach  alone  is  involved  in 
the  hernia7.  In  the  actual  closure  of  the  diaph- 
ragmatic defect,  silk,  linen  and  chromic  catgut  have 
been  used  with  equal  success.  Living  sutures  of 
fascia  lata  are  particularly  useful  in  cases  in  which 
there  is  a considerable  traumatic  defect  of  the 
diaphragm,  and  in  cases  in  which  the  muscle  has 
been  torn  from  its  attachment  to  the  thoracic  wall. 

The  following  report  of  two  cases  of  acute  trau- 
matic diaphragmatic  hernia  provides  some  interest- 
ing contrasts  as  regards  physical  findings,  operative 
procedures  and  results: 

Case  1.  D.  A.,  male,  39  years,  sheepherder,  admitted  to 
hospital  on  March  21,  1938.  He  gave  a history  of  having 
been  thrown  from  his  horse  three  days  previously.  At  the 
time  of  his  fall,  he  was  able  to  run  after  his  horse  for  about 

7.  Harrington,  S.  W. : Surgical  Treatment  of  105  Cases 
of  Diaphragmatic  Hernia.  West.  J.  Surg.  44:255-269,  May, 
1935. 


Fig.  2.  Case  1.  Roentgenogram  before  operation,  showing 
diaphragmatic  hernia,  left.  This  was  first  interpreted  as 
showing  an  elevation  of  the  intact  diaphragm.  The  gas 
filled  viscus  was  thought  to  be  stomach. 

a mile  before  pain  in  the  left  side  of  his  chest  and  in  the  left 
upper  abdomen  caused  him  to  give  up  the  chase.  The  pain 
in  his  abdomen  and  chest  gradually  increased  in  severity, 
and  he  began  to  vomit.  On  admission  to  the  hospital,  he 
was  coughing  frequently,  vomiting  and  complaining  of  an 
intense  pain  around  his  heart.  He  was  unable  to  take 
nourishment  by  mouth,  and  there  were  no  bowel  move- 
ments. 

Examination  revealed  scattered  rales  in  the  lower  left 
chest,  and  acute  tenderness  in  the  left  upper  quadrant  of 
the  abdomen.  There  was  little  muscular  resistance  to  ab- 
dominal palpation,  no  distention  and  no  observable  waves 
of  peristalsis.  The  temperature  was  98.6°,  pulse  72  per  min., 
respiration  16  per  min.  The  blood  counts  were:  r.b.c  6,100,- 
000;  Hb  110%;  w.b.c.  15,200  (88  per  cent  polys). 

A plain  roentgenogram  of  the  abdomen  showed  a marked 
dilatation  of  the  colon,  with  the  bowel  distended  by  gas 
from  the  cecum  to  the  splenic  flexure.  A chest  plate  showed 
an  apparent  elevation  of  the  left  leaf  of  the  diaphragm. 
Obstruction  of  the  colon  was  conclusively  demonstrated 
when  a barium  enema  was  given.  Film  taken  after  this 
enema  showed  an  absolute  obstruction  to  the  flow  of  barium 
at  the  splenic  flexure.  There  was  acute  tenderness  to  palpa- 
tion at  this  point. 

After  preliminary  intravenous  administration  of  10  per 
cent  glucose  in  saline,  laparotomy  was  performed  March  23. 
The  abdomen  was  opened  through  an  upper  left  rectus  in- 
cision, and  a strangulated  hernia  through  the  left  diaphragm 
was  at  once  apparent,  involving  the  entire  omentum  and 
about  eighteen  inches  of  the  transverse  colon.  After  the 
rent  in  the  diaphragm  had  been  enlarged,  the  omentum 
and  bowel  were  extracted,  and  the  diaphragmatic  defect 
was  then  closed  with  three  layers  of  continuous  chromic 
catgut.  The  omentum  was  found  to  be  gangrenous  and  was. 
resected.  There  was  also  gangrene  of  about  ten  inches  of 
transverse  colon ; and  an  obstruction  resection  of  this  portion 
of  the  bowel  was  carried  out,  using  a Rankin  clamp.  At 
the  conclusion  of  the  operation,  a needle  was  inserted  into 
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Fig.  3.  Case  1.  Roentgenogram  of  abdomen  before  oper- 
ation after  administration  of  barium  enema.  Obstruction 
to  flow  of  barium  at  splenic  flexure  demonstrated. 


Fig.  5.  Case  1.  Roentgenogram  of  chest  three  months 
after  operation,  showing  parenchyma  clear,  left  diaphragm 
flattened  by  adhesions  to  pericardium  and  chest  wall. 


the  left  pleural  cavity  and  air  withdrawn  by  suction  to  re- 
expand the  lung. 

The  patient  was  placed  immediately  in  an  oxygen  tent 
and  given  two  blood  transfusions;  he  was  also  given  an  in- 
traperitoneal  injection  of  coli  bactragen8.  The  patient  ran 

8.  Steinberg,  B.  and  Goldblatt,  H. : Protection  of  Peri- 
toneum Against  Infection.  Surg.,  Gynec.  & Obst.  57:15-20, 
July,  1933. 


Fig.  4.  Case  1.  Roentgenogram  of  chest  two  days  after 
operation,  showing  reduction  of  diaphragmatic  hernia ; 
pneumonic  process  in  left  lung. 


an  elevated  temperature  for  several  days  following  opera- 
tion, the  left  lung  showing  a pneumonic  consolidation.  The 
abdominal  wound  healed  well,  however,  and  the  Rankin 
clamp  was  removed  on  the  fifth  postoperative  day.  As  the 
pulmonary  infection  cleared  up,  the  patient  recovered  rap- 
idly, and  he  was  discharged  from  the  hospital  after  four 
weeks,  with  the  colostomy  working  well. 

By  subsequent  repeated  applications  of  a clamp  to  the 
septum  between  the  two  loops  of  bowel,  preparation  was 
made  for  operative  closure  of  the  colostomy.  This  was  car- 
ried out  on  September  22.  Following  the  closure  of  the 
intestinal  stoma,  the  wound  was  closed  by  imbrication  of 
the  peritoneal  and  fascia  layers;  healing  occurred  per 
primum. 

The  patient  has  been  in  good  health,  with  no  complaints 
referable  to  the  intestine,  since  the  colostomy  closure.  The 
roentgen  appearance  of  the  left  chest  is  now  normal,  except 
for  a flattening  of  the  diaphragm  by  adhesions  to  the 
pericardium  and  chest  wall  (figs.  1,  2,  3,  4,  S). 

Case  2.  D.  E.,  male,  39  years,  miner,  admitted  to  hospital 
on  November  21,  1938.  The  patient  was  in  extreme  surgical 
shock  at  the  time  of  admission,  following  injury  in  a mine 
rock  slide.  He  was  ashen-gray  in  color,  suffering  great  pain, 
and  very  dyspneic. 

Examination  revealed  tympany  in  the  lower  left  chest, 
dullness  in  the  upper  left  chest,  breath  sounds  absent 
throughout.  The  heart  was  displaced  to  the  right,  and  the 
cardiac  action  was  weak.  The  abdomen  was  board-like,  the 
patient  complaining  of  intense  pain  on  palpation  of  the 
upper  left  abdomen.  He  showed,  in  addition,  extensive  com- 
minuted fractures  of  the  upper  third  of  the  left  tibia  and 
fibula. 

On  admission,  the  temperature  was  97.6°,  pulse  98  per 
min.,  respiration  24  per  min.,  blood  pressure  80/60.  The 
blood  counts  were  r.b.c.  3,150,000;  Hb.  74%;  w.b.c.  22,100 
(90  per  cent  polys).  The  patient  was  placed  in  an  oxygen 
tent,  and  given  glucose  and  blood  transfusion ; a splint  was 
applied  to  his  left  leg.  A chest  plate  confirmed  the  initial 
clinical  impression  of  an  acute  traumatic  diaphragmatic 
hernia. 
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Fig’.  6.  Case  2.  Roentgenogram  of  chest  before  operation, 
showing  left  diaphragmatic  hernia  containing  gas-filled 
viscera,  left  lung  collapsed  in  upper  left  chest. 


It  was  considered  advisable  to  await  some  improvement 
in  the  patient’s  general  condition  before  attempting  opera- 
tive treatment.  The  morning  following  his  admission  to  the 
hospital,  however,  it  was  obvious  that  surgical  interference 
could  no  longer  be  delayed.  The  patient’s  cyanosis  was 
increasing  and  he  was  beginning  to  vomit;  his  heart  tones 
showed  no  improvement  in  quality. 

Operation  was,  therefore,  performed  under  local  anes- 
thesia. Exposure  and  crushing  of  the  phrenic  nerve  in  the 
neck  was  first  carried  out.  A long  lateral  incision  between 
the  left  eighth  and  ninth  ribs  was  then  made,  and  these 
divided  posteriorly.  When  this  incision  was  spread  with 
self-retaining  retractors,  a large  diaphragmatic  hernia  was 
revealed.  The  rent  in  the  diaphragm  was  about  four  inches 
long,  extending  laterally  from  the  esophageal  ring;  the 
hernial  mass,  protruding  from  the  abdomen  into  the  left 
pleural  cavity,  was  about  ten  inches  in  diameter,  and  con- 
sisted of  stomach,  colon,  small  intestine,  omentum  and  edge 
of  the  left  lobe  of  liver. 

There  was  a large  amount  of  blood  in  the  pleural  cavity. 
This  seemed  to  be  coming  from  extensive  lacerations  of 
the  parietal  pleura  produced  by  fractures  of  the  left  fifth, 
sixth  and  eighth  ribs.  The  color  of  the  incarcerated  viscera 
was  good;  the  diaphragmatic  muscle  was  flaccid  due,  un- 
doubtedly, to  the  preliminary  interruption  of  the  phrenic 
nerve. 

The  hernia  was  readily  reduced  after  the  rent  in  the 
diaphragm  had  been  enlarged  slightly.  The  diaphragmatic 
defect  was  closed  with  heavy  chromic  catgut  sutures,  and 
the  thoracic  wound  closed  in  layers,  without  drainage. 
During  the  operation  the  patient  was  given  oxygen  con- 
tinuously, but  no  inhalation  anesthesia;  he  was  also  given 
glucose  and  a blood  transfusion  while  the  operation  was  in 
progress.  At  the  conclusion  of  the  operation  the  left  lung 
was  reexpanded  as  completely  as  possible  by  aspiration  of 
the  left  chest. 

Postoperatively  the  patient  developed  a left  lower  lobe 
pneumonia,  and  in  spite  of  the  administration  of  type- 
specific  antipneumococcus  serum,  blood  and  circulatory 
stimulants,  his  condition  became  progressively  worse.  He 


Fig.  7.  Case  2.  Roentgenogram  of  chest  following  oper- 
ation, showing  diaphragmatic  hernia  reduced,  left  lung 
partially  reexpanded. 

expired  on  November  24.  A roentgenogram,  taken  after 
operation,  showed  the  diaphragm  back  in  normal  position, 
the  left  lung  partially  reexpanded  (figs.  6,  7). 

COMMENT 

The  severity  of  the  inciting  trauma  is  obviously 
of  fundamental  importance  in  a case  of  acute  diaph- 
ragmatic hernia.  On  this  depends  not  only  the 
extent  of  the  diaphragmatic  rupture,  but  also  the 
presence  or  absence  of  associated  injuries.  The  first 
case  demonstrates  the  favorable  reaction  of  the 
patient  to  surgery,  when  the  diaphragmatic  hernia 
is  more  or  less  subacute,  and  has  produced  no  pro- 
found changes  generally.  The  second  case  is  of  the 
group  of  severely  injured  patients  who  present 
multiple  injuries  and  extreme  surgical  shock  at  the 
outset,  and  respond  poorly  to  treatment  of  any 
kind. 

The  factor  of  fundamental  severity  of  the  trauma 
seems  to  outweigh  any  consideration  of  surgical 
approach  when  mortality  figures  are  being  analyzed. 
The  first  case  had  an  acute  intestinal  obstruction, 
but  survived  an  extensive  colon  resection.  The  sec- 
ond case  was  handled  according  to  an  accepted  plan 
of  treatment,  thoracotomy  with  interruption  of  the 
phrenic  nerve,  yet  succumbed  to  the  acute  shock 
of  more  extensive  and  generalized  injuries. 

SUMMARY 

1.  As  more  cases  of  acute  traumatic  diaphragma- 
tic hernia  are  being  reported,  the  principles  of 
surgical  treatment  of  this  condition  are  being  estab- 
lished. No  standardized  technic  appropriate  for  all 
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cases  has  been  evolved,  but  the  value  of  certain 
procedures  in  individual  cases  has  been  clearly 
demonstrated. 

2.  It  is  imperative  to  defer  operative  intervention 
in  a case  of  acute  traumatic  diaphragmatic  hernia 
until  the  patient  has  rallied  from  his  initial  shock. 
Surgical  treatment  will  be  most  successful  when 
the  operation  can  be  postponed  until  the  condition 
has  become  subacute  or  chronic  in  nature.  Symp- 
toms of  intestinal  obstruction  require  surgical  in- 
tervention at  the  earliest  possible  moment. 

3.  There  are  definite  indications  for  laparotomy 
and  for  thoracotomy  in  the  treatment  of  an  acute 
traumatic  diaphragmatic  hernia.  As  a general  rule, 
the  thoracic  approach  will  give  more  favorable  re- 
sults than  the  abdominal,  allowing  successful 
closure  in  a greater  number  of  cases,  with  a lower 
mortality.  The  combined  operation,  opening  both 
thorax  and  abdomen,  has  its  advocates. 

4.  Interruption  of  the  phrenic  nerve  has  fre- 
quently been  found  advantageous  in  the  repair  of 
large  diaphragmatic  hernias.  Living  sutures  of 
fascia  lata  are  useful  in  cases  in  which  there  is  a 
considerable  traumatic  defect  of  the  diaphragm 
and  in  cases  in  which  the  muscle  has  been  torn 
from  its  attachment  to  the  thoracic  wall. 

5.  Two  cases  of  acute  traumatic  diaphragmatic 
hernia  are  here  presented.  The  results  in  these  two 
cases  illustrate  the  fundamental  importance  of  the 
severity  of  the  inciting  trauma  in  an  acute  rupture 
of  the  diaphragm. 

TREATMENT  OF  BOTULISM 

SPECIAL  REFERENCE  TO  SPECIFIC  ANTITOXIN  AND 

RESPIRATOR  FROM  A SURVEY  OF  SIXTEEN  CASES* 

W.  E.  Watson,  M.D. 

SEATTLE,  WASH. 

Botulism  (Latin  botulus,  a sausage)  has  been 
recognized  as  a form  of  food  poisoning  since  its 
description  in  Germany  in  the  early  nineteenth 
century,  and  is  now  recognized  to  be  due  to  the 
ingestion  of  the  toxin  of  Clostridium  botulinum.* 1 
The  toxin,  which  alone  is  responsible  for  the  symp- 
toms, is  formed  outside  the  body  during  growth  of 
the  specific  bacteria  in  preserved  foods.  The  bac- 
teria themselves  posses  little  or  no  direct  invasive 
power,  and  do  not  grow  readily  in  the  tissues  of 
the  animal  body.2 

* From  Department  of  Medicine,  King  County  Hospital, 
Seattle. 

•Read  before  a meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  April  3,  1939. 

1.  Gay,  F.  P.  and  Associates:  Agents  of  Disease  and 
Host  Resistance.  C.  C.  Thomas,  Springfield,  111.,  p.  896, 
1935. 

2.  Thom,  C.,  Edmonson,  R.  B.  and  Giltner,  L.  T. : Botu- 

lism from  Canned  Asparagus.  J.  A.  M.  A.,  73:907-912, 

Sept.  20,  1919. 


Bacteriologically  Clostridium  botulinum  includes 
a group  of  Gram-positive  anaerobic,  spore-bearing 
rods  which  have  in  common  the  liberation  of  a sol- 
uble toxin,  but  which  differ  in  their  distribution 
and  host-susceptibility.  The  two  original  types, 
described  A and  B,  are  considerably  more  common 
than  the  others,  and  are  probably  concerned  ex- 
clusively in  human  botulism.  The  spores  of  Cl. 
botulinum,  like  its  toxin,  are  formed  readily,  and 
generally  occur  wherever  growth  is  present.  Two 
characteristics  of  the  spores  are  of  interest  in  their 
bearing  on  the  distribution  and  nature  of  the  dis- 
ease: their  great  resistance  to  thermal  destruction, 
which  underlies  the  problem  of  prevention  of  botu- 
lism in  the  adequate  preservation  of  foods;  and 
their  apparent  lack  of  effective  pathogenicity,  which 
limits  the  character  of  botulism  to  that  of  an  in- 
toxication rather  than  an  infection. 

The  soluble  toxin  liberated  by  Cl.  botulinum  in 
the  anaerobic  state  acts  as  a neurotoxin  when  in- 
gested orally  by  man,  and  is  not  destroyed  by  the 
acidity  of  the  gastric  juice  or  by  tryptic  digestion.3 
Like  other  toxins  it  produces  characteristic  symp- 
toms in  animals  which  develop  only  after  a period 
of  incubation,  is  relatively  thermolabile,  and  ex- 
hibits strict  specificity  in  neutralization  with  anti- 
toxin produced  against  it  in  the  animal  body. 

The  mechanism  by  which  botulinum  toxin  pro- 
duces the  characteristic  symptom-complex  of  botu- 
lism clearly  indicates  an  involvement  of  some  part 
of  the  nervous  system,  and  investigation4  has  shown 
this  to  be  peripheral  on  the  parasympathetic  nerve 
endings  and  on  the  myoneural  junction  of  the 
motor  nerves  with  an  unstable  blocking  of  nerve 
impulses.  No  effect  is  exerted  upon  the  sympathetic 
nerves,  the  sensory  nerves  or  reflex  arcs. 

The  symptomatology  of  botulism  in  man  com- 
poses a group  of  neuroparalytic  phenomena.  After 
the  ingestion  of  the  botulogenic  food  there  is  an 
incubation  period  of  eighteen  to  twenty-four  hours, 
rarely  less,  sometimes  more.  Early  symptoms  of 
nausea  and  vomiting  with  diarrhea  may  be  present, 
due  to  the  local  gastrointestinal  irritation  of  the 
food;  thereafter  constipation,  frequently  obstinate, 
is  almost  always  present. 

Generalized  muscular  weakness  may  be  one  of 
the  earliest  symptoms,  and  is  progressive,  leading 
ultimately  to  a condition  of  relaxation  which  close- 
ly simulates  paralysis.  Disturbances  of  vision  occur 

3.  Broufenbrenner,  J.  J.  and  Weiss,  H. : Effect  of  An- 
esthesia and  Sedatives  on  Serum  Therapy  of  Experi- 
mentai  Botulism.  J.  Exper.  Med.,  39:517-532,  April,  1934. 

4.  Dickson,  E.  C.  and  Shevky,  R. : Studies  on  Manner  in 
which  Toxin  of  Clostridium  Botulinum  Acts  Upon  Body. 
J.  Exper.  Med.,  37:711-731,  May;  and  38:327-346.  Oct., 
1923. 
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early  with  impaired  accommodation,  followed  with 
more  or  less  complete  paralysis  of  the  extrinsic 
and  intrinsic  eye  muscles  which  is  represented  by 
nystagmus,  diplopia,  blepharoptosis  and  dilated 
sluggish  pupils  with  photophobia  and  vertigo.  Dys- 
arthria, dysphagia  and  dyspnea  are  further  pro- 
gressive symptoms  of  the  paralytic  phenomena. 
Dryness  of  the  mouth  from  inhibition  of  serous 
secretion  gives  a thick  tenacious  mucus  in  the 
pharynx  which  causes  choking  and  strangulation 
at  times. 

The  patient  is  usually  apathetic  and  may  be 
somnolent  or  apparently  semicomatose ; sometimes 
he  evinces  restlessness  and  insomnia.  Mentality 
nearly  always  remains  unimpaired  until  the  termi- 
nal stages,  and  death  may  occur  within  forty-eight 
hours  after  the  ingestion  of  the  toxin,  but  is  usually 
more  delayed.  There  is  usually  a terminal  asphyxia 
with  cyanosis  and  dyspnea,  but  death  may  be  di- 
rectly due  to  cardiac  failure  or  a complicating 
pneumonia.  The  severity  of  symptoms  reaches  a 
maximum  within  about  ten  days;  thereafter  re- 
covery may  follow  very  slowly,  but  apparently 
without  permanent  disability. 

From  this  brief  resume  of  the  bacteriology,  toxi- 
cology and  symptomatology  of  botulism  it  is  evi- 
dent that  we  are  dealing  with  a potent  and  rapidly 
progressing  intoxication,  whose  mortality  rate  in 
the  United  States  is  reported  at  between  sixty  and 
seventy  per  cent.5  The  first  line  of  attack  is  neces- 
sarily at  the  causative  agent,  the  ingested  toxin  of 
Cl.  botulinum;  and  it  is  with  this  phase  of  the 
treatment  that  I first  wish  to  record  our  routine 
while  treating  the  sixteen  cases  of  botulism,  whose 
graphic  reports  will  follow. 

We  had  at  our  disposal  an  adequate  supply  of 
unpurified,  combined  A and  B botulinum  antitoxin 
(labeled  for  use  in  animals)6  and,  therefore, 
searched  the  literature  for  a reference  to  the  use 
of  this  preparation  as  it  would  have  taken  approxi- 
mately twenty-four  hours  to  secure  a purified  prod- 
uct, and  even  then  an  estimate  of  the  projected 
dosage  was  not  possible.  Reviewing  the  standard 
textbooks  of  medicine  and  therapy  we  repeatedly 
read  the  description  of  the  disease  entity  and  found 
specific  antitoxin  recommended  with  considerable 
variance  of  opinion  as  to  its  effectiveness  in  the 
treatment  of  the  disease  in  man  after  the  symptoms 
had  manifested  themselves.  Furthermore,  the  type 
of  antitoxin,  the  dosage  and  the  method  and  fre- 
quency of  administration  were  not  presented. 

5.  Meyer,  K.  F. : Frequency  of  Botulism.  California  & 
West.  Med.,  44:385-388,  May,  1936. 

6.  Lederle’s  unpurified,  combined  types  A and  B botu- 

linus  antitoxin  for  use  in  animals  (not  less  than  600  units 
per  cc.). 
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A rapid  survey  of  the  available  current  American 
literature  for  the  past  seven  years  produced  a re- 
port by  Rosen  and  Gordon,7  in  which  the  identical 
antitoxin  we  had  available  had  been  used  on  two 
cases  of  botulism  with  recovery;  but  here,  again, 
although  the  total  dosage  used  was  recorded,  the 
frequency  of  administration  was  not  specified.  We, 
therefore,  adopted  the  following  therapy  for  the 
first  six  cases  admitted,  and  subsequently  increased 
our  initial  dosage  and  prolonged  the  administration 
in  the  more  toxic  cases. 

An  intravenous  infusion  of  1000  cc.  of  5 per  cent 
glucose  in  normal  saline  with  30  cc.  of  botulinus 
antitoxin  and  8 m.  of  epinephrine  added  was  first 
administered,  allowing  approximately  two  hours  for 
completion  by  gravity  flow.  This  same  dosage  was 
again  repeated  in  four  hours,  and  on  the  following 
morning,  when  one  of  the  patients  had  already 
expired  and  others  were  obviously  more  toxic,  we 
increased  the  dosage  to  1500  cc.  of  5 per  cent  glu- 
cose in  normal  saline  with  50  cc.  of  botulinus  anti- 
toxin and  10  m.  of  epinephrine  in  each  intravenous 
infusion.  The  more  toxic  cases  received  this  dosage 
at  eight  hour  intervals  until  200  cc.  or  more  of  the 
antitoxin  had  been  administered,  and  then  the 
antitoxin  was  given  intramuscularly  in  25  cc.  dos- 
ages every  six  hours  with  8 m.  of  epinephrine  pre- 
ceding each  dose.  The  largest  total  dosage  of  botu- 
linus antitoxin  administered  was  360  cc.,  and  this 
was  given  to  case  2,  whose  record  will  be  reported 
in  detail. 

The  next  important  major  therapeutic  measure 
in  the  treatment  of  the  more  toxic  cases  is  artificial 
respiration,  and  this  is  of  life-saving  proportions 
only  by  means  of  the  respirator.  We  anticipated 
the  appearance  of  respiratory  paralysis  from  the 
time  of  admission  of  the  first  six  cases  and  arrange- 
ments were  accordingly  made  for  the  only  avail- 
able respirator  in  Seattle.  Within  nineteen  hours 
of  hospitalization,  one  of  these  patients  was  on  his 
way  by  ambulance  to  the  Children’s  Orthopedic 
Hospital,  where  he  was  placed  in  the  respirator 
due  to  established  respiratory  paresis  from  which 
he  expired  within  three  hours.  About  four  hours 
after  the  death  of  the  first  patient,  a second  victim 
was  moved  to  the  same  respirator,  where  he  expired 
in  the  same  manner  three  hours  later. 

By  this  time  we  had  admitted  three  more  pa- 
tients to  the  hospital,  two  of  whom  were  severely 
toxic,  and  two  more  of  our  original  six  were  show- 
ing signs  of  incipient  respiratory  paresis.  With  this 
in  view  we  made  arrangements  to  have  two  respira- 

7.  Rosen,  H.  and  Gordon,  N. : Report  of  Two  Cases  of 
Botulism  in  Massachusetts.  New  England  J.  Med., 
218:  524-526,  March  24,  1938. 
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tors  shipped  to  us,  one  coming  a distance  of  thirty- 
five  miles  and  the  other  two  hundred  miles;  both 
were  immediately  installed  and  in  use  within  eight 
hours  of  our  request.  After  the  death  of  the  second 
patient,  the  third  in  severity  was  transported  by 
ambulance  to  the  respirator,  and  although  his 
symptoms  developed  with  respiratory  paresis  re- 
quiring twelve  days  in  the  respirator,  he  recovered 
and  had  an  uneventful  convalescence,  but  still 
manifested  nystagmus  and  transient  diplopia  three 
weeks  later.  , 

Other  therapy  administered  consisted  of  oxygen 
by  tent  and  nasal  catheter  in  the  cases  who  were 
showing  obvious  respiratory  difficulty,  and  where 
cyanosis  was  evident.  This  was  found  necessary  in 
a total  of  seven  of  the  more  severe  cases,  and  all 
rested  better  and  their  color  improved  until  their 
paresis  became  more  marked. 

Sedation  is  uniformly  recommended  to  relieve 
the  apprehension  and  preserve  the  strength  of  these 
patients.  It  is  also  stated  that  morphine  has  a spe- 
cific effect  in  delaying  the  fixation  of  the  neuro- 
toxin at  the  myoneural  junction,  and  should  be 
administered  freely  until  antitoxin  therapy  is  in- 
stituted. For  this  reason  all  of  the  first  six  cases 
received  morphine  until  antitoxin  therapy  was 
started  eight  hours  after  their  admission  to  hos- 
pital; thereafter  phenobarbital  and  sodium  luminal 
were  substiuted.  Morphine  was  also  used  for  relief 
of  the  apprehension  manifested  by  some  of  the  pa- 
tients when  they  were  first  placed  in  the  respirator, 
as  coordination  in  breathing  with  the  machine  was 
not  satisfactory  with  their  restlessness. 

Neosynephrin,  coramine,  caffeine  sodium  benzo- 
ate and  strychnine  in  therapeutic  doses  were  used 
as  cardiovascular  stimulants  in  the  more  toxic  cases 
with  evident  vasomotor  collapse  and  falling  blood 
pressures.  An  evaluation  of  these  drugs  was  not 
possible  as  only  one  of  the  patients  survived,  but 
it  was  felt  that  neosynephrin  gave  an  appreciable 
response  in  the  quality  of  the  pulse  in  this  one 
case.  Digitalis  was  used  for  one  patient  who  ran  a 
consistently  rapid  pulse,  with  evident  cardiac  en- 
largement and  frequent  extrasystoles;  however,  this 
patient  died  on  the  tenth  day  after  ingestion  of  the 
botulogenic  food  from  respiratory  paralysis  and 
atelectasis. 

Ephedrine  sulphate  in  gr.  dosages  q.i.d.  and 
calcium  lactate  in  gr.  15  dosages  q.i.d.  were  given 
prophylactically,  starting  on  the  sixth  day  follow- 
ing antitoxin  administration,  and  epinephrin  was 
administered  in  and  1 cc.  dosages  when  serum 

8.  Geiger,  J.  C. : Report  of  Two  Outbreaks  of  Food 
Poisoning.  Pub.  Health  Rep.,  52:765-772,  June  11,  1937. 


sickness  was  established.  All  symptoms,  including 
urticaria,  arthritis,  angioneurotic  edema  and  dysp- 
nea, responded  satisfactorily  to  this  therapy. 

Intravenous  glucose-saline  has  been  advised  for 
its  suggested  specific  therapeutic  effect,8  and  was 
administered  in  all  cases  with  the  combined  pur- 
pose of  dilutent  for  the  antitoxin,  relief  of  dehy- 
dration and  the  annoying  dryness  of  the  throat,  and 
for  nutrition.  In  two  of  the  more  protracted  cases 
nutrition  and  medication  were  administered  by 
nasal  tubes. 

Repeated  aspiration  of  the  thick  tenacious  mu- 
cus from  the  pharynx  was  necessary  in  a total  of 
five  of  the  more  toxic  patients,  due  to  the  exhaus- 
tion which  accompanied  the  attempt  to  raise  this 
obstructing  material.  It  was  truly  pathetic  to  ob- 
serve the  distress  with  strangulation  and  cyanosis 
which  accompanied  the  paroxysms  of  coughing  in 
an  attempt  to  clear  their  throats.  Pilocarpine  and 
other  parasympathetic-stimulating  drugs  were  not 
used  to  counteract  this  discomfort,  although  they 
are  sometimes  advocated. 

Sulfopyridine  was  used  in  three  cases,  in  two  of 
whom  there  was  no  appreciable  effect,  but  in  the 
third  previously  referred  to  (case  2),  who  spent 
twelve  days  in  the  respirator,  it  appeared  to  be  def- 
initely beneficial.  The  two  in  whom  the  drug  was  in- 
effectual had  temperature  elevations  with  associated 
roentgen  diagnosis  of  bronchopneumonia  (proven 
at  autopsy  to  be  atelectasis),  but  the  third  could 
not  be  removed  from  the  respirator  long  enough  to 
examine  or  radiograph  his  chest.  He  developed  a 
temperature  of  104.4°  twenty-four  hours  after  be- 
ing placed  in  the  respirator,  and  with  the  adminis- 
tration of  sulfopyridine  in  the  recommended  thera- 
peutic dosages,  the  temperature  fell  to  98°  in 
twenty-four  hours  and  remained  normal.  What  part 
this  chemotherapy  played  in  the  incident  will  never 
be  known,  but  one  is  inclined  to  feel  warmly  toward 
it,  as  the  first  two  patients  who  died  had  beginning 
temperature  elevations  by  the  time  they  were 
placed  in  the  respirator. 

Gastric  lavage,  colonic  irrigations  and  purgation 
have  been  recommended  as  possible  mechanical 
measures  to  be  used  in  removing  the  ingested  botu- 
linus  toxin.  However,  the  delayed  period  of  incuba- 
tion is  usually  such  that  the  value  of  this  therapy 
seems  doubtful.  Catharsis  was  administered  to  the 
earlier  cases,  and  enemas  subsequently  for  the  relief 
of  the  obstipation  in  a few  patients. 

Our  recent  outbreak  of  botulism  in  Seattle,  from 
which  the  above  program  of  therapy  was  drawn, 
included  sixteen  indigent  males  who  had  been 
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boarding  at  a relief  station  where  food  was  ob- 
tained by  charity  subscription,  and  no  record  was 
kept  of  the  source  of  these  contributions.  At  4:30 
on  the  afternoon  of  March  22,  1939,  a dinner,  con- 
sisting of  fried  frozen  cod,  mashed  potatoes,  warmed 
home  canned  peas  and  carrots  together,  bread  and 
coffee  with  milk  and  sugar,  was  served  to  a total  of 
twenty-three  men.  It  was  reported  later,  however, 
that  not  all  of  those  present  ate  this  meal,  as  the 
peas  and  carrots  and  the  juice  from  them  had  a 
rancid  odor  and  sour  taste  which  tainted  the  rest 
of  the  food  on  the  plate. 

Evidence  of  food  poisoning  was  first  suspected 


subsequently  hospitalized  during  the  course  of  the 
following  eight  days,  all  manifesting  positive  phys- 
ical findings  characteristic  of  the  disease.  A de- 
tailed report  of  four  of  these  cases  will  be  given  as 
representative  of  the  degrees  of  toxicity  manifested 
and  the  results  obtained.  The  graphic  summary  of 
these  sixteen  cases  gives  the  quantity  of  food  in- 
gested, the  time  element  of  onset  of  first  symptoms 
and  hospitalization,  the  treatment  and  the  results 
(fig.  1).  Prognostic  significance  will  be  mentioned 
from  the  relative  frequency  of  signs  and  symptoms 
as  totaled  at  the  bottom  of  the  graph. 

Case  1.  Male,  age  25,  admitted  to  hospital  at  11  a.  m. 
March  24,  1939,  forty-eight  hours  following  the  ingestion  of 
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some  forty  hours  later,  when  a physician  was  called 
to  see  a group  of  six  of  these  men  who  were  all 
complaining  of  visual  disturbances,  and  one  of 
them  had  vomited  and  collapsed  due  to  weakness. 
These  six  cases  were  immediately  referred  to  the 
emergency  of  King  County  Hospital  as  possible 
botulism,  where  the  clinical  diagnosis  was  con- 
firmed on  the  external  ocular  muscle  paresis  and 
visual  symptoms  present.  These  first  six  patients 
were  admitted  to  the  hospital  forty-two  hours  after 
the  ingestion  of  the  toxic  food,  and  ten  more  were 


a full  serving  of  botulogenic  food.  He  gave  a history  of  onset 
of  blurred  vision  twenty-four  hours  following  the  meal,  and 
at  the  time  of  admission  he  was  complaining  of  impaired 
accommodation,  diplopia,  weakness  with  difficulty  walking, 
and  had  collapsed  in  emergency  prior  to  admission  to  the 
ward.  He  was  somnolent,  rested  well  through  the  day,  but 
by  evening  revealed  a bilateral  blepharoptosis,  weakness  of 
all  extraocular  muscles,  horizontal  and  vertical  nystagmus,  a 
definite  dysarthria  and  vomited  for  the  first  time  about  7 
p.  m. 

He  received  60  cc.  of  botulinus  antitoxin  during  the  course 
of  the  evening  in  30  cc.  doses  diluted  with  1000  cc.  of  5 per 
cent  glucose  in  normal  saline  with  8 m.  of  epinephrine 
added.  He  was  given  sedation  and  placed  in  an  oxygen  tent 
for  the  night.  The  following  morning  he  again  vomited  and 
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fluids  were  regurgitated  through  the  nose  with  efforts  to 
swallow.  By  noon  incipient  respiratory  paresis  was  evident 
and  arrangements  were  made  for  transfer  to  the  respirator. 
He  had  received  SO  cc.  of  botulinus  antitoxin  intravenously, 
diluted  with  1500  cc.  of  S per  cent  glucose  in  normal  saline 
and  10  m.  of  epinephrine  added  at  8 a.  m.  and  a similar 
dosage  was  started  when  he  was  adjusted  in  the  respirator  at 
2 p.  m.  He  struggled  considerably  when  placed  in  the  respir- 
ator and  morphine  sulphate  was  administered;  following 
this  he  apparently  was  more  relaxed,  but  cyanosis  became 
more  apparent  and  he  expired  three  hours  later  when  a total 
of  ISO  cc.  of  antitoxin  had  been  administered.  Nasal  oxygen 
was  administered  during  the  ambulance  trip,  and  was  con- 
tinued in  the  respirator. 

Dysarthria,  dysphagia,  dyspnea  and  complete  ophthalmo- 
plegia were  reported  while  the  patient  was  in  the  respirator 
prior  to  his  death  at  S p.  m.  March  25,  seventy-two  hours 
following  the  ingestion  of  the  toxic  food,  and  thirty  hours 
following  admission  to  the  hospital. 

Case  2.  Male,  age  22,  admitted  to  hospital  11  a.  m.  March 
24,  forty-two  hours  following  the  ingestion  of  a full  serving 
of  the  toxic  food.  He  gave  a history  of  onset  of  blurred 
vision  with  difficult  walking,  dryness  of  the  mouth  and 
nausea  about  twenty-four  hours  after  eating  the  meal.  At 
the  time  of  admission  he  manifested  horizontal  nystagmus 
with  right  lateral  ocular  paresis.  He  appeared  quite  comfort- 
able during  the  day,  was  somnolent,  and  by  evening  had 
developed  a dysarthria,  dysphagia,  and  was  complaining  of 
photophobia  and  difficulty  in  accomodation. 

He  then  appeared  moderately  toxic  and  was  given  the 
same  dosage  of  antitoxin  as  case  1 during  the  evening,  and 
oxygen  was  administered  by  nasal  catheter  during  the  night. 
The  following  morning  he  was  more  lethargic  with  increas- 
ing dysarthria  and  ocular  paresis.  He  was  given  100  cc.  of 
antitoxin  in  3000  cc.  of  5 per  cent  glucose  in  normal  saline 
with  epinephrine  added  intravenously  in  two  equal  doses  by 
S p.  m.,  when  he  was  transferred  to  the  respirator  by  ambul- 
ance due  to  obvious  respiratory  embarrassment. 

He  received  25  cc.  of  antitoxin  intramuscularly  with  8 m. 
of  epinephrine  that  evening  and  spent  a hazardous  night  in 
the  respirator.  The  following  morning  he  received  50  cc.  of 
antitoxin  diluted  in  1500  cc.  of  glucose-saline  intravenously, 
and  then  was  placed  on  25  cc.  of  antitoxin  intramuscularly 
at  six  hours  intervals  for  five  doses,  making  a total  of  360 
cc.  of  botulinus  antitoxin  administered. 

By  noon,  March  26,  after  this  patient  had  been  in  the 
respirator  about  nineteen  hours,  an  attempt  was  made  to 
remove  him,  but  this  was  met  with  marked  dyspnea  and 
cyanosis  and  respirator  care  was  immediately  resumed.  No 
attempt  was  made  to  stop  the  respirator  on  the  following 
day  as  complete  ophthalmoplegia  and  dysphagia  had  devel- 
oped and  his  general  condition  was  weakened. 

On  March  28  improvement  was  definite  and  the  ocular 
paresis  had  decreased,  so  that  the  respirator  was  stopped  for 
fifteen  minutes  in  the  morning  before  the  patient  requested 
it  to  be  resumed  because  of  fatigue.  The  same  evening  he 
was  given  an  enema  and  removed  from  the  respirator  for  a 
period  of  twenty  minutes.  During  the  night  he  was  reported 
to  be  in  shock  with  rapid,  soft  pulse,  pallor  and  sweating 
which  were  relieved  by  epinephrine  and  morphine. 

By  the  morning  of  March  29  serum  sickness  was  evident 
with  urticaria  and  edema  of  lips  and  eyes;  this  was  satis- 
factorily controlled  by  the  above  mentioned  regime,  but  at 
1 p.  m.  his  condition  was  worse,  with  pallor,  weak  pulse  and 
cyanosis  so  that  neosynephrin,  coramine  and  oxygen  were 
administered  with  improvement.  During  the  next  two  days 
improvement  was  progressive  and  he  was  returned  to  King 
County  Hospital  by  ambulance  (March  31),  where  respira- 
tor therapy  was  continued  for  another  six  days  with  gradual 
decrease  in  the  volume  exchange  of  the  machine.  Conval- 
escence was  uneventful  from  then  on,  and  this  patient  was 


discharged  from  the  hospital  twenty-six  days  after  admis- 
sion with  weakness  and  weight  loss  as  his  only  apparent 
residual  evidence  of  his  harrowing  experiences. 

Case  3.  Male,  age  60,  admitted  to  hospital  9 a.m.,  March 
27,  one'hundred  and  sixteen  hours  after  the  ingestion  of  a 
full  serving  of  the  above  mentioned  dinner.  He  gave  a his- 
tory of  onset  of  symptoms  of  diplopia  and  weakness  of  the 
legs  thirty-eight  hours  after  the  ingestion  of  the  toxic  food; 
this  was  followed  by  dysarthria  the  following  day  and  dys- 
phagia on  the  day  of  admission.  In  physical  findings  it  was 
noted  that  he  had  a bilateral  blepharoptosis,  weakness  of 
all  extraocular  muscles  with  vertical  and  horizontal  nystag- 
mus. The  tongue  was  dry  and  the  throat  coated  with  thick 
mucus.  A positive  Rhomberg  sign  was  present.  Dysarthria 
was  marked  and  dysphagia  only  slight. 

He  received  100  cc.  of  antitoxin  intravenously  in  divided 
50  cc.  doses  as  above  administered,  and  an  equal  quantity 
intravenously  the  following  day.  This  patient  was  comfort- 
able during  the  following  five  days  with  no  apparent  prog- 
ress of  symptoms  until  April  2,  when  he  was  having  more 
difficulty  swallowing  and  regurgitated  fluids  through  his 
nose,  complained  of  feeling  weaker  and  was  desensitized. 
Another  25  cc.  of  antitoxin  given  intramuscularly  in  antici- 
pation of  further  developments.  His  condition  slowly  im- 
proved from  this  date  on,  and  he  was  discharged  in  good 
condition  on  April  28,  thirty-two  days  after  admission. 

Case  4.  Male,  age  39,  admitted  to  hospital  March  24, 
1939,  at  11  a.m.,  forty-two  hours  after  ingestion  of  a serv- 
ing of  food  from  which  he  had  removed  the  peas  and  car- 
rots because  of  their  sour  taste,  but  stated  that  the  potatoes 
he  ate  were  definitely  tainted  with  the  juice  from  these 
vegetables.  H gave  a history  of  onset  of  blurred  vision  and 
dizziness,  starting  thirty-eight  hours  after  the  ingestion  of 
the  toxic  food.  At  the  time  of  admission  he  manifested 
horizontal  nystagmus,  right  blepharoptosis  and  paresis  of 
the  right  lateral  rectus  muscle  with  diplopia  on  looking  to 
the  right,  with  associated  mydriasis  and  photophobia. 

He  received  60  cc.  of  antitoxin  on  the  first  night  as  did 
the  other  five  first  admitted,  and  was  given  another  50  cc. 
intravenously  the  following  morning,  but  since  his  symp- 
toms and  findings  remained  stationary  and  his  history  of 
small  food  intake  was  recorded,  he  was  given  no  more  anti- 
toxin that  day.  The  following  morning,  March  26,  he  was 
given  another  10  cc.  of  antitoxin  intramuscularly  in  order 
to  prevent  sensitivity,  as  the  other  cases  admitted  at  the 
same  time  were  showing  such  marked  progress,  with  two 
deaths  already  recorded.  He  required  no  further  specific 
therapy  and  progressed  to  an  uneventful  convalescence  ex- 
cept for  a moderately  severe  serum  sickness  with  urticaria, 
angioneurotic  edema  and  arthritis  which  responded  satis- 
factorily to  ephedrine  sulphate  and  epinephrine.  He  was 
discharged  in  good  condition  on  April  11,  eighteen  days 
after  admission. 

Postmortem  examinations  were  done  on  the  five 
fatal  cases  and  atelectasis  was  the  only  noteworthy 
gross  and  microscopic  finding  reported.  These 
changes  were  of  varying  degrees  and  involved  the 
posterior,  inferior  lung  fields  as  a result  of  the  im- 
paired respiratory  exchange  and  mucous  obstruc- 
tion. 

The  Seattle  city  health  department  investigated 
the  epidemiology  of  this  outbreak  of  botulism,  and 
recovered  the  food  which  had  been  discarded  from 
the  plates  of  some  of  these  men.  Clostridium  botu- 
linum  was  isolated  from  the  mixture  of  peas  and 
carrots  and  proven  to  be  type  B by  cultural  charac- 
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teristics  and  by  animal  inoculation  and  immuniza- 
tion of  the  toxin  formed  during  anaerobic  growth. 

CONCLUSIONS 

From  our  experience  in  treating  these  sixteen 
cases  of  botulism  with  a mortality  of  30.25  per 
cent,  we  feel  that  botulinus  antitoxin  is  imperative, 
regardless  of  the  duration  of  the  symptoms  or  the 
time  elapsed  from  the  ingestion  of  the  toxigenic 
food.  Furthermore,  we  are  convinced  that  large  ini- 
tial intravenous  doses  of  antitoxin  diluted  in  glu- 
cose-saline with  epinephrine  added,  and  followed 
by  intramuscular  injections  at  repeated  intervals,  is 
the  method  of  choice  of  administration,  the  total 
quantity  of  antitoxin  depending  upon  the  severity 
of  the  intoxication  and  the  apparent  response  to 
therapy  as  noted  by  the  clinical  course.  Undoubt- 
edly purified  type  specific  antitoxin  would  be  pref- 
erable to  the  unpurified  mixed  antitoxin  which  we 
have  used,  but  in  our  series  uncontrollable  reactions 
and  serum  sickness  were  not  encountered. 

Seven  of  these  sixteen  patients  developed  respira- 
tory paresis  to  the  degree  of  requiring  artificial  res- 
piration by  means  of  the  respirator.  Of  these  one 
refused  to  be  placed  in  the  respirator  and  expired, 
four  others  who  were  in  the  respirator  for  varying 
periods  expired,  and  two  made  a complete  recovery. 
Our  impression  gained  here  is  that  early  arrange- 
ments should  be  made  for  respirators  and  the  ap- 
paratus should  be  brought  to  the  patient  rather 
than  the  patient  being  transported,  as  his  already 
weakened  condition  is  aggravated  by  such  man- 
ipulation. We  are  certain  that  the  life  of  case  2 
was  absolutely  dependent  upon  the  artificial  res- 
piration so  administered. 

From  this  report  it  would  appear  that  the  case 
mortality  in  botulism  should  be  reduced  from  its 
former  standard  of  60  to  70  per  cent  to  a level  of 
30  per  cent  or  under  by  the  early  administration  of 
a concentrated  program  of  therapy  as  above  de- 
scribed. Close  observation  of  these  patients  for 
clinical  evidence  of  progress  of  the  disease  is  essen- 
tial, and  the  appearance  of  severe  toxicity  mani- 
fested by  dysarthria,  dysphagia,  dyspnea,  cyanosis, 
atelectasis  or  persistent  vomiting  should  be  con- 
sidered as  grave  prognostic  signs. 

SUMMARY 

1.  Botulism  is  an  intoxication  rather  than  an 
infection,  and  the  toxin  exhibits  strict  specificity 
in  neutralization  with  antitoxin  produced  against 
it  in  the  animal  body. 

2.  The  mode  of  action  of  botulinus  toxin  is  an 
unstable  blocking  of  nerve  impulses  on  the  para- 


sympathetic nerve  endings  and  at  the  myoneural 
junction  of  the  motor  nerves. 

3.  Botulinus  antitoxin  is  imperative  in  the  treat- 
ment of  botulism  and  should  be  administered  in 
large  intravenous  doses,  followed  by  smaller  intra- 
muscular injections  at  repeated  intervals  over  a 
prolonged  period. 

4.  The  respirator  is  indispensable  in  the  treat- 
ment of  the  more  toxic  cases  with  respiratory  pare- 
sis, and  should  be  available  and  used  with  the  early 
appearance  of  increasing  toxicity. 

5.  With  a concentrated  program  of  therapy  the 
case  mortality  in  botulism  should  be  decreased  from 
its  former  60  to  70  per  cent  level  to  30  per  cent  or 
less. 

In  conclusion  I wish  to  express  my  gratefulness 
to  K.  K.  Sherwood,  M.D.,  acting  chief  of  the  medi- 
cal service,  whose  constant  attention  and  advice  so 
greatly  aided  in  the  treatment  of  these  patients. 

THYMIC  ASTHMA 
W.  M.  Whitehead,  M.D. 

JUNEAU,  ALASKA 

The  function  of  the  thymus  gland  is  not  known. 
Coe  offers  a possibility  that  one  of  the  functions  is 
to  inhibit  respiration  before  birth.  Some  think  the 
thymus  has  a definite  effect  upon  fertility.  Others 
think  there  is  a definite  relationship  between  hyper- 
plasia of  the  thymus  gland  and  myasthenia  gravis. 
Whatever  its  functions  may  be,  we  do  know  that 
often  ill  effects  are  obtained  from  an  abnormal  thy- 
mus gland.  The  distance  between  the  manubrium 
stemi  and  vertebral  column  in  an  infant  of  one 
year  is  about  3 cm.,  so  it  is  easy  to  understand  how 
an  enlarged  thymus  gland  may  induce  what  is 
called  “thymic  tracheostenosis.” 

There  appear  to  be  three  groups  of  cases  caused 
from  hyperplasia  of  the  thymus: 

1.  Thymic  stridor.  This  condition  is  congenital 
or  develops  soon  after  birth,  aggravated  by  crying 
and  coughing  and  noticeable  in  inspiration  as  well 
as  expiration. 

2.  Thymic  asthma  or  Kopp’s  asthma.  This  is  an 
exaggerated  and  more  persistent  form  of  the  stri- 
dor. There  has  been  much  dispute  as  to  the  exist- 
ence of  this  form,  but  there  have  been  cases  with 
complete  relief  following  thymectomy  and  in  this 
paper  will  be  reported  a case  of  relief  from  the  use 
of  ice  packs. 

3.  Status  thymicolymphaticus.  This  is  a lymph- 
adenoid  hyperplasia  of  the  thymus,  together  with 
increase  of  the  lymphadenoid  tissue  throughout  the 
body.  This  condition  is  never  diagnosed  until  death 
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has  occurred.  It  is  said  to  be  associated  with  a lia- 
bility to  sudden  death.  For  this  reason  its  discovery 
at  postmortem  has  often  been  used  as  a convenient 
excuse  to  explain  death  under  an  anesthetic. 

CASE  REPORT 

R.  S.  K.,  age  thirteen  months.  Was  admitted  to  Bishop 
Rowe  General  Hospital,  Wrangell,  Alaska,  May  4,  1935. 
Mother  stated  that  she  had  been  sick  for  one  day  with  la- 
bored respirations  and  difficulty  in  swallowing. 

On  admission  at  1:30  p.  m.,  rectal  temperature  was  101°, 
pulse  160  per  minute,  respirations  50  per  minute  and  very 
labored.  The  child  was  extremely  listless  and  cyanotic. 
Fluoroscopic  examination  of  chest  was  negative.  Leukocyte 
count  was  10,000.  Percussion  and  auscultation  revealed  no 
abnormality  over  the  thymus.  There  were  many  peculiar 
sounds  in  the  chest  which  were  hard  to  differentiate  due  to 
the  rapid  respirations.  A tentative  diagnosis  of  asthma  and 
bronchitis  was  made. 

Small  doses  of  adrenalin  were  given  at  three  hour  inter- 
vals without  relief.  Compound  tincture  of  benzoin  was  used 
steadily  as  inhalation  and  oxygen  given  without  relief.  At 
midnight  morphine  sulphate  gr.  1/16  and  atropine  sulphate 
given  without  relief  of  restlessness,  labored  respirations  or 
cyanosis. 

By  3 a.  m.  of  May  5 it  seemed  as  if  the  little  girl  was 
about  ready  to  pass  on.  It  entered  my  mind  that  this  might 
be  a suddenly  enlarged  thymus,  and  if  ice  would  take  the 
swelling  out  of  other  things,  why  would  not  it  reduce  an 
enlarged  thymus,  so  the  neck  and  upper  chest  were  literally 
packed  in  crushed  ice.  Within  five  minutes  she  was  breath- 
ing much  easier.  Ice  was  continued  until  8 a.  m.,  a period 
of  five  hours,  and  at  this  time  patient  was  resting  much 
easier  and  sleeping  naturally.  By  night  temperature  was 
100°,  respirations  and  pulse  were  still  rapid  but  patient  was 
taking  good  quantities  of  milk,  water  and  orange  juice.  May 
6 temperature  was  normal  and  patient  acted  as  a normal 
baby  of  thirteen  months.  Discharged  from  hospital  May  8. 

COMMENT 

I saw  this  little  girl  in  July,  1939,  and  the  mother 
stated  that  she  was  all  right  except  when  she  caught 
cold.  For  two  years  she  applied  ice  to  upper  chest 
over  thymus  with  relief,  whenever  her  respirations 
became  labored.  For  the  last  two  years  she  has 
not  used  anything  as  her  attacks  were  very  light 
and  colds  were  not  so  often.  There  was  no  evidence 
of  myasthenia  gravis. 

Had  this  little  girl  had  a thymectomy  or  irradia- 
tion she  probably  would  never  have  had  any  more 
trouble.  Thymic  states  are  not  easily  diagnosed 
and  one  can  be  easily  misled  by  roentgenogram  and 
physical  examinations  of  an  enlarged  thymus. 

SUMMARY  AND  CONCLUSIONS 

1.  A case  of  thymic  asthma  is  presented  with  re- 
lief of  symptoms  from  the  use  of  continuous  ice 
packs  to  the  thymic  area. 

2.  Apparently  there  are  three  groups  of  cases 
caused  from  a hyperplastic  thymus,  namely:  thy- 
mic stridor,  thymic  asthma  and  status  thymico- 
lymphaticus. 

3.  Do  not  be  misled  by  roentgenogram  and  phys- 
ical examinations  of  a thymic  patient. 


IMPROVED  RADIOGRAPHIC  TECHNIC  FOR 
VISUALIZING  ODONTOID  PROCESS 
Roger  Anderson,  M.D. 
and 

Ernest  Burgess,  M.D. 

SEATTLE,  WASH. 

Demonstration  of  presence  or  absence  of  an 
odontoid  fracture  in  suspected  cases  is  most  vital. 
Unfortunately,  it  is  oftimes  difficult  to  definitely 
establish  the  diagnosis  by  roentgenogram.  Mixter 
and  Osgood  state  that  “it  is  difficult  to  determine 
positively  the  integrity  of  the  odontoid.  The  im- 
portance of  this  determination  is,  however,  made 
apparent  by  several  cases  in  which  the  penalty  for 
what  proved  unintelligent  manipulation  has  been 
the  life  of  the  patient.”  Meyerding  comments,  “that 
injured  patients  who  have  pain  in  the  occiput  and 
cervical  portion  of  the  spinal  column  may  require 
careful  and  repeated  roentgenograms  definitely  to 
eliminate  the  possibility  of  a fracture  or  displace- 
ment being  present.” 


Fig.  1.  Photographic  enlargement  of  roentgenogram  of 
odontoid  process  taken  on  dental  film  with  described  tech- 
nic. Patient  was  a 165  pound  adult  who  had  suffered  neck 
injury  in  a fall.  No  fracture  was  present. 

In  conventional  anteroposterior  films  taken  with 
the  mouth  open,  the  odontoid  process  may  be  ob- 
scured by  the  upper  teeth,  maxilla  or  base  of  the 
occiput.  While  the  teeth  can  be  fairly  well  pene- 
trated and  yet  show  the  odontoid,  metal  filling  com- 
monly encountered  in  the  upper  front  teeth  cast  a 
completely  occlusive  shadow.  Oblique  films  in  the 
vertical  plane  so  foreshorten  the  process  as  to  make 
accurate  diagnosis  in  this  view  hazardous.  Oblique 
films  in  the  anteroposterior  plane  are  helpful  when 
seen  stereoscopically.  Unfortunately,  this  view  re- 
quires a rather  complicated  technic.  Lateral  films 
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are  of  little  value  unless  wide  displacement  is  pres- 
ent, a state  incompatible  with  life.  The  Waters’ sinus 
position  is  occasionally  useful,  but  distortion  and 
overlying  radioopaque  structures  somewhat  limit 
its  value. 

Confronted  recently  with  two  cases  of  possible 
odontoid  fracture,  in  which  standard  technics  proved 
inadequate,  we  successfully  utilized  a new  approach 
which,  to  our  knowledge,  is  not  ordinarily  em- 
ployed. Subsequent  search  of  the  literature  revealed 
that  a somewhat  similar  technic  has  been  reported 
before.1 

The  technic  is  as  follows: 

1.  The  nasopharynx  and  throat  are  locally  anes- 
thetized to  remove  the  gagging  reflex  by  swabbing 
the  throat  and  pharynx  with  2 per  cent  butyn.  The 
action  of  this  drug  is  a little  slow,  and  if  speed  is  a 
necessity,  a 4 per  cent  solution  of  cocaine  crystals 
in  water  may  be  used.  A reaction  from  the  latter 
solution  may  have  to  be  controlled  by  the  use  of 
barbituates. 

2.  A folded  tab  of  adhesive  is  fastened  to  the 
back  of  a fast  dental  film;  this  allows  the  film  to  be 
grasped  with  a straight  artery  forcep. 

3.  The  patient  is  placed  in  a sitting  position  look- 
ing directly  forward,  neck  slightly  hyperextended. 

4.  The  roentgen  tube  is  placed  behind  the  patient 
and  centered  directly  over  the  first  cervical  vertebra. 

5.  The  film  is  inserted  into  the  mouth  and  up 
against  the  nasopharynx,  being  held  in  place  with 
the  forcep.  It  should  be  held  well  up  directly  in  the 
midline  at  a right  angle  to  the  direction  of  the  rays. 

6.  The  odontoid  process  is  roentgenized  in  this 
position^. 

Specifications  for  an  adult  of  average  size  are: 

Distance,  20  inches,  tube  to  back  of  neck. 

Film,  lightning  fast  dental  film. 

Time,  second. 

Focal  spot,  small. 

M.  A.,  100. 

K.  V.,  65. 

Suitable  specifications  can  be  developed  for  any 
available  type  of  equipment. 

The  advantages  of  this  new  view  are:  (1)  The 
whole  odontoid  process  is  visualized.  (2)  The  size 
of  the  odontoid  approaches  normal,  due  to  its  close 
proximity  to  the  film.  (3)  Distortion  is  minimized. 
(4)  Radiographs  are  inexpensive  and  simple  to 
take. 

In  conjunction  with  views  taken  by  the  standard 
methods,  this  additional  view  will  improve  the  ac- 
curacy of  diagnosis. 

1.  Fritzsche,  E. : Ueber  die  Frankturen  des  Zahnfort- 
satzes  des  Epistropheus.  Neue  rontgenographische  Dar- 
stellung  der  Processus  odontoideus.  Deutsche  Ztschr.  f. 
Chir.  120:183.  1912. 

tWe  are  indebted  to  Mr.  William  Fray  of  Swedish  Hos- 
pital for  assistance  in  developing  this  technic. 


DIAGNOSIS  OF  SYPHILIS  IN  THE 
NEONATAL  PERIOD* 

Morris  L.  Bridgeman,  M.D. 

PORTLAND,  ORE. 

Congenital  syphilis  is  a term  used  to  mean  that 
the  infant  has  syphilis  which  was  contracted  before 
birth.  The  term  is  incorrect  from  the  standpoint  of 
the  word  congenital,  and  other  terms  such  as  pre- 
natal, and  postnatal  have  been  suggested.  However, 
when  one  speaks  of  congenital  syphilis  to  the  medi- 
cal profession,  the  term  is  understood. 

In  a few  babies  born  with  syphilis,  the  diagnosis 
is  easily  made  on  physical  findings  of  the  infant  at 
birth  or  in  the  symptoms  and  findings  that  may  de- 
velop in  the  early  months.  There  are  snuffles,  skin 
lesions,  eye  lesions,  enlarged  spleen,  enlarged  lymph 
nodes,  malnutrition,  gastrointestinal  disturbances, 
paralysis,  any  of  which  will  arouse  a suspicion. 
However,  only  skin  lesions,  enlarged  spleen  and 
snuffles  are  liable  to  occur  during  the  neonatal 
period.  Roberts  found  clinical  findings  of  syphilis 
in  only  twenty-seven  of  two  hundred  thirty-seven 
syphilitic  infants  at  birth,  whereas  by  clinical  find- 
ings it  could  be  diagnosed  in  82  per  cent  at  the 
age  of  three  months. 

To  establish  the  diagnosis  of  neonatal  syphilis 
one  has  to  depend  upon:  (1)  clinical  evidence,  (2) 
pathologic  examination  of  placenta  and  cord,  (3) 
serologic  evidence  of  parents  and  baby,  (4)  roent- 
gen evidence  of  bones  of  infant. 

Any  of  these  found  positive  would  be  reliable 
evidence  but  not  conclusive.  For  instance,  a rash 
suggestion  of  syphilis  could  not  be  diagnosed  un- 
less supported  by  the  evidence  of  positive  blood. 
Even  the  examination  of  the  cord  and  placenta,  a 
procedure  seldom  carried  out,  would  not  be  con- 
clusive unless  again  supported  by  positive  serology. 
Roentgen  evidence  would  depend  considerably  on 
the  one  who  was  interpreting  the  roentgen  films. 
Any  physical  finding,  viewed  in  the  light  of  the 
practitioner  who  seldom  sees  a syphilitic  rash, 
should  be  backed  up  by  serology  before  any  sugges- 
tion is  made  to  the  parents.  But  the  difficult  ques- 
tion that  comes  to  the  doctor  is  when  the  baby  is 
born  without  any  evidence  of  syphilis  from  a physi- 
cal standpoint  but  has  a positive  cord  blood. 

To  read  the  literature  confuses  one,  for  there  are 
advocates  who  would  treat  the  baby  for  syphilis 
whenever  a positive  cord  serology  is  obtained.  Oth- 
ers would  observe  the  serology  to  note  whether 
there  is  a gradual  fading  of  the  reaction.  Whether 

♦ From  Department  of  Pediatrics,  University  of  Oregon 
Medical  School. 
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we  are  to  condemn  all  children  born  to  syphilitic 
parents  as  syphilitic  or  whether  we  are  going  to 
try  and  segregate  the  ones  that  are  known  to  have 
syphilis  seems  to  be  the  argument. 

One  must  be  visionary  in  his  viewpoint.  A baby 
condemned  as  a syphilitic  some  day  might  want  to 
marry  and  it  would  be  a sad  thing  if  this  child  were 
judged  incorrectly. 

Since  the  opening  of  the  Syphilitic  Department 
for  Children  and  Infants  there  have  been  seven 
babies  reported  who  had  serums  that  were  positive 
by  the  Kolmer  and  Kahn  tests.  Of  these,  four  have 
cleared  and  remained  negative,  even  though  they 
were  never  treated.  The  other  three  have  disap- 
peared. 

Those  who  argue  for  treatment  in  all  cases  would 
say  that  treatment,  and  syphilitic  treatment  is  not 
without  danger,  is  wrong  when  one  considers  all  its 
applications: 

1.  The  child  grows  up  to  a normal  individual 
and  has  a syphilitic  history. 

2.  The  psychologic  problems  that  arise  in  a fam- 
ily knowing  their  child  is  syphilitic  and  that  they 
are  the  cause. 

3.  The  fact  that  a fair  percentage  escape  all 
active  infection  and  become  permanently  free  from 
congenital  syphilis. 

With  these  considerations  it  is  interesting  to  pre- 
sent the  history  of  an  infant  that  was  studied,  fol- 
lowing her  birth. 

J.,  born  July  2,  1938,  was  discovered  to  have  a four  plus 
cord  Wassermann.  An  examination  made  at  the  time  re- 
vealed no  evidence  of  any  syphilitic  stigmata.  The  child 
was  very  healthy  appearing  and  roentgenogram  revealed  no 
evidence  of  syphilis  of  the  bones. 

Serology  done  on  the  child’s  blood  five  days  following 
birth  revealed  the  blood  to  be  four  plus.  A later  test  in  the 
hospital  revealed  three  plus  and  less  in  Kolmer  and  four 
plus  Kahn.  On  July  22,  twenty  days  after  birth,  a physical 
examination  of  the  baby  was  normal  and  the  serologic  re- 
port was  Kolmer 

0.1  3 plus 

0.05  1 plus 

0.025  0 

0.005  0 

0.0025  0 

Kahn,  three  plus 

At  the  age  of  one  month  the  Kolmer  and  Kahn  were  neg- 
ative. Two  weeks  later  the  child  was  reported  to  be  doing 
well.  She  was  examined  at  two  months  and  found  to  be 
normal.  On  September  26  she  was  brought  to  the  office 
with  a definite  papular  pustular  syphilitic  rash  and  the 
serology  was  four  plus  in  all  antigens.  The  baby  was  placed 
on  treatment  immediately  and  the  parents  cooperated  very 
well  by  returning  regularly.  She  is  now  around  one  year  of 
age  and  has  been  treated  actively  since  the  onset  of  the 
syphilitic  rash.  The  serology  is  negative  and  the  child  is  in 
good  state  of  nutrition  and  health. 

There  are  many  things  to  consider  from  this  case. 
First,  when  was  the  infection  acquired  and  how? 
Is  this  prenatal,  acquired,  postnatal  or  conatal?  No 


attempt  will  be  made  to  answer  these  questions. 
The  second  thing  is,  should  the  child  have  been 
treated  early?  If  she  had,  the  disease  would  not 
have  developed  into  a rash  and  the  false  security 
of  early  negative  serology  might  have  made  us  be- 
lieve the  child  was  responding  very  quickly  to  treat- 
ment. The  fact  is  that  the  parents  of  this  baby  will 
definitely  know  that  this  child  had  syphilis,  was 
actively  treated  for  it,  and  that  it  may  be  cured 
serologically  and  clinically.  This  is  the  seventh 
baby  that  has  been  followed  with  four  plus  cord  re- 
action, in  whom  there  was  no  physical  evidence  of 
the  disease  and  this  is  the  first  one  that  has  shown 
evidence  of  the  disease  later. 

After  one  year  of  treatment  the  baby  is  serologi- 
cally negative,  the  physical  examination  is  nega- 
tive, and  though  the  treatment  is  to  be  continued, 
we  feel  that  the  child  will  be  cured  serologically 
and  clinically. 

No  attempt  will  be  made  to  list  several  cases 
from  the  outpatient  department  who  had  positive 
serology  at  birth  with  no  physical  evidence  and 
who  were  followed  for  over  a year  and  found  to  re- 
main negative  after  the  first  month  of  life  with  no 
treatment.  It  is  our  feeling  that  all  four  plus  cord 
Wassermann  reports  should  be  carefully  followed, 
that  repeated  serology  should  be  run  and  roentgen- 
ograms of  the  long  bones  taken  to  prove  the  pres- 
ence or  absence  of  an  active  syphilis. 

SUMMARY 

An  attempt  has  been  made  to  show  that  there  is  a 
variation  of  opinion  as  to  the  treatment  of  a baby 
born  with  a four  plus  cord  Wassermann.  A case 
history  is  presented  of  such  a child  who  cleared 
gradually  to  negative  at  two  months  and  who  at 
two  and  one-half  months  had  a definite  syphilitic 
rash.  Treatment  of  this  baby  has  produced  a nega- 
tive serology  and  evidence  of  a healthy  child. 


EFFECT  OF  BILE  SALTS  ON  BILE  ACIDITY 
David  Metheny,  M.D. 

SEATTLE,  WASH. 

In  June,  1939,  during  a gallbladder  operation, 
the  bile  from  the  gallbladder  was  sent  to  the  lab- 
oratory for  examination,  which  reported  an  acidity 
of  sixty  degrees.  Gallbladder  bile  is  not  supposed  to 
have  an  acidity  of  more  than  twenty  degrees.  As 
this  patient  had  received  considerable  bile  salts  in 
preoperative  preparation,  I wondered  if  the  admin- 
istration of  bile  salts  could  have  any  effect  on  the 
acidity  of  human  bile. 

I was  able  to  obtain  bile  from  the  “T”  tube 
that  had  been  placed  in  the  common  duct  of  two 
patients.  Phenolphthalein  was  used  as  the  indicator 
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and  it  was  titrated  against  one-tenth  normal  so- 
dium hydroxide. 

Mr.  C.  had  a stoneless  gallbladder  removed  and  a “T” 
tube  placed  in  the  common  duct  on  June  IS,  1939.  The  fol- 
lowing chart  gives  the  titration  results:  June  27,  18.0° ; June 
28,  14.0°;  June  29,  20.0°;  June  30,  13.8°;  June  31,  20.0°; 
Average,  17.0°. 

June  2,  bile  salts  started;  grains  six,  three  times  daily  were 
administered  and  the  following  titration  results:  July  3, 
23.4°;  July  5,  26.8°;  July  6,  25.4°;  July  7,  18.0°;  July  8, 
20.0° ; Average,  22.7°. 

Mrs.  P.  had  her  gallbladder  removed  and  a -‘T”  tube 
placed  in  the  common  duct  on  June  26,  1939.  The  following 
chart  gives  the  titration  results:  July  4,  12.4°;  July  6,  8.0°; 
July  7,  6.0° ; July  10,  12.4° ; Average,  9.7°. 

July  10,  bile  salts  started,  grains  six,  three  times  daily 
were  administered,  and  the  following  titration  results: 
July  11,  12.4°;  July  12,  17.6°;  July  13,  19.2°;  July  14, 
20.8°;  July  IS,  19.6°;  July  17,  20.0°;  July  18,  18.4°; 
July  19,  22.0°;  July  20,  16.8°;  July  21,  18.6°;  July  22, 
19.0° ; Average,  18.6°. 

Bile  salts  were  discontinued  July  22,  with  the  following 
titration  results:  July  24,  11.6°;  July  2S,  16.6°;  July  26, 
14.8°;  July  27,  19.0°;  July  28,  15.0°;  Average,  15.4°. 

It  would  appear  that  the  administration  of  bile 
salts  by  mouth  has  an  almost  immediate  response 
in  increasing  the  acidity  of  human  bile  as  collected 
postoperatively  through  a “T”  tube.  It  would  also 
appear  that  the  withdrawal  of  bile  salts  tends  to 
lower  the  acidity  in  one  case. 


MOTOR  DISTURBANCES  OF  GASTRO- 
INTESTINAL TRACT 
C.  E.  Hagyard,  M.D. 

SEATTLE,  WASH. 

Gastrointestinal  symptoms  are  for  the  most  part 
due  to  motor  disturbances  of  the  gastrointestinal 
tract.  Alvarez,  in  enunciating  his  “gradient  theory,” 
called  attention  to  the  delicately  adjusted  neuro- 
muscular control  of  this  tract.  More  than  thirty 
years  ago,  Keith  noted  the  frequency  of  symptoms 
and  impaired  function  in  certain  segments  such  as 
the  cardia,  pylorus,  jejunoduodenal  junction,  ilio- 
cecal  ring  and  sphincter  ani.  Recently  severe  upper 
abdominal  colic  has  been  found  to  be  due  to  spasm 


of  the  sphincter  of  Oddi.  A vast  amount  of  suffer- 
ing and  chronic  invalidism  has  as  a basis  irritation, 
spasticity  and  altered  function  of  the  colon.  At- 
tempts to  correct  this  trouble  by  means  of  cathar- 
tics and  roughage  has  but  increased  the  trouble.  A 
considerable  number  of  these  patients  are  endowed 
with  a hypersensitive  autonomic  nervous  system. 
Add  to  this  a chronic  irritation  or  inflamed  mucous 
membrane  and  they  develop  much  abdominal  dis- 
comfort. These  sufferers  after  a series  of  medical 
and  surgical  experiences,  through  frustration  and 
confusion,  often  become  hopeless  neurotics. 

Treatment  of  these  patients  is  difficult.  An  exam- 
ination so  thorough  as  to  obtain  the  patient’s  con- 
fidence, positive  assurance  of  the  absence  of  more 
serious  conditions  and  a definite  plan  of  systematic 
rehabilitation  are  necessary.  Bland  diets,  properly 
prescribed,  become  monotonous  and  are  often  in- 
adequate. This  has  resulted  in  a great  variety  of 
canned  and  packaged  foods,  expensive  and  far  from 
satisfactory.  Cooking  and  straining  fruits  and  vege- 
tables reduce  their  irritating  properties  but  often 
at  the  expense  of  palatibility  and  vitamin  efficiency. 

Recently  an  apparatus  has  been  devised  that 
promises  to  solve  some  of  these  dietary  problems,* 
as  it  will  provide  a wide  variety  of  fresh  fruits  and 
vegetables  in  a nonirritating  form.  It  will,  in  a few 
minutes,  transform  raw  or  cooked  fruits  and  vege- 
tables into  a smooth  homogenous  impalpable  liquid, 
retaining  not  only  the  palatibility  of  the  fresh 
product,  but  by  greatly  improving  assimilibility  in- 
crease the  vitamin,  mineral  and  other  nutritional 
efficiency.  Photomicrographs  of  such  vegetables  as 
spinach  or  raw  carrots  subjected  to  this  process 
demonstrate  a microscopic  fineness  that  in  compari- 
son show  strained  or  sieved  vegetables  to  be  very 
coarse  (figs.  1,  2,  3).  Thus  processed,  our  patients 
may  enjoy  drinking  a fresh  vegetable  salad  or  their 
“apple  a day.” 

*The  Chester  Vitamlzer. 


Fig.  1.  Cellular  structure  spinach 


Fig.  2.  Sieved  spinach  (16  mesh) 


Fig.  3.  Vitamized  spinach 
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MEDICAL  NOTES 


Health  Officers  Meet.  The  annual  conference  of  Ore- 
gon Health  Officers  Association  was  held  in  Portland,  Sep- 
tember 1-2.  The  Health  Association,  an  affiliate  of  the 
league  of  Oregon  cities,  met  jointly  with  the  City  and 
County  Health  Officers  Association.  The  meeting  was  pre- 
sided over  by  Vernon  A.  Douglas,  Marion  County  health 
officer.  The  following  officers  were  elected  to  head  the  Asso- 
ciation of  City  and  County  Health  Officers:  Peter  H. 
Rozendol,  Klamath  Falls,  President;  D.  R.  Rich,  La 
Grande,  First  Vice-president;  Walter  H.  Macdougal,  Os- 
wego, Second  Vice-president;  A.  Edward  Bostrom,  Port- 
land, was  reelected  Secretary-Treasurer. 

Hamilton  A.  Anderson  of  the  staff  of  the  Council  on 
Medical  Education  and  Hospitals  of  American  Medical  As- 
sociation was  in  Portland  September  18.  He  met  with  the 
committee  of  Oregon  State  Medical  Society  on  postgrad- 
uate medical  education  to  discuss  this  problem  in  its 
broader  aspects.  Ways  and  means  of  developing  this  pro- 
gram were  the  main  topics  considered  and  Dr.  Anderson 
urged  the  committee  to  make  use  of  whatever  facilities 
and  data  the  Council  on  Medical  Education  had. 

Health  Office  Appointments.  J.  Edward  Dehne,  for- 
merly of  Astoria,  has  been  named  health  officer  for  Coos 
county.  He  succeeds  Leslie  Porter  who  returns  to  Eugene, 
where  he  will  be  associated  with  the  University  of  Oregon 
Health  Service.  Harold  M.  Erickson,  health  officer  for 
Wasco  county,  has  been  granted  a leave  of  absence  for  a 
year’s  study  at  Johns  Hopkins.  His  place  will  be  filled  by 
J.  C.  Haldeman. 

Adolph  Weinzirl,  Health  Officer  for  Portland,  will  at- 
tend the  meeting  of  the  American  Public  Health  Associa- 
tion at  Pittsburg  in  October.  One  of  his  duties  at  this  con- 
vention will  be  to  plead  the  cause  of  Portland  as  the  meet- 
ing place  for  the  1940  American  Public  Health  Association 
Convention. 

Hospital  Bought.  The  Jacksonville  Sanitarium  was  re- 
cently purchased  from  Mrs.  Effie  Wichman  by  Mr.  and 
Mrs.  O.  M.  Kessler  who  came  to  Oregon  from  Phoenix, 
Arizona.  After  renovation,  the  hospital  will  be  reopened 
under  the  name  of  Rogue  River  Sanatarium. 

Klamath  County  Gets  Infirmary.  Klamath  County 
awarded  a contract  in  mid-September  for  construction  of 
a new  county  infirmary.  Plans  call  for  a central  building 
and  three  cottages.  Present  contract  is  for  $30,000.  The  bal- 
ance of  the  total  cost  of  $46,790  will  be  contracted  for  after 
the  money  is  made  available  in  the  1940  budget. 


Hospital  Renovation  In  Order.  Plans  for  renovation 
and  alteration  of  Josephine  County  Hospital  have  been 
drawn  up  and  bids  will  be  accepted  up  to  October  3. 

Charles  E.  Hunt,  President  of  Oregon  State  Medical 
Society,  spoke  over  station  KORE  on  September  13.  The 
subject  of  his  address  was,  “Health  Insurance  and  Your 
Private  Physician.” 

Locations.  Charles  H.  Law  of  Elgin  has  retired  and  his 
practice  will  be  taken  over  by  Ivan  Bennett  also  of  Elgin. 
G.  S.  Newsom  of  Klamath  Falls  has  moved  to  Philomath. 
Robert  W.  Sleeter,  son  of  the  late  Robert  W.  Sleeter,  has 
returned  to  his  home  town  of  Medford  to  practice.  He 
graduated  from  the  University  of  Oregon  Medical  School 
in  1937  and,  following  a California  internship,  attended 
the  Postgraduate  School  of  Medicine  at  University  of 
Pennsylvania. 

Gifford  Seitz  has  started  practice  in  Portland  in  asso- 
ciation with  Albert  Holman.  Dr.  Seitz  graduated  from 
University  of  Oregon  Medical  School  in  1932,  had  his  in- 
terneship  at  Johns  Hopkins  and  residency  at  Duke  Uni- 
versity Hospital. 

F.  J.  Epenter  has  opened  offices  in  Harrisburg.  Dr. 
Epenter  had  previously  been  in  practice  in  Denver,  Iowa. 

Wedding.  F.  H.  Damasch  and  Mrs.  Maja  Allen  of  Port- 
land were  married  September  3. 


OBITUARIES 


Dr.  William  Wells  Brand  of  Portland,  Ore.,  died 
August  27,  aged  71.  He  was  born  in  Marysville,  Missouri, 
February  12,  1868.  After  teaching  school  in  Whitman 
County,  Washington,  he  returned  to  St.  Joseph,  Missouri, 
and  entered  Ensworth  Medical  College,  where  he  graduated 
in  1899.  He  practiced  in  Rosalia,  Washington,  from  1900 
to  1916.  He  served  with  the  army  medical  corps  during  the 
World  War  and  following  his  service  practiced  in  Prosser, 
Washington.  He  retired  a few  years  ago  and  moved  to 
Portland,  where  he  made  his  home  with  his  son,  John  W. 
Brand. 

Dr.  E.  N.  Bywater,  Grants  Pass,  died  September  11, 
1939,  following  a long  illness,  at  the  age  of  62.  He  grad- 
uated from  State  University  of  Iowa  College  of  Homeo- 
pathic Medicine  in  1903  and  has  practiced  in  Oregon  for 
about  thirty  years.  He  has  not  been  in  active  practice 
for  the  last  several  years. 

Dr.  Charles  Billington  died  in  September  at  Madison, 
Wisconsin,  at  the  age  of  68.  He  was  graduated  from  Bos- 
ton University  School  of  Medicine  in  1903  and  practiced  in 
Reedsport  from  1920  to  1932.  He  retired  at  that  time. 


Hospital  Improvements  Approved.  Improvements  to 
Eastern  Oregon  State  Hospital,  Pendleton,  aggregating  a 
cost  of  $67,997.92,  have  been  approved  by  the  State  Board 
of  Control. 
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SOCIETY  MEETINGS 


Lane  County  Medical  Society.  The  first  fall  meeting 
of  Lane  County  Medical  Society  was  held  September  17 
in  Cottage  Grove.  Conrad  Loehner  of  Salem  gave  the 
principal  address  on  the  topic,  “Barbiturates  and  Hyp- 
notics.” The  meeting  was  presided  over  by  President  E.  D. 
Furrer  of  Eugene. 

Jackson  County  Medical  Society  resumed  its  meet- 
ings after  the  summer  recess  on  September  13.  The  meet- 
ing was  held  in  Ashland  and  W.  H.  Heckman  gave  the 
paper  of  the  evening. 


THE  ANNUAL  MEETING 


The  Sixty-fifth  Annual  Meeting  of  Oregon  State  Medi- 
cal Society,  held  at  Hotel  Gearhart,  September  6-9,  was 
important  from  two  standpoints.  In  the  first  place,  the 
House  of  Delegates  discussed  at  some  length  the  problem 
of  postgraduate  medical  education  and  also  our  public  rela- 
tions policy;  this  all  in  addition  to  the  usual  matters  which 
come  before  the  House.  In  the  second  place,  the  scientific 
presentations  of  the  guest  speakers  and  the  members  of  the 
Society  were  well  supplemented  by  the  scientific  and  tech- 
nical exhibits.  Any  remaining  time  was  devoted  to  social 
and  recreational  adventures,  to  which  pursuits  Gearhart 
lends  itself  particularly.  The  minutes  of  the  meetings  of  the 
House  of  Delegates  will  be  published  in  full  at  a later  date 
and  all  members  of  the  profession  should  give  them  careful 
consideration  and  thought. 

The  discussions  of  postgraduate  education  and  public  re- 
lations might  best  be  described  as  a preparation  for  future 
advancement  in  these  fields.  The  soil  was  well  turned  over 
by  deep  plowing  and  rendered  suitable  for  planting  by 
discing  and  harrowing.  The  impression  should  not  be  gained 
that  any  planting  was  done,  and,  therefore,  we  cannot  ex- 
pect a harvest  this  fall  or  next  spring. 

Those  attending  the  meetings  of  the  House  of  Delegates 
when  these  problems  were  being  discussed  showed  a deep 
interest  and  it  was  gratifying  to  learn  how  many  men  were 
willing  to  cooperate  in  this  endeavor.  This  is  particularly 
true  of  the  wholehearted  support  pledged  by  R.  B.  Dille- 
hunt  for  the  medical  school  and  by  Thomas  D.  Robertson, 
President  of  the  Alumni  Association  of  the  University  of 
Oregon  Medical  School.  Elsewhere  in  this  section  will  be 
found  a presentation  of  some  of  the  problems  involved  in 
postgraduate  education. 

There  can  be  no  doubt  that  there  is  strong  need  for 
improving  our  relations  with  the  public  and  it  was  pointed 
out  by  Charles  E.  Sears  that  the  beginning  point  is  the 
recognition  that  we  are  in  a social  revolution  and  the  sooner 
we  recognize  it  and  adapt  our  policies  to  such  change,  the 
quicker  we  will  have  peaceful  relations  with  the  public. 
No  specific  action  was  taken  on  this  but  the  problem  was 
referred  to  the  Delegates  to  be  carried  to  their  respective 
societies  for  discussion  and  action  this  year.  The  report  of 
the  Committee  on  Postgraduate  Education  was  adopted 
and  the  committee  was  authorized  to  proceed  with  plans 
for  developing  a program  with  the  cooperation  of  a com- 
mittee from  University  of  Oregon  Medical  School  and  the 
Alumni  Association. 

From  the  scientific  side,  the  guest  speakers  each  presented 


his  subjects  in  such  a way  that  it  could  well  be  termed 
postgraduate  education.  Given  ample  time  to  develop  the 
subjects,  each  speaker  brought  to  the  society  helpful  in- 
struction in  his  chosen  field.  The  society  is  indebted  to 
each  of  the  speakers  who  presented  subjects  which  have 
been  published  in  the  official  program  and  in  this  journal. 

In  addition  to  these  were  the  interesting  reports  and  dis- 
cussions by  society  members  which  rounded  out  in  a big 
way  the  scientific  program.  Each  year  the  scientific  and 
technical  exhibits  improve,  and  this  year  they  were  parti- 
cularly worthwhile  and  interesting.  The  convenient  loca- 
tion made  it  possible  for  everyone  to  see  them  and  the 
enthusiasm  and  attention  of  the  exhibitors  contributed 
greatly  to  the  success  of  the  whole  meeting. 

A word  of  thanks  is  in  order  to  those  who  presented 
scientific  papers  and  to  each  and  every  exhibitor,  but  the 
greatest  thanks  of  all  is  due  our  Secretary,  Morris  L. 
Bridgeman,  who  at  great  sacrifice  of  time  and  energy,  ar- 
ranged this  very  full  program  and  executed  it  in  so  expe- 
ditious a manner. 

The  annual  banquet  struck  a rather  sober  note  after  a 
rather  enthusiastic  start  when  Dr.  Sears  read  from  a 
thought  provoking  article  by  Dr.  Haven  Emerson  on  “Our 
National  Health.”  This  article  should  be  read  by  every 
member  of  the  society  and  should  be  discussed  not  only 
with  his  patients,  but  with  his  friends  because  it  hits  so 
deeply  into  the  heart  of  the  problems  confronting  medi- 
cine today. 

The  meeting  concluded  with  the  Auxiliary  and  the  doc- 
tors’ golf  tournaments.  Mrs.  J.  P.  Brennan  of  Pendleton 
won  the  woman’s  trophy  and  Vern  W.  Miller  of  Salem  won 
the  doctors’  cup,  each  playing  against  a good  field  and  a 
stiff  ocean  breeze. 

The  election  of  officers  proceeded  in  orderly  fashion  with 
the  following  men  taking  office: 

President Charles  E.  Hunt,  Eugene 

President-Elect Karl  H.  Martzloff,  Portland 

First  Vice-President George  E.  Henton,  Portland 

Second  Vice-President F.  L.  Ralston,  La  Grande 

Third  Vice-President F.  K.  Power,  Salem 

Secretary Morris  L.  Bridgeman,  Portland 

Treasurer J.  E.  Buckley,  Portland 

Councilor,  First  District Earl  M.  Anderson,  Portland 

Councilor,  Second  District L.  M.  Spaulding,  Astoria 

Councilor,  Fourth  District E.  R.  Durno,  Medford 

Councilor,  Sixth  District C.  W.  McCain,  Hood  River 

Councilor-at-Large L.  S.  Kent,  Eugene 

Delegate  to  the  American  Medical  Association, 

John  H.  Fitzgibbon,  Portland 
Alternate  Delegate  to  American  Medical  Association, 

Robert  L.  Benson,  Portland 

The  place  of  the  next  annual  meeting  was  not  definitely 
decided.  Several  cities  expressed  a desire  to  have  the  meet- 
ing in  their  communities  in  1940. 


POSTGRADUATE  MEDICAL  EDUCATION 


The  expression,  “postgraduate  medical  education,”  has 
come  to  imply  study  for  educational  purposes  by  physicians 
who  are  in  practice,  and  is  distinguished  from  “graduate 
medical  education”  which  implies  hospital  training  for 
physicians  beyond  their  interne  year.  Common  usage  has 
given  favor  to  these  expressions  which  are  difficult  to  de- 
fend but  which  are  satisfactory  for  the  purpose. 

At  the  recent  State  Convention  at  Gearhart,  much  dis- 
cussion was  given  to  this  subject  by  the  House  of  Delegates 
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and  the  whole-hearted  approval  of  that  body  was  ob- 
tained for  instituting  some  unified  program  for  the  whole 
state.  This  does  not  necessarily  mean  that  there  are  to  be 
more  medical  meetings  for  physicians  to  attend.  If  one  will 
stop  to  consider  the  number  of  meetings  of  county  medical 
societies,  district  medical  societies,  special  conferences, 
northwest  associations,  state  associations,  special  societies, 
regular  hospital  meetings  and  meetings  of  groups  which 
are  not  organized  into  formal  societies,  one  realizes  the  tre- 
mendous amount  of  medical  material  which  is  discussed  in 
any  one  year  in  the  state  of  Oregon. 

It  seems  to  the  writer  that  the  essential  problem  is  to 
simplify  medical  meetings,  rather  than  to  complicate  them 
by  adding  another,  and  it  is  his  belief  that  this  can  be  ac- 
complished through  cooperation  of  the  secretaries  of  the 
county  and  district  associations  and  others,  to  whose  lot  it 
falls  to  arrange  interesting  programs.  This  will  require  a 
great  deal  of  thought  and  coordination,  and  if  diligently 
worked  on  for  a period  of  three  to  five  years,  will  not  only 
simplify  the  number  of  meetings  but  will  add  to  their  gen- 
eral worthwhileness  from  the  standpoint  of  postgraduate 
medical  education. 

In  this  consideration,  it  is  not  the  desire  of  any  one  body 
to  dictate  what  shall  be  studied  or  presented  at  any  medi- 
cal society  meeting,  but  it  is  the  avowed  purpose  of  Oregon 
State  Medical  Society  to  offer  physicians  of  the  state  a 
chance  to  engage  in  concentrated  organized  study.  It  will  be 
necessary  to  arrange  such  programs  of  study  at  times  and 
places  that  are  convenient  to  the  profession  and  they  must 
be  of  such  an  order  that  the  profession  will  want  to  attend. 
Such  programs  will  undoubtedly  be  developed  at  the  medi- 
cal school  in  Portland,  but  there  also  must  be  arrangements 
under  which  programs  can  be  carried  throughout  the  state 
so  that  physicians  can  attend  with  a minimum  loss  of  time 
and  at  a minimum  expense. 

In  such  a program  all  sectional  feeling  must  be  sub- 
merged for  the  common  good  and  all  presentations  must  be 
without  consideration  of  their  advertising  value  or  with  the 
thought  that  this  work  is  an  onerous  duty.  The  total  pro- 
gram undoubtedly  means  that  speakers  from  out  of  the 
state  will  have  to  be  employed  and  in  this  way  the  pro- 
gram of  Oregon  State  Medical  Society  will  find  coordina- 
tion in  the  program  of  American  Medical  Association.  The 
ideal  approach  is  not  evident  and  the  actual  procedure 
is  vague  at  the  present  time,  but  a start  has  been  made. 
Patience,  thought  and  cooperation  will  help  and  if  no  m ire 
than  this  is  developed  in  the  ensuing  year,  the  greatest  sfep 
of  all  will  have  been  taken. 


HOSPITAL  EXCLUSION  OF  CULT 
PRACTITIONERS 


One  of  the  important  questions  which  will  shortly  face 
everyone  in  the  State  of  Oregon  interested  in  progress  in 
the  care  of  sick  and  injured  people  is  the  increasingly 
insistent  demands  of  practitioners  of  various  cult  schools 
to  be  admitted  into  the  hospitals  of  the  state.  The  Com- 
mittee on  Medical  Education  and  Hospitals  of  Oregon  State 
Medical  Society  reported  to  the  House  of  Delegates  at  the 
1939  annual  session  regarding  this  question. 

The  practitioners  of  osteopathy  appear  to  be  most  active 
in  the  campaign  to  secure  the  unlimited  use  of  hospitals  for 
their  practitioners.  The  osteopaths  are  apparently  not  will- 


ing to  wait  to  bring  their  schools  and  the  training  of  their 
practitioners  up  to  a position  where  they  can  be  recognized 
as  giving  adequate  training.  The  committee  mentioned  above 
in  its  report  stated  that  “the  osteopathic  group  could  per- 
form a very  valuable  service  to  the  public,  if  they  would 
permit  qualified  persons  to  make  an  impartial  survey  of 
their  educational  facilities  and  their  training.  Thus  far, 
they  have  apparently  refused  to  allow  such  an  impartial  in- 
vestigation to  be  made.” 

Osteopaths  planning  to  practice  their  profession  in  this 
state  do  not  have  to  have  an  interneship  and  do  not  have 
to  pass  an  examination  in  materia  medica  or  the  practice 
of  medicine.  It  seems  probable  that,  if  the  osteopaths  are 
ever  granted  the  use  of  the  hospitals  of  this  state,  the  next 
campaign  they  will  stage  will  be  one  to  require  that  hos- 
pitals grant  to  graduates  of  their  school  the  right  to  take 
an  interneship. 

The  public,  the  hospitals  and  the  medical  profession  are 
all  concerned  with  this  problem.  The  public  is  concerned 
because  it  has  always  been  the  experience  of  the  medical 
profession  that,  when  there  is  direct  competition  with 
unqualified  practitioners,  the  level  and  standard  of  all 
practice  necessarily  suffers.  The  hospitals  are  concerned 
because  inclusion  of  unqualified  practitioners  in  their 
staffs  would  subject  them  to  criticism,  would  necessarily 
lower  the  standards  of  the  hospitals  concerned,  would  in- 
crease their  cost  because  of  necessary  additions  to  their 
staffs,  and  because  of  the  possible  liability  of  the  hospitals 
for  negligence  of  their  staff  members. 

There  are,  in  general,  two  types  of  hospitals  operating  in 
the  state,  public  and  private  hospitals.  There  are  all  sorts  of 
gradations  between  these  two  types  and  it  is  sometimes 
difficult  to  tell  whether  or  not  a hospital  should  be  classi- 
fied as  a public  or  a private  institution.  In  the  case  of  a 
public  hospital,  a statute  of  this  state  provides  as  follows: 
“The  county  court,  consisting  of  the  county  judge  and  the 
commissioners  in  any  county  in  the  State  of  Oregon,  is 
authorized  to  erect,  maintain  and  operate  a hospital  where 
the  poor  of  the  county  may  be  treated  and  cared  for.” 
It  will  be  apparent  from  the  reading  of  this  statute  that  the 
county  court  has  charge  of  operating  such  a public  hos- 
pital. 

The  county  court  may  exclude  from  the  staff  of  a public 
hospital  any  osteopath,  chiropractor  or  practitioner  of  any 
other  cult.  This  matter  has  been  decided  by  a number  of 
courts  in  this  country  and  has  even  been  passed  upon  by 
the  United  States  Supreme  Court.  The  United  States  Su- 
preme Court  also  decided  that,  if  a county  court  excludes 
a physician  (an  osteopath  was  involved  in  that  particular 
suit),  the  practitioner  cannot  complain  that  his  constitu- 
tional rights  have  been  denied  to  him.  In  another  case 
decided  by  the  Supreme  Court  of  Colorado,  the  court  held: 
“A  physician  has  no  constitutional  or  statutory  right  to 
practice  his  profession  in  a county  hospital.  The  county 
board  has  complete  supervision  and  control  of  county  hos- 
pitals in  this  state.  A regulation  excluding  from  the  county 
hospital,  or  the  right  to  practice  therein,  the  devotees  of 
some  of  the  numerous  systems  or  methods  of  treating 
diseases  authorized  to  practice  their  profession  in  Colorado 
is  neither  unreasonable  nor  arbitrary.  * * * The  court 
cannot  substitute  its  judgment  for  that  of  the  county 
board.  * * *” 

In  the  case  of  private  hospitals,  the  governing  boards  of 
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such  may  exclude  any  physician,  whether  or  not  he  is 
licensed  to  practice  medicine  and  surgery  or  licensed  to 
practice  any  other  branch  of  the  healing  arts,  if  there  are 
no  unusual  circumstances  involved.  A private  hospital  does 
not  present  the  problem  presented  by  a public  hospital, 
where  groups  of  cult  practitioners  may  seek  to  bring 
political  and  economic  pressure  on  the  county  court  to 
gain  admission  into  the  hospital. 

It  is  probable  that  the  medical  profession  will  hear  more 
about  this  question  in  the  future.  Osteopaths  have  already 
attacked  standardized  hospitals  of  this  state,  and  stated  in 
the  case  of  one  that  standardization  is  “unfair,  vicious  and 
against  the  principles  of  fair  play,  equality,  and  the 
American  ideals  of  social  and  economic  life  * * They 
have  also  stated  that,  unless  they  are  permitted  to  practice 
in  this  hospital  in  the  manner  outlined  by  them,  “*  * * 
we  will  be  forced  to  use  education,  meetings,  newspapers, 
circulars  and  all  ethical  ways  to  present  the  facts  and  truth 
of  this  present  unfair  and  vicious  situation  to  the  general 
public  and  call  upon  them  for  support  in  our  demands  for 
a fair  consideration  and  a fair  setup,  whereby  we  can 
practice  our  profession  in  this  public  institution,  * * *”  (If 
the  alleged  facts  presented  in  their  communication  to  this 
hospital  are  an  example  of  the  facts  to  be  presented  to  the 
public  through  the  newspapers,  etc.,  it  is  probable  that 
political  propaganda  will  displace  facts  in  their  “ethical 
ways”  of  presentation.) 

The  medical  profession  should  be  aware  of  the  rights  of 
hospitals,  whether  public  or  private,  to  exclude  cult  prac- 
titioners. The  hospitals  of  this  state  are  rendering  splendid 
care  to  patients  and  should  be  encouraged  in  every  way  to 
raise  standards  where  possible,  instead  of  lowering  them. 


WOMAN’S  AUXILIARY 


Portland,  Oregon,  Sept.  25,  1939. 

Bright  blue  skies  greeted  the  members  of  the  Woman’s 
Auxiliary  to  Oregon  State  Medical  Society,  who  assembled 
September  7 at  the  Ocean  House,  Gearhart,  for  their  thir- 
teenth annual  convention.  A total  of  sixty-eight  members 
registered  for  the  auxiliary  meetings  which  were  genially 
presided  over  by  our  President,  Mrs.  O.  C.  Hagmeier  of 
Seaside. 

At  Thursday’s  luncheon,  Dr.  C.  E.  Sears  greeted  us  on 
behalf  of  the  State  Medical  Society;  and  Dr.  Barborka  of 
Washington  University  made  an  interesting  talk  on  “Nutri- 
tion.” At  Friday’s  luncheon  the  guest  speaker  was  Dr.  John 
H.  Fitzgibbon,  delegate  to  the  A.M.A.,  who  gave  us  high- 

I lights  of  the  St.  Louis  convention ; and  the  honor  guest  at 
the  officers’  breakfast  on  Saturday  was  Dr.  A.  E.  Kinney, 
who  spoke  on  “Early  Medical  Experiences.” 

Among  the  social  diversions  was  a clever  skit  given  by 
the  Multnomah  County  Auxiliary  on  Thursday  evening, 
when  several  of  the  members  “went  on  the  air”  to  relate 
to  their  highly  amused  audience  some  of  the  “aims  and 
projects”  ( ?)  of  that  unit.  Not  the  least  talented  among 
this  group  of  actresses  proved  to  be  Mrs.  Wilson  Johnston 
who  “brought  down  the  house”  on  several  occasions. 

The  joint  banquet  with  the  State  Medical  Society  at 
Hotel  Gearhart  on  Friday  evening  was  as  delightful  as 


ever,  made  especially  so  by  virtue  of  a delicious  dinner, 
principally  seafood;  after  which  were  introduced  promi- 
nent members  both  from  the  Medical  Society,  and  from 
the  Auxiliary,  including  our  new  president,  Mrs.  J.  M. 
Odell  of  The  Dalles. 

At  the  business  meetings  of  the  Auxiliary,  a letter  was 
read  from  the  Clatsop  County  group  which  had  decided,  in 
honor  of  their  member,  Mrs.  Hagmeier,  to  make  a dona- 
tion of  $25  toward  a chair  for  the  McLoughlin  House  in 
Oregon  City.  Among  the  accomplishments  of  the  state 
auxiliary  this  past  year  has  been  the  purchase  of  a book- 
case and  desk  for  this  House;  and  now  the  purchase  of  a 
chair  for  Dr.  McLoughlin’s  desk  has  been  made  possible 
through  the  generosity  of  the  Clatsop  County  Auxiliary. 

Doctors’  wives  throughout  the  state  have  been  asked  to 
cooperate  with  a group  of  laymen,  headed  by  Mrs.  Kletzer 
of  Portland,  the  official  organizer,  in  working  toward  the 
control  of  cancer. 

Following  an  announcement  made  by  Mrs.  C.  L.  Booth 
of  Portland  regarding  the  opening  of  the  new  library  of  the 
University  of  Oregon  Medical  School  in  October  of  this 
year,  with  the  approval  of  the  medical  advisory  council,  a 
“museum  committee”  will  be  appointed  from  among  mem- 
bers of  the  state  auxiliary.  Anyone  possessing  old  medical 
books  or  other  suitable  material  will  please  get  in  touch 
with  us! 

Guests  introduced  at  our  meetings  at  the  Ocean  House 
included  Mrs.  Clarence  A.  Smith  of  Seattle,  Wash.;  Mrs. 
H.  Leslie  Frewing  of  Vancouver,  Wash.;  Mrs.  R.  W. 
Christiansen  of  Redmond;  Mrs.  Carl  G.  Ashley  of  Port- 
land; and  Mrs.  Roy  C.  McDaniel  of  Portland. 

The  convention  was  most  appreciative  of  the  beautiful 
begonias  presented  to  us  by  Mr.  George  Otten  of  Seaside 
which  made  so  festive  our  dinner  tables. 

Nominations  for  the  coming  year  included: 

Mrs.  C.  E.  Sears,  Portland,  President-elect 
Mrs.  C.  E.  Hunt,  Eugene,  First  Vice-President 
Mrs.  E.  W.  Howard,  Corvallis,  Second  Vice-President 
Mrs.  A.  B.  Peacock,  Marshfield,  Third  Vice-President 
Mrs.  L.  D.  Gass,  Klamath  Falls,  Fourth  Vice-President 
Mrs.  G.  C.  Bellinger,  Salem,  Recording  Secretary 
Mrs.  C.  L.  Booth,  Portland,  Treasurer 
Mrs.  E.  E.  Fisher,  Portland,  Auditor 
Mrs.  O.  C.  Hagmeier,  Seaside,  and  Mrs.  C.  J.  Holling- 
worth,  Portland,  Directors  for  Two  Years 
Mrs.  W.  G.  Homan,  Burns,  and  Mrs.  W.  J.  Weese,  On- 
tario, Directors  for  One  Year  (by  virtue  of  their  retire- 
ment) 

See  you  all  next  year! 

Doris  Abele  (Mrs.  John  Frank), 
Chairman,  Press  and  Publicity. 


INTERSTATE  POSTGRADUATE  MEDICAL  MEETING 
The  annual  meeting  of  International  Assembly  of  Inter- 
state Postgraduate  Medical  Association  of  North  America 
will  be  held  in  Palmer  House,  Chicago,  October  30-Novem- 
ber  3.  Chicago  Medical  Society  will  be  host  to  the  assembly 
and  has  arranged  many  attractive  features.  The  program 
has  been  specially  planned  for  requirements  of  the  general 
practitioner  as  well  as  specialists.  It  contains  about  eighty 
clinics  and  addresses  covering  latest  advancements  in  medi- 
cal science,  contributors  being  among  the  most  outstanding 
teachers  and  clinicians  of  North  America. 
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WASHINGTON 


MEDICAL  NOTES 


Seattle  Receives  Federal  Funds.  The  venereal  clinic  of 
the  Seattle  Health  Department  has  received  $5,000  from  the 
Federal  Government  for  modernization  of  the  clinic  and 
will  also  receive  the  services  of  a full  time  specialist,  whose 
salary  will  be  paid  by  the  Public  Health  Service.  Wayne 
Sims,  who  is  now  taking  a special  course  in  venereal  dis- 
ease treatment  at  Johns  Hopkins,  will  have  charge  of  the 
new  service.  Dr.  Sim’s  former  position  at  the  State  College 
of  Washington  has  been  taken  by  Paul  H.  Beppler,  formerly 
of  Iowa. 

Crippled  Children’s  Clinic.  Crippled  children  from 
Kittitas,  Benton,  Franklin,  Chelan  and  Yakima  Counties 
were  examined  at  St.  Elizabeth’s  Hospital,  Yakima,  August 
21.  They  were  examined  by  Irving  Tuell  and  Darrell  Leavitt 
of  Seattle. 

Tonasket  Hospital  Enlarged.  A $25,000  addition  to 
St.  Martin’s  Hospital  at  Tonasket  is  under  way.  It  is  ex- 
pected that  the  addition  will  be  completed  about  the  first 
of  the  year. 

New  Hospital  at  Ephrata.  Construction  has  been 
started  on  a new  $30,000  hospital  at  Ephrata.  Building  is 
to  be  of  brick,  one  and  a half  stories  in  height,  and  it  will 
contain  seventeen  beds. 

R.  B.  Sigafoos,  formerly  assistant  superintendent  of 
Pierce  County  Hospital  of  Tacoma  and  son  of  J.  F.  Siga- 
foos of  Orting,  has  been  appointed  first  lieutenant  in  the 
army  medical  corps  and  assigned  to  duty  at  Fort  Lincoln, 
Bismark,  North  Dakota. 

Fishbein  Visits  Washington.  Morris  Fishbein,  editor  of 
Journal  of  the  American  Medical  Association,  spoke  before 
the  Knife  and  Fork  Club  of  Yakima,  September  26,  and  at 
a special  meeting  of  the  King  County  Medical  Society, 
September  28. 

Yakima  Coroner  Honored.  W.  H.  Banks,  coroner  of 
Yakima  County,  has  been  named  a director  of  the  National 
Coroner’s  Association. 

Retirements.  H.  A.  Mount  of  Waitesburg,  after  several 
months  illness,  has  decided  to  retire.  His  practice  will  be 
taken  over  by  R.  L.  Bailey.  William  W.  Bartine  of  Seattle 
has  announced  his  retirement  because  of  ill  health.  He  has 
practiced  in  Seattle  for  nearly  thirty  years. 

Locations.  Frank  C.  Taylor  has  opened  an  office  in 
Bremerton.  He  is  a graduate  of  University  of  Louisville 
School  of  Medicine  and  last  year  was  resident  physician 
in  a Pittsburgh  hospital.  Peter  B.  Rudy,  graduate  of  the 
College  of  Medical  Evangelists,  Los  Angeles,  has  opened 
an  office  in  Tekoa.  Leon  Pollack,  formerly  of  Spokane,  has 
become  associated  with  W.  C.  Shearer  at  Wilbur.  Ralph 
Foster,  who  interned  at  Swedish  Hospital,  Seattle,  last  year, 
has  opened  an  office  at  Cle  Elum.  J.  L.  Hansen,  graduate 
of  the  College  of  Medical  Evangelists,  Los  Angeles,  has 
located  in  Okanogan. 

Weddings.  Wilbur  Watson,  Resident  Surgeon  at  King 
County  Hospital,  and  Miss  Ann  Telfer  of  Edmonds  were 
married  in  Seattle,  August  26.  Leon  Pollack  of  Wilbur  and 
Miss  Jean  Berrey  of  Portland,  Oregon,  were  married  in 


Spokane,  August  13.  William  S.  Butts  of  Spokane  and  Miss 
Barbara  Kimbrough,  also  of  Spokane,  were  married  Aug- 
ust 30. 


OBITUARIES 


Dr.  Orville  Dewitt  Wescott  of  Walla  Walla,  Wash., 
died  August  29,  aged  68.  Death  was  due  to  coronary  throm- 
bosis. He  received  his  medical  education  at  Rush  Medical 
College  in  Chicago,  graduating  in  1904.  He  was  in  private 
practice  until  the  United  States  entered  the  World  War, 
when  he  joined  the  army  medical  corps.  He  was  over  seas 
more  than  a year  and  following  his  discharge  from  the 
army  joined  the  United  States  Public  Health  Service.  Most 
of  his  time  since  1920  has  been  spent  in  the  Veteran’s  Bu- 
reau. At  the  time  of  his  death,  he  was  manager  of  the  Walla 
Walla  facility  of  the  Veteran’s  administration. 

Dr.  Jacob  S.  Smith  of  Bellingham,  Wash.,  died  Septem- 
ber 14,  aged  64.  He  was  born  in  Campbellsburg,  Kentucky, 
in  1875,  and  received  his  medical  education  at  Louisville 
Medical  College,  graduating  in  1898.  He  came  to  Washing- 
ton in  1904.  During  the  World  War  he  served  in  France 
with  the  United  States  army  as  a first  lieutenant.  At  the 
time  of  his  death,  he  was  a lieutenant  colonel  in  the  medical 
reserve  corps. 

Dr.  George  S.  Wright  of  Seattle,  Wash.,  died  September 
18,  of  injuries  received  in  a traffic  accident.  He  was  78  years 
of  age.  He  reecived  his  medical  education  in  the  Yale  Uni- 
versity School  of  Medicine,  graduating  in  1884.  He  came  to 
Seattle  in  1890  where  he  practiced  for  two  years.  He  then 
went  to  Friday  Harbor,  where  he  practiced  until  1927.  At 
that  time  he  retired  and  moved  to  Seattle. 

Dr.  George  T.  Pole  of  Yelm,  Wash.,  died  August  26, 
aged  74.  He  was  born  in  Frederickstown,  Missouri,  in  1886 
and  received  his  medical  education  at  Barnes  Medical  Col- 
lege, St.  Louis,  graduating  in  1903.  He  came  to  Yelm  in 
1907  and  had  practiced  there  for  thirty-two  years. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  met  at  a dinner  meeting 
on  September  20  at  Hotel  Monticello,  Longview. 

This  was  the  first  meeting  following  the  summer  vaca- 
tion, and  it  was  devoted  entirely  to  business  matters.  J.  F. 
Christensen,  delegate  of  Cowlitz  County  to  the  State  Med- 
ical Association,  gave  a detailed  report  regarding  the  state 
medical  meeting  at  Spokane  last  month. 

Mrs.  L.  S.  Roach  of  Kalama,  President  of  State  Woman’s 
Auxiliary,  was  appointed  historian  of  our  society  and  in- 
structed to  obtain  a full  history  of  the  Cowlitz  County 
Medical  Society  from  its  inception  to  the  present  time. 

John  Nelson,  newly  appointed  county  physician,  was 
present  and  gave  an  interesting  talk  pertaining  to  his  duties 
in  connection  with  the  county  indigent. 

The  Auxiliary  met  at  Hotel  Monticello  at  a no-host  din- 
ner. State  President  Mrs.  L.  S.  Roach  gave  a report  on  the 
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business  matters  of  the  state  convention  held  at  Spokane, 
Mrs.  J.  F.  Christensen  gave  a report  on  the  social  activities 
of  the  convention.  Appointments  of  committee  chairmen 
were  made  by  Mrs.  H.  D.  Fritz,  Cowlitz  County  President. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  E.  Coe;  Secty.,  David  Metheny 

King  County  Medical  Society  held  its  first  fall  meeting 
September  18,  in  the  auditorium  of  Medical  and  Dental 
Building,  Seattle,  President  H.  E.  Coe  presiding.  Minutes 
of  the  regular  meeting  of  June  5 were  read  and  approved. 

F.  W.  Rankin  was  elected  to  membership.  Application  of 
J.  G.  Spendlove  was  read  for  the  second  time.  Applications 
of  J.  G.  Adams,  A.  F.  Edwards,  J.  L.  Fretz  and  John  O. 
Milligan  were  read  for  the  first  time. 

J.  W.  Geehan  read  a paper  on  “Ruptured  Aortic  Abdom- 
inal Aneurism  Preceding  Intestinal  Obstruction.”  Features 
of  this  condition  were  discussed  leading  to  successful  diag- 
nosis, special  emphasis  being  placed  on  differential  diag- 
nosis. The  course  is  rapid  once  the  patient  appears  with 
definite  symptoms,  the  case  usually  terminating  fatally.  The 
paper  was  discussed  by  H.  B.  Kellogg,  P.  W.  Willis,  Sr.,  C. 
E.  Watts  and  A.  G.  Friend. 

J.  W.  Baker  read  a paper,  “Surgery  in  Carcinoma  of  the 
Rectum  and  Rectosigmoid  Colon.”  This  condition  occurs 
oftener  than  is  generally  realized.  The  only  hope  for  the 
patient  is  in  early  diagnosis  and  immediate  operation.  These 
phases  were  discussed  in  detail.  A gratifying  number  of  five 
year  cures  are  now  reported.  Modern  technic  gives  assur- 
ance of  successful  operation.  The  paper  was  discussed  by 
R.  D.  Forbes. 

K.  K.  Sherwood  read  a paper,  “Source,  Distribution  and 
Symptoms  of  Skeletal  Metastasis.”  The  study  was  an  en- 
deavor to  learn  facts  relative  to  metastasis  to  bone.  Im- 
portant features  for  diagnosis  were  discussed  with  a de- 
scription of  essential  symptoms.  The  paper  was  discussed 
by  D.  V.  Trueblood,  Frederick  Exner  and  D.  G.  Leavitt. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Mattson;  Secty.,  T.  H.  Duerfeldt 

The  regular  monthly  meeting  of  Pierce  County  Medical 
Society  was  held  in  the  Medical  Arts  Building,  Tacoma, 
September  12,  with  W.  W.  Mattson  in  the  chair.  Minutes 
of  the  last  two  meetings  were  read  and  approved. 

Dr.  Mattson  spoke  briefly  of  the  policies  of  the  coming 
year,  stressing  the  fact  that  the  membership  dictated  each 
policy  but  urging  support  for  a larger  and  better  library. 

H.  J.  Whitacre,  chairman  of  Public  Relations  Committee, 
explained  how  that  committee  obtained  support  of  the 
News-Tribune  in  publishing  a series  of  articles,  four  of 
which  have  already  appeared,  to  inform  the  public  on  the 
doctors  problems.  Six  more  articles  are  planned  in  this 
series. 

W.  A.  Niethammer,  program  chairman,  introduced  the 
scientific  program.  The  first  paper  was  presented  by  M.  R. 
Hosie,  whose  subject  was  “Suggestions  Not  Frequently 
Stressed  On  the  Care  of  the  Preeclamptic.”  Dr.  Hosie  point- 
ed out  that  all  the  precautions  that  could  possibly  be  taken 
in  several  hundred  patients  would  be  well  worthwhile,  if 
they  prevent  the  occurrence  of  convulsions  in  one.  The 
paper  was  discussed  by  A.  L.  Schultz,  Clifford  Halvorsen, 
J.  P.  Kane  and  C.  V.  Lundvick. 

The  second  paper  was  an  informal  discussion  of  “Affec- 
tions of  the  Sympathetic  Nerves”  by  P.  G.  Flothow  of  Se- 


attle. He  discussed  indications  for  operation  on  the  sym- 
pathetic nervous  system  in  vascular  affections  of  the  ex- 
tremities, gastric  crises  of  syphilis,  intractable  migraine, 
angina  pectoris,  dysmenorrhea,  multiple  sclerosis  and  essen- 
tial hypertension.  Discussion  followed  by  S.  F.  Herrmann, 
C.  C.  Carlson,  F.  A.  Plum,  E.  D.  Warren,  T.  H.  Duerfeldt, 
J.  W.  Gullikson  and  H.  J.  Whitacre. 

W.  C.  Cameron  and  S.  F.  Herrmann  gave  impressions  of 
the  meeting  of  the  House  of  Delegates  of  the  State  Asso- 
ciation. W.  B.  Penney  elaborated  on  certain  of  these  state- 
ments. 


YAKIMA  VALLEY  MEDICAL  SOCIETY 
Pres.,  C.  W.  Cornett;  Secty.,  H.  C.  Lynch 
September  meeting  of  the  Yakima  Valley  Medical  Society 
was  held  at  Commercial  Hotel,  Yakima,  September  11. 
Meeting  was  addressed  by  K.  England  and  C.  R.  Duncan 
who  described  and  showed  colored  motion  pictures  of  a 
European  trip.  They  were  in  Europe  for  three  months  and 
visited  clinics  in  London,  Dublin,  Belfast,  Glasgow,  Edin- 
burg, Oslo,  Stockholm,  Copenhagen,  Amsterdam,  Brussels, 
Berne,  Zurich,  Geneva  and  Paris.  They  also  visited  Italy 
and  Germany  for  three  weeks. 

William  F.  Sims,  James  P.  Thompson  and  Joseph  G. 
Wood  were  elected  to  membership. 


SUMMARY  OF  JUBILEE  MEETING 


A summary  of  action  of  general  interest  taken  by  the 
House  of  Delegates  is  given  below.  A full  report  of  the 
proceedings  will  be  printed  in  the  November  issue  of 
Northwest  Medicine. 

The  House  of  Delegates  revised  the  by-laws  to  provide 
for: 

1.  Many  minor  changes  in  administrative  detail  made 
necessary  by  establishment  of  the  central  office  for  the 
Association. 

2.  A standing  Committee  on  Scientific  Work  to  have 
charge  of  preparing  the  scientific  program  and  of  scientific 
exhibits  at  future  state  meetings. 

3.  A standing  Legislative  Committee  with  staggered 
terms  of  service  of  members. 

4.  A standing  Committee  on  Public  Relations  to  function 
under  direction  of  the  Board  of  Trustees. 

5.  The  fiscal  year  of  the  Association  and  of  each  com- 
ponent society  to  be  from  January  1 to  December  31  in- 
clusive. 

The  House  of  Delegates  adopted  resolutions  to: 

1.  Authorize  the  Board  of  Governors  of  the  Medical 
Defense  Fund  to  revise  the  regulations  of  the  Medical  De- 
fense Fund. 

2.  Provide  that  no  appliances,  articles  or  medicines  which 
are  on  the  disapproved  list  of  any  Council  of  the  American 
Medical  Association  be  permitted  to  be  exhibited  at  any 
future  meeting  of  the  State  Medical  Association. 

3.  Grant  a permanent  charter  to  the  reorganized  Sno- 
homish County  Medical  Society,  Inc. 

4.  Authorize  the  Association  to  become  a participating 
member  of  the  Pacific  States  Medical  Executives  Con- 
ference. 

5.  Authorize  a Committee  on  Industrial  Insurance  to  be 
appointed  to  represent  the  Association  in  all  dealings  with 
the  Department  of  Labor  and  Industries  in  this  state. 

6.  Recommend  that  the  group  hospitalization  problem 
be  studied  further  by  the  Board  of  Trustees. 

7.  Empower  the  Board  of  Trustees  to  make  such  changes 
in  the  Articles  of  Incorporation  of  the  Association  as  may 
seem  to  be  advisable. 

8.  Authorize  an  appropriation  of  $150  to  the  Woman’s 
Auxiliary  to  Washington  State  Medical  Association. 
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9.  Record  the  approval  of  the  Association  for  construc- 
tion of  a new  Army  Medical  Library  and  Museum  Build- 
ing in  Washington,  D.  C. 

10.  Create  a Committee  on  Public  Health  and  Sanitation 
as  a permanent  committee,  and  to  adopt  a policy  of  urging 
each  component  medical  society  to  develop  a program  of 
education  stressing  the  importance  of  immunizing  all 
children  in  the  first  year  of  life  against  communicable  dis- 
eases. 

11.  Provide  a Speaker  for  the  House  of  Delegates  to 
serve  during  the  1940  session  of  the  House  of  Delegates. 

12.  Appropriate  $450  for  carrying  on  the  work  of  the 
Radio  Committee  for  the  balance  of  the  fiscal  year  1939, 
and  $1,000  for  the  fiscal  year  1940. 

13.  Authorize  the  Postgraduate  Medical  Education  Com- 
mittee to  develop  a program  for  postgraduate  medical  edu- 
cation in  this  state. 

14.  Authorize  a Committee  on  By-Laws  Revision  to 
continue  the  study  of  the  By-Laws  and  to  report  to  the 
1940  session  of  the  House  of  Delegates. 

15.  Authorize  the  Board  of  Trustees  to  consider  the 
matter  of  charging  a registration  fee  at  future  meetings  of 
the  Association. 

OFFICERS 

The  following  officers  and  committee  members  were 
elected  by  the  House  of  Delegates: 

President-elect,  Homer  D.  Dudley,  Seattle. 

Vice-President,  James  G.  Matthews,  Spokane. 

Secretary-Treasurer,  V.  W.  Spickard,  Seattle. 

Trustees,  Western  Division,  Wilmont  D.  Read,  Tacoma; 
Frank  Douglass,  Seattle. 

Trustees,  Eastern  Division,  A.  E.  Gerhardt,  Wenatchee; 
Donald  G.  Corbett,  Spokane. 

A.M.A.  Delegate,  John  H.  O’Shea,  Spokane. 

A.MA.  Alternate  Delegate,  Asa  E.  Seeds,  Spokane. 

Governors  of  the  Medical  Defense  Fund,  J.  B.  Blair, 
Vancouver;  Carroll  Smith,  Spokane. 

Speaker  of  the  House  of  Delegates,  Wilmont  D.  Read, 
Tacoma. 

Member  of  the  Finance  Committee,  C.  W.  Sharpies, 
Seattle. 

Northwest  Medicine  Committee,  H.  G.  Willard,  Tacoma; 
Robert  N.  Hamblen,  Spokane;  James  M.  Bowers,  Seattle. 

The  House  of  Delegates  accepted  the  invitation  of  Pierce 
County  Medical  Society  to  hold  the  1940  meeting  of 
Washington  State  Medical  Association  in  Tacoma. 


MEDICAL  CARE  PLAN  FOR  FARM  SECURITY 
ADMINISTRATION  CLIENTS 
Representatives  of  the  Farm  Security  Administration 
will  soon  contact  various  county  medical  societies  in  this 
state  to  discuss  the  possibility  of  developing  a medical 
care  program  for  F.S.A.  borrowers  in  the  county.  The 
Board  of  Trustees  of  the  State  Medical  Association  has 
recorded  its  approval  of  the  component  medical  societies 
making  contracts  to  supply  this  care,  such  agreement  being 
subject  to  the  approval  of  the  Board. 

A report  sent  out  by  the  Resettlement  Committee  of  the 
Association  to  each  county  medical  society  on  May  8, 
1939,  containing  the  resolution  adopted  by  the  Board  of 
Trustees  is  reprinted  below.  It  is  suggested  that  this  report 
be  studied  carefully  before  entering  into  negotiations  to 
develop  a plan  to  supply  medical  care  for  the  F.S.A. 
clients. 

MEDICAL  CARE  PLAN  FOR  FARM  SECURITY  ADMINISTRATION 
CLIENTS 

May  8,  1939. 

To  Secretaries  of  all  County  Medical  Societies: 

The  following  motion  was  adopted  by  the  Board  of 
Trustees  of  the  State  Medical  Association  on  April  16, 

1939: 


That  the  executive  secretary  be  authorized  to  inform  the 
component  county  medical  societies  that  the  Board  of 
Trustees  approves  their  entering  into  contracts  to  supply 
medical  care  for  Farm  Security  Administration  clients, 
embodying  principles  and  safeguards  as  recommended  by 
the  Resettlement  Committee,  and  that  any  such  agreement 
between  the  society  and  the  F.S.A.  be  subject  to  the  ap- 
proval of  the  Board  of  Trustees  of  the  State  Medical 
Association. 

In  a bulletin  from  this  Committee,  on  February  27,  1939, 
your  society  was  informed  that  the  Board  considered 
medical  care  of  these  clients  to  be  “entirely  a local  prob- 
lem” to  be  taken  up  with  the  local  society. 

COMMITTEE  FINDINGS  AND  RECOMMENDATIONS 

From  discussions  which  the  Resettlement  Committee  has 
had  with  representatives  of  the  F.S.A.,  it  is  seemingly  their 
plan  to  loan  the  clients  a sum  of  between  $20  and  $30 
annually  per  family  for  the  purpose  of  defraying  the  cost 
of  all  ordinary  medical  care.  With  the  average  family  con- 
sisting of  four  or  five  individuals,  the  amount  of  loan 
being  proposed  to  provide  such  medical  care  does  not  seem 
adequate.  Experience  under  medical  service  bureaus  would 
indicate  that  the  cost  of  preferred  claims,  such  as  hospital- 
ization, nursing  care,  drugs,  etc.,  would  be  as  great  as  the 
total  amount  being  provided. 

The  Committee  recommends  that  in  working  out  an  ar- 
rangement with  the  F.S.A.  a sum  be  agreed  upon  which 
will  be  sufficient  to  provide  adequate  care  for  the  clients 
and  their  families,  and  which  will  also  at  least  repay  the 
physician  the  cost  of  rendering  his  service.  In  considering 
such  a plan,  the  cost  experience  under  the  local  medical 
service  bureau  should  be  analyzed  together  with  the  aver- 
age size  of  the  family  eligible  for  F.S.A.  loans,  before  an 
amount  is  agreed  upon.  If  you  do  not  have  a bureau  in 
your  county,  this  information  can  be  secured  from  an 
adjacent  county  or  through  the  central  office  of  the  Asso- 
ciation. 

As  an  alternate  proposal,  the  Committee  would  recom- 
mend that  your  society  contract  to  provide  only  the  phys- 
ician’s services,  upon  the  basis  of  a reasonable  fee  schedule, 
and  to  supervise  cases  and  audit  the  physicians’  bills,  cer- 
tifying as  to  the  adequacy  of  treatment  and  the  fairness 
of  the  charges  made.  The  F.S.A.  then  could  make  such 
other  separate  contracts  as  they  might  care  to  with  the 
hospitals,  dentists,  druggists,  etc. 

W.  D.  Read,  M.D., 
Chairman,  Resettlement  Committee. 


BOARD  OF  TRUSTEES  MEETING 

September  21,  1939. 

The  Board  of  Trustees  of  the  State  Medical  Association 
met  October  8 in  the  Olympic  Hotel,  Seattle.  The  principal 
items  considered  at  the  meeting  were  the  ratification  of  the 
President’s  committee  appointments,  appointment  of  the 
necessary  committees  by  the  Board  of  Trustees,  defining 
the  duties  of  the  Public  Relations  Committee,  adoption  of 
an  outline  for  an  extensive  postgraduate  medical  education 
course  in  this  state,  and  setting  the  dates  for  the  1940 
annual  meeting  of  the  Association.  A report  of  this  meet- 
ing will  be  printed  in  the  next  issue  of  Northwfst  Medi- 
cine. 


GENERAL  OFFICERS,  BOARD  OF  TRUSTEES,  AND 
BOARD  OF  GOVERNORS,  1939-1940 
The  following  officers  and  board  members  will  serve  for 
the  Association  year  1939-1940: 

OFFICERS 

President W.  B.  Penney,  Tacoma 

President-Elect H.  D.  Dudley,  Seattle 

Vice-President J.  G.  Matthews,  Spokane 

Secretary-Treasurer V.  W.  Spickard,  Seattle 

Assistant  Secretary-Treasurer A.  J.  Bowles,  Seattle 

Executive  Secretary Mr.  Jack  M.  Geoffroy,  Seattle 
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BOARD  OF  TRUSTEES 

W.  B.  Penney,  Tacoma,  Chairman;  G.  H.  Anderson, 
Spokane;  J.  E.  Bittner,  Jr.,  Yakima;  A.  J.  Bowles,  Seattle; 
D.  G.  Corbett,  Spokane;  F.  H.  Douglass,  Seattle;  H .D. 
Dudley,  Seattle;  A.  E.  Gerhardt,  Wenatchee;  J.  W.  Hen- 
derson, Longview;  C.  W.  Knudson,  Seattle;  J.  G.  Mat- 
thews, Spokane;  J.  H.  O’Shea,  Spokane;  W.  D.  Read,  Ta- 
coma; H.  E.  Rhodehamel,  Spokane;  C.  W.  Sharpies,  Seat- 
tle; V.  W.  Spickard,  Seattle;  R.  I.  Zech,  Seattle. 


BOARD  OF  GOVERNORS  OF  THE  MEDICAL 
DEFENSE  FUND 

H.  D.  Dudley,  Seattle,  Chairman;  V.  W.  Spickard,  Seat- 
tle, Secty.-Treas. ; A.  J.  Bowles,  Seattle,  Asst.  Secty.-Treas.; 
W.  B.  Penney,  Tacoma;  J.  B.  Blair,  Vancouver;  G.  W. 
Cornett,  Yakima;  J.  R.  Morrison,  Bellingham;  W.  D. 
Read,  Tacoma;  C.  L.  Smith,  Spokane. 


STATE  DEPARTMENT  OF  HEALTH 


A graphic  illustration  of  some  of  the  many  ways  the 
State  Department  of  Health  aids  physicians  in  their  work 
was  the  central  feature  of  the  department’s  exhibit  at  the 
annual  convention  of  the  Washington  State  Medical  Asso- 
ciation in  Spokane,  August  28-20.  It  stressed  the  depart- 
ment’s programs:  communicable  disease  control,  public 

health  laboratories,  maternal  and  child  hygiene,  and  vital 
statistics. 

On  the  communicable  disease  front  the  exhibit  indicated 
the  essential  cooperation  which  exists  between  the  physician 
and  the  health  department,  without  which  an  effective  con- 
trol program  would  be  impossible,  the  physician  making  the 
report,  the  health  department  in  turn  furnishing  him  with 
statistical  analyses  of  the  reportable  diseases  as  to  incidence, 
contacts,  preventive  measures  and  sources.  These  statistical 
analyses  become  the  basis  of  a planned  attack  upon  disease. 
The  department’s  present  emphasis  is  upon  the  control  of 
smallpox,  tuberculosis,  diphtheria,  typhoid  fever,  syphilis. 

The  State  Department  of  Health’s  free  public  health  lab- 
oratory offers  its  services  alike  to  physician  and  local  health 
department.  It  is  designed  to  supplement  other  laboratories, 
public  and  private,  not  to  compete  with  them.  It  does  bac- 
teriologic  examinations  of  specimens  as  well  as  serologic 
examinations.  Its  best  service  can  be  rendered  to  physicians 
when  specimens  have  been  properly  obtained,  mailed  and 
identified,  with  adequate  information  concerning  the  case. 
The  sender’s  name  and  address  should  be  included. 

The  maternal  and  child  hygiene  section  of  the  exhibit 
illustrated  how  an  effective  program  of  reducing  maternal 
and  infant  mortality  and  morbidity  is  being  worked  out 
through  the  cooperation  of  the  State  Department  of  Health 
and  the  Maternal  and  Child  Welfare  Committee,  the  Com- 
mittee of  Eight  of  the  State  Medical  Association.  This  is 
accomplished  by  supplementing  the  physician’s  efforts 
through  public  health  nursing  services  and  literature  and 
other  educational  material.  Physicians  are  also  offered  re- 
fresher courses  in  maternal  and  child  problems,  confer- 
ences and  consultations. 

Inasmuch  as  the  physician  is  the  basic  source,  not  only 
for  our  communicable  disease  statistics  but  for  our  birth 
and  death  information,  a section  of  the  exhibit  was  devoted 
to  vital  statistics.  Literature  designed  to  help  him  with  his 
problem  in  getting  this  information,  as  well  as  a consulta- 
tion service,  was  maintained  at  the  exhibit  during  the  ses- 
sion and  visiting  hours. 


WOMAN’S  AUXILIARY 


Seattle,  Wash.,  September  20,  1939. 

After  the  freedom  of  a long  pleasant  summer,  our 
thoughts  turn  again  to  the  activities  of  fall,  the  most  im- 
portant of  which  for  us  should  be  our  part  in  our  Medical 
Auxiliary.  We  now  have  fourteen  county  auxiliaries,  Thurs- 
ton-Mason  County  Auxiliary  having  been  organized  during 
the  past  months.  We  welcome  this  new  county,  and  antici- 
pate hearing  splendid  reports  of  their  work  during  the 
coming  year. 

The  first  meeting  of  King  County  Auxiliary,  September 
17,  was  a luncheon  at  the  Women’s  University  Club  in 
Seattle.  This  function  was  one  of  the  earliest  auxiliary 
gatherings  of  the  new  season  and  the  one  which  I attended. 
Therefore,  I shall  report  on  it  today,  as  a sample  of  what 
undoubtedly  went  on  in  every  county  in  the  state  during 
September.  Then,  too,  it  is  too  early  to  have  heard  from 
the  other  counties  for  this  issue  of  Northwest  Medicine, 
but  I promise  you  news  of  them  in  the  next  article. 

Mrs.  Roscoe  E.  Mosiman,  now  National  Chairman  of 
Public  Relations,  reported  on  the  National  Auxiliary  Con- 
vention held  in  St.  Louis  last  summer.  At  that  convention 
there  were  lovely  drives  and  parties  for  auxiliary  members 
and  inspiring  business  meetings.  Every  year  our  work 
grows,  Mrs.  Mosiman  said,  and  progress  reported  by  the 
state  presidents  was  truly  wonderful.  Mrs.  Charles  E. 
Tomlinson,  retiring  National  President,  whom  we  had  the 
pleasure  of  entertaining  in  Seattle  last  spring,  was  a graci- 
ous host  for  the  convention,  and  many  of  us  felt  a closer 
bond  with  the  National  Auxiliary  through  having  known 
her  on  her  visit  here.  The  National  Committee  Chairmen 
have  to  be  approved  by  the  National  Advisory  Council  of 
the  A.M.A.,  and  we  are  therefore  truly  an  auxiliary  to  the 
medical  organization. 

The  National  Legislative  Chairman  spoke  highly  of  the 
inspiration  she  had  gained  from  the  work  of  our  own 
State  Legislative  Chairman,  Mrs.  R.  E.  Rhodehamel  of 
Spokane.  The  keynote  of  the  national  convention,  and  of 
the  auxiliary  for  the  coming  year  is  Public  Relations,  to 
educate  ourselves  and  to  know  the  stand  of  the  A.M.A. 
on  medical  matters.  Do  not  discuss  these  matters  if  you 
do  not  know  the  answers,  we  are  told.  We  are  urged  to 
read  the  issues  of  the  Journal,  in  which  the  St.  Louis  Con- 
vention was  reported.  In  conclusion,  Mrs.  Mosiman  brought 
us  a three-point  message:  (1)  create  good  will  for  the  pro- 
fession, (2)  create  understanding  of  its  aims  and  purposes, 
(3)  create  a desire  for  its  services. 

In  reporting  the  State  Auxiliary  Convention  held  in  Spo- 
kane last  summer,  Mrs.  W.  Ray  Jones  told  of  the  highly 
successful  reports  given  there  by  the  various  officers.  Kit- 
sap County  led  all  others  in  membership,  having  a record 
of  100  per  cent.  Mrs.  Rhodehamel  reported  our  success  in 
having  helped  to  defeat  some  vicious  legislation.  The 
emphasis  at  the  state  convention  was  also  on  education, 
self-education,  so  that  we  might  be  alert  to  the  things 
which  endanger  the  profession,  and  so  that  our  work  in 
public  relations  may  bear  fruit.  Dr.  Hartman  of  St.  Louis 
addressed  the  State  Auxiliary,  urging  members  to  continue 
their  work  in  other  organizations,  and  to  let  those  groups 
know  that  speakers  are  available  for  their  meetings  from 
the  county  medical  societies. 

Mrs.  Souren  H.  Tasiiian, 
State  Publicity  Chairman. 
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PRESIDENT’S  ADDRESS 


INCREASING  DUTIES  AND  RESPONSIBILITIES 
OF  THE  MEDICAL  PROFESSION* 

F.  C.  Gibson,  M.D. 

POTLATCH,  IDA. 

I am  very  glad  to  have  the  opportunity  of  being  here 
because  every  meeting  of  this  kind  is  just  one  more  link 
in  the  chain  of  cooperation  that  we  are  trying  to  build  up 
among  all  the  factors  of  our  great  medical  fraternity.  Were 
I to  be  granted  a single  wish  in  rising  to  address  this  as- 
sembly, it  would  be  that  you  would  be  as  impressed  today 
as  I have  been  throughout  the  past  years  by  the  tremen- 
dous responsibilities  placed  upon  us.  We  are  servants  of 
humanity  and  have  a humanitarian  service  to  perform 
which  can  be  best  accomplished  by  organization,  coopera- 
tion and  education. 

These  meetings  serve  many  excellent  purposes.  They  pro- 
vide the  opportunity  for  renewal  of  friendships,  for  inter- 
change of  ideas,  for  the  taking  of  inventories  of  those  ab- 
stract possessions  which  can  be  neither  bought  nor  sold. 
Our  task  today  is  to  achieve  perspective,  for  we  are  told, 
“the  young  have  aspirations  that  never  come  to  pass;  the 
old  have  recollections  of  things  that  never  happened.” 

No  person  should  attempt  to  address  an  intelligent  audi- 
ence unless  he  can  do  at  least  one  of  several  things.  He 
should  be  able  to  (1)  impart  new  information;  (2)  re- 
hearse that  which  is  already  well  known;  (3)  stimulate 
thought  by  asking  questions;  or  (4)  bore  his  audience  until 
they  take  a good  nap  and  be  wide  awake  to  appreciate  the 
next  speaker  they  hear.  It  is  at  least  with  the  hope  of  do- 
ing the  latter  that  I bring  you  my  subject:  “Increasing 
Duties  and  Responsibilities  of  the  Medical  Profession.” 
Within  a little  more  than  three  hundred  years  the  land 
which  we  call  the  United  States  has  become  the  home  of 
the  fourth  largest  national  group  in  the  world.  When  the 
United  States  was  founded,  republics  were  few  and  weak, 
and  Europe  predicted  a speedy  end  of  the  young  nation. 
For  a time  the  future  did  seem  uncertain,  but  all  the  dan- 
gers were  overcome  until  now  in  extent,  stability,  popula- 
tion, wealth  and  power,  our  Republic  ranks  either  first  or 
among  the  first  of  the  nations  of  the  earth. 

Now  we  are  ready  to  ask  and  answer,  what  are  some 
of  the  responsibilities  of  the  medical  profession  ? It  has 
the  responsibility  of  safeguarding  its  own  interests  against 
the  invasion  of  the  immigrant  physician  who  has  only  his 
own  selfish  interest  at  heart  and  is,  as  a rule,  not  familiar 
with  living  conditions  of  this  country  and  fits  into  our 
American  way  of  living  about  as  well  as  this  nation  would 
fit  into  the  political  situation  in  Europe  today.  His  stand- 
ard of  living  and  methods  of  practice  do  not  compare  with 
those  of  the  well  trained  professional  medical  man  of 
America.  This  is  the  doctor’s  responsibility  to  themselves 
and  can  best  be  handled  through  medical  organization. 

The  medical  profession  has  the  responsibility  of  safe- 
guarding the  health  of  the  community  and  the  state  and 
has  done  more  for  the  race  than  has  ever  before  been  ac- 
complished by  any  other  body  of  men.  These  gifts  to  the 

* President’s  address  read  before  the  Forty-Seventh  An- 
nual Meeting  of  Idaho  State  Medical  Association,  Boise, 
Ida.,  Aug.  23-26,  1939. 


people  have  come  in  the  form  of  vaccination,  sanitation, 
anesthesia,  aseptic  surgery,  the  science  of  bacteriology  and 
the  art  of  therapeutics. 

F'or  devoted  service,  for  the  highest  expression  of  gen- 
erosity and  goodwill,  the  physician  occupies  a place  quite 
incomparable.  The  story  told  by  Ian  McLaren  in  the  “Bon- 
nie Brier  Bush”  of  old  Dr.  McLeod  is  not  exaggerated  or 
overdrawn.  It  is  a tale  that  may  be  duplicated  in  any 
community.  One  must  believe  concerning  men  of  this  type 
that  they  are  motivated  by  the  highest  of  impulses  and 
that  their  ministry  is  associated  with  that  of  the  Master 
who  never  turned  away  from  those  who  were  bruised  and 
broken  in  body. 

The  medical  profession  faces  the  responsibility  of  a 
social  disorganization.  It  is  needless  to  tell  those  who  are 
constantly  experiencing  the  effects  of  the  present  social  dis- 
organization and  readjustment  that  now  is  a propitious 
time  for  the  medical  profession;  for  it  is  in  the  present  and 
today  that  it  must  with  clear  vision  and  steadfast  purpose 
formulate  plans  for  the  future  and  evolve  policies  which 
undoubtedly  will  be  the  basis  on  which  the  social  eco- 
nomic structures  vitally  associated  with  the  medical  pro- 
fession will  be  erected. 

It  is  not  only  that  the  doctors  demand,  but  also  that 
the  people  expect  leadership  to  be  assumed  by  the  organ- 
ized medical  profession  in  the  planning  and  reorganization 
of  means  and  methods  of  taking  care  of  the  sick,  especially 
the  indigent  sick.  Therefore,  since  this  problem  is  directly 
placed  upon  the  medical  profession  for  its  solution,  it  is 
necessary  that  we  as  doctors  should  study  all  the  essen- 
tial factors  involved  in  this  mass  of  conflicting  interests,  and 
in  a philosophic  and  dispassionate  manner  so  analyze  diver- 
gent viewpoints  that  we  may  properly  articulate  the  de- 
sires of  organized  medicine  and  decide  on  a rational  basis 
for  future  action. 

We  as  physicians  undoubtedly  are  all  in  accord  with  the 
idea  that  the  medical  profession  should  guard  its  future 
by  surrounding  it  with  the  best  traditions  which  the  pro- 
fession of  medicine  has  evolved  from  its  centuries  of  glori- 
ous service  to  mankind.  Yet  we  must  not  be  unmindful 
that  the  future  of  medicine  depends  most  essentially  on  the 
actions  of  its  followers  of  today,  and  this  responsibility 
should  cause  us  to  govern  our  deliberations  in  the  formula- 
tion of  policies  so  that  future  generations  of  doctors  will 
not  regard  the  profession  of  today  with  anathema  for  hav- 
ing saddled  on  their  backs  additional  heavy  burdens  of  in- 
creased and  uncompensated  public  service. 

Our  efforts  should  be  expended  toward  making  the  future 
generations  of  medical  men  more  secure  in  the  possession 
of  sufficient  leisure  and  a placid  old  age.  We  should  build 
with  a sure  hand  and  a sound  judgment,  retaining  in  our 
possession  what  is  valuable  and  necessary,  but  likewise 
without  fear  we  should  discard  what  is  useless. 

Especially  should  we  weigh  well  the  economic  problems 
of  the  present  and  their  relationship  to  the  future  security 
of  the  members  of  the  medical  profession.  After  due  consid- 
eration of  the  multiple  and  complex  relations  of  the  pub- 
lic to  ourselves  we  should  adopt  definite  policies  which  are 
expedient  for  the  conditions  which  we  now  regard  as 
temporary,  and  should  also  formulate  plans  adaptable  for 
the  conditions  which  are  likely  to  be  permanent. 
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We  should  attempt  to  solve  immediately  the  problems 
which  are  presented  to  us  and  the  answers  should  be  such 
that  they  will  bear  antagonistic  scrutiny,  and  be  capable 
of  logical  and  adequate  defense  against  public  and  legisla- 
tive criticism.  After  this  orientation  we  should  assume  an 
active  leadership  in  the  promotion  of  legislation  favorable 
to  the  professed  objectives  of  the  medical  profession.  The 
point  is  that  we  should  be  active  and  not  passive.  We 
should  direct  tendencies  and  trends,  and  should  control  all 
medical  and  social  activities  of  organizations  which  base 
their  excuse  for  existence  on  the  necessity  of  providing 
adequate  care  of  the  sick  by  taking  advantage  of  the 
charitable  inclination  of  doctors  of  medicine. 

If  we  stand  together  in  a democratic  yet  united  group, 
we  can  reassume  leadership  in  many  of  the  social  medical 
activities  which  are  rapidly  passing  out  of  our  control. 
Likewise  our  national  medical  organization  should  be  made 
more  democratic.  The  unit  of  all  activity  should  be  the 
county  medical  society.  Therefore,  it  seems  only  proper 
that  the  county  medical  society  should  instruct  its  delegates 
to  the  state  medical  convention ; at  least,  it  should  indi- 
cate to  them  in  a broad,  fundamental  manner  what  it  de- 
sires them  to  support. 

At  this  time  I should  like  to  take  a few  minutes  to  dis- 
cuss a matter  which  I consider  is  well  worth  your  atten'.ion. 
Recent  attacks  on  the  medical  profession  of  the  United 
States  have  endeavored  to  create  the  impression  that  or- 
ganized medicine  is  divided  against  itself  and  that  many 
physicians  are  in  revolt.  The  statement  is  untrue. 

We  have  been  assailed  by  the  Government  of  the  United 
States  with  an  indictment  that  we  constitute  a monopoly 
and  that  our  actions  through  our  delegated  authorities  in 
the  American  Medical  Association  have  violated  the  laws  of 
this  country  as  they  apply  to  interstate  commerce  and  re- 
straint of  trade.  I for  one  would  like  to  have  the  American 
people  know  that  personally  as  a physician  I have  been 
indicted  by  the  United  States  Government ; that  the  im- 
pugned reflection  on  the  integrity  of  the  American  Medical 
Association  is  considered  by  me  as  a reflection  upon  my- 
self. I believe  that  the  rest  of  you  feel  much  the  same. 

I should  like  to  have  every  citizen  of  the  United  States 
know  that  his  family  physician  has  been  indicted.  Can 
you  make  that  mother,  whose  child’s  life  has  been  saved, 
think  that  her  doctor  is  a knave?  Can  the  millions  of 
people  who,  twenty-five  years  ago  would  have  died  of 
typhoid,  diphtheria,  diabetes,  cholera  infantum  and  other 
diseases,  who  walk  the  streets  today  and  enjoy  life’s  bounty, 
be  made  to  say  that  American  medicine  deserves  indict- 
ment? The  blind  have  been  made  to  see,  the  lame  to  walk, 
and  the  ill  restored  to  health  under  our  American  system 
that  never  has  defaulted  an  obligation  nor  proved  unfaith- 
ful to  a trust. 

I would  like  to  have  the  American  people  know  that  the 
medical  profession  of  this  country  stands  united  in  oppo- 
sition to  this  indictment  and  the  attacks  made  on  its  in- 
tegrity. We  always  have  presented  a united  front,  not  only 
in  the  battle  for  the  best  public  health  service  for  the 
people,  but  in  constant  seeking  for  better  ways  of  providing 
medical  service  and  care.  That  this  united  front  exists  is 
proved  by  the  great  attainments  made  by  American  medi- 
cine since  the  American  Medical  Association  was  created  in 
1847  for  the  initial  purpose  of  improving  medical  educa- 
tion. Today  our  medical  schools  are  the  outstanding  ones 
in  the  world.  Our  research  centers  are  leading  the  world 


into  new  avenues  of  medical  knowledge.  Today  the  medi- 
cal world  comes  to  America  for  its  postgraduate  studies 
rather  than  American  physicians  going  to  foreign  countries 
for  further  studies,  as  was  true  a century  ago.  A united 
profession  has  attained  all  of  these  things,  not  for  them- 
selves, but  for  the  people  and  fight  for  those  things  which 
best  serve  the  people’s  interests. 

At  St.  Louis,  May  18,  the  American  Medical  Association 
through  its  House  of  Delegates  lined  up  solidly  in  oppo- 
sition to  the  Wagner  health  bill  as  “contrary  to  the  best 
interests  of  the  American  people.”  A resolution,  adopted  by 
the  174  delegates  in  twenty  minutes  without  a dissenting 
vote,  held  the  Wagner  bill  failed  to  make  use  of  existing 
facilities  for  the  sick  poor  and  would  impose  Federal  con- 
trol of  spending  for  the  sick.  As  an  alternative,  the  doctors 
proposed  starting  with  existing  facilities,  expanding  them 
and  permitting  states  to  ask  for  and  get  Federal  aid  as 
needed. 

The  resolution  adopted  was  in  general  terms,  so  couched 
to  serve  as  a statement  of  principles  to  guide  the  thinking 
of  doctors.  The  A.  M.  A.  and  Federal  authorities  are  in 
agreement  on  the  basic  principle,  that  tax  monies  be  used 
to  help  care  for  the  indigent  sick. 

The  bill,  commonly  called  the  “National  Health  Act 
of  1939”  is  an  amendment  to  the  Social  Security  Act  of 
1935  and  is  intended  to  make  effective  a national  health 
program  recommended  by  the  Interdepartmental  Committee 
to  Coordinate  Health  and  Welfare  Activities.  In  condemn- 
ing the  bill,  the  American  Medical  Association’s  resolution 
declared  the  measure  “does  not  safeguard  in  any  way  the 
continued  existence  of  private  practitioners  who  have  al- 
ways brought  to  the  people  benefits  of  scientific  research 
and  treatment.” 

Other  points  brought  out  in  the  resolution:  It  fails  to 
provide  for  the  use  of  the  thousands  of  vacant  beds  now 
available  in  hundreds  of  church  and  community  general 
hospitals;  it  proposes  to  make  Federal  aid  for  medical 
care  the  rule  rather  than  the  exception ; it  does  not  recog- 
nize the  need  for  suitable  food,  sanitary  housing  and  the 
improvement  of  other  environmental  conditions  necessary 
to  the  continuous  prevention  of  disease. 

The  bill  insidiously  promotes  development  of  a com- 
plete system  of  tax-supported  governmental  medical  care. 
It  proposes  complete  medical  service  in  addition  to  com- 
pensation for  loss  of  wages  during  illness.  Federal  sub- 
sidies have  invariably  involved  Federal  control. 

Any  state  in  actual  need  for  prevention  of  disease,  pro- 
motion of  health  and  care  of  sick  should  be  able  to  obtain 
such  care  without  stimulating  every  other  state  to  seek 
and  to  accept  similar  aid  and  thus  to  have  imposed  upon 
it  the  burden  of  Federal  control.  The  mechanism  by  which 
this  end  is  to  be  accomplished  must  be  developed  by  the 
executive  and  the  Congress.  Such  a method  would  afford 
to  every  state  an  agency  to  which  it  might  apply  for  Fed- 
eral assistance  without  involving  every  other  state  in  the 
Union  or  the  entire  government.  This  would  not  disturb 
permanently  the  American  concept  of  democratic  govern- 
ment. 

Since  we  have  had  organized  medicine  we  have  made 
more  progress  and  the  science  of  medicine  has  reached  a 
higher  plane  than  was  possible,  had  each  one  continued  in 
his  isolated  and  selfish  life.  It  is  our  belief  that  we  are 
outstripping  all  other  professions  in  progress  and  devel- 
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opment  today.  We  are  ever  looking  forward  and  blazing  the 
trail  for  others. 

To  keep  our  progress,  we  must  keep  abreast  of  the 
times.  The  golden  rule  must  be  closely  adhered  to,  and  we 
must  be  more  liberal  in  letting  the  world  know  what  or- 
ganized medicine  has  done  for  society  in  general. 

The  benefits  of  the  medical  profession  to  the  general 
welfare  is  but  little  understood  and  less  appreciated.  Where 
would  we  be  today,  if  medical  science  had  done  nothing 
toward  the  control  of  smallpox,  diphtheria,  typhoid  fever, 
malaria,  etc.,  What  would  happen  if  the  doctors  would  go 
on  a sit-down  strike  for  ten  years  or  ten  days? 

So  long  as  the  sun  shines,  so  long  as  the  water  flows,  until 
this  earth  is  covered  in  total  darkness  and  the  temperature 
at  the  equator  is  as  frigid  as  it  is  in  the  Arctic  circle  and 
until  pain  and  anguish  in  the  human  body  has  ceased,  and 
man  has  disappeared  from  the  face  of  the  earth,  there  will 
be  a demand  for  medical  service  and  that  demand  will  be 
supplied  by  organized  medicine. 

If  the  following  achievements  are  realized  by  the  medi- 
cal profession  as  a whole  the  life  span  will  be  lengthened 
still  further:  first,  the  further  control  and  mastery  of  the 
remaining  infectious  diseases;  second,  an  understanding  of 
the  factors  that  produce  diseases  of  the  heart  and  blood 
vessels,  and  that  are  responsible  for  diabetes;  third,  solving 
the  mystery  of  cancer  and  its  cure. 

It  is  not  an  unfounded  hope  that  makes  us  believe  these 
conquests  shall  be  realized  some  day.  By  the  actual  progress 
of  investigations  in  physics  and  chemistry  and  biology  now 
under  way  the  problems  presented  by  these  great  outstand- 
ing menaces  of  mankind  are  already  partly  solved.  Their 
further  solution  depends  upon  the  continuance  of  scientific 
work,  together  with  public  education,  so  that  the  layman 
of  the  future  will  have  as  much  intelligence  and  as  much 
useful  knowledge  regarding  general  medicine  and  hygiene 
as  the  practicing  physician  has  today.  With  increasing  co- 
operation between  medical  teaching  and  medical  practice 
will  come  an  improvement  in  the  health  of  our  people.  Let 
us  always  remember  that  coming  together  is  a beginning; 
keeping  together  is  progress;  and  working  together  means 
loyalty  and  success. 

IDAHO  STATE  MEDICAL  ASSOCIATION 

PROCEEDINGS  OF  THE  FORTY-SEVENTH  ANNUAL 
MEETING  OF  IDAHO  STATE  MEDICAL  ASSOCIA- 
TION, OWYHEE  HOTEL,  BOISE,  IDAHO, 
AUGUST  23-26,  1939. 

HOUSE  OF  DELEGATES 
First  Session 
August  22 

The  meeting  was  called  to  order  by  the  President,  F.  C. 
Gibson,  at  8 p.m. 

The  following  officers  and  delegates  were  present:  F.  C. 
Gibson,  F.  M.  Cole,  J.  N.  Davis,  W.  A.  Koelsch,  W.  H. 
Hancher,  J.  L.  Reynolds,  W.  B.  Hanford,  S.  M.  Poindexter, 
J.  Clothier,  B.  C.  Eisenberg,  Parley  Nelson,  G.  C.  Halley, 
H.  E.  Lamb,  C.  A.  Terhune,  C.  C.  Wendle,  W.  O.  Clark, 
R.  T.  Hopkins,  K.  H.  Collins. 

Minutes  of  the  previous  regular  meeting  September  S, 
1938,  were  read  and  approved. 

Secretary's  Report 


RECEIPTS 

Bank  balance,  November  23,  1938 $1,428.63 

Cash  on  hand $ 22.00 

Alex.  Barclay  _ 6.00 


Memberships  

6 Commercial  Exhibits 

....  3,558.00 
...  210.00 

Refunds,  Convention,  1938 

W.  L.  J ellison 

50.31 

N.  F.  Miller 

....  180.00 

Union  Pacific  R.  R 

....  167.93 

$4,194.24 

$4,194.24 

$5,622.92 

DISBURSEMENTS 

Refund  on  dues 

....$  1.00 

Convention  expense,  1938 

....  516.30 

Office  expense,  1939 

....  324.47 

Convention  expense,  1939 

....  672.56 

Society  refunds  on  dues 

....  446.00 

Northwest  Medicine  

....  506.00 

Incidentals  

9.40 

Travel  

....  278.04 

Salaries  

....  625.00 

H.  of  D.  Meeting 

....  386.45 

$3,765.22 

$3,765.22 

Receipts  

.$5,622.92 

Disbursements  

. 3,765.22 

True  Balance  

.$1,857.70 

Bank  balance  7/21/39 

.$2,044.03 

Checks  outstanding  

175.33 

Check  Book  Balance 

.$1,857.70 

Membership 

Following  is  the  present  standing  of  the  several  com- 
ponent societies  in  the  State  of  Idaho  as  of  August  21,  1939: 


Society 

Population 

Membership 

Paid 

Honorary 

Bonner-Boundary 

13 

6 

5 

1 

Idaho  Falls  

21 

18 

15 

3 

Kootenai  

14 

12 

12 

0 

North  Idaho  

68 

36 

34 

2 

Pocatello  

66 

42 

41 

1 

Shoshone  

18 

9 

9 

0 

Southside  

62 

51 

49 

2 

Southwestern  

147 

85 

72 

12 

Upper  Snake  

24 

19 

17 

2 

Totals 

421 

278 

254 

24 

These  figures  change  slightly  from  day  to  day  but  do  not 
vary  greatly  from  year  to  year  insofar  as  the  total  medical 
population  is  concerned. 

The  membership  today  is  an  all  time  high  which  be- 
speaks well  for  the  organization  when  the  stress  of  the 
times  calls  for  the  support  of  one  hundred  per  cent  of  the 
registered  physicians. 

Report  of  Cancer  Committee 

A report  of  the  cancer  committee  was  read  as  follows: 

Even  with  so  little  activity,  the  Cancer  Committee  of  this 
organization,  like  some  of  the  Chambers  of  Commerce 
in  Idaho,  has  accomplished  a great  deal  of  good  locally 
in  the  world-wide  effort  to  lessen  the  prevalence  and  mor- 
tality from  cancer.  Because  statistics  concerning  prevalence 
is  so  indefinite,  it  is  actually  impossible  to  know  whether 
cancer  is  increasing,  but  we  do  know  reported  cases  are  in- 
creasing. The  most  important  thing  is  that  we  do  know 
that  cancer  mortality  is  decreasing.  The  factor  of  incom- 
plete diagnosis  must  modify  statistical  diagnosis  until  we 
are  generally  prepared  and  equipped  for  more  accurate 
diagnosis.  This  decreasing  mortality  is  intended  to  state 
that  the  percentage  of  cancer  cures  is  increasing  at  the  same 
time  that  cancer  deaths  remain  about  the  same  the  past  few 
years. 

If  one  accepts  the  quite  evident  statement  of  cancer  in- 
creases due  to  better  diagnosis,  he  must  also  accept  the 
explanation  of  better  diagnosis  as  a factor  in  the  number  of 
deaths  reported  as  due  to  cancer.  The  entire  question  of 
medical  statistics  is  so  much  modified  by  individual  knowl- 
edge and  circumstances  and  personal  considerations  that  the 
final  conclusion  must  be  too  high  a reported  mortality  rate 
and  too  low  a reported  prevalence.  There  is  an  increased 
reported  number  and  percentage  of  cures  which  is  subject 


October,  1939 


STATE  SECTIONS IDAHO 


403 


to  less  discount  than  reported  prevalence  or  reported  deaths, 
so  that  the  conclusion  must  be  and  is  that  we  are  gaining 
in  our  efforts  against  cancer. 

This  committee,  in  the  past  year,  has  circulated  two  letters 
among  all  registered  physicians  and  surgeons,  members  and 
nonmembers,  in  all  parts  of  the  state.  There  has  been  an 
estimate  of  not  less  than  one  hundred  talks  and  lectures  by 
medical  men  and  others,  including  the  enthusiastic  workers 
of  the  Women’s  Field  Army. 

This  organization  is  actually  succeeding  in  an  effort  never 
realized  by  the  medical  profession,  that  is,  early  diagnosis 
and  treatment,  and  at  the  same  time  pointing  the  way  to 
the  cure  of  cancerphobia. 

In  all  parts  of  the  state  there  is  increased  knowledge  con- 
cerning malignancy.  More  patients  come  for  diagnosis  and 
more  early  cases  are  treated.  At  the  same  time  physicians 
are  more  conservative  about  inoperable  cases,  and  more 
knowledge  is  yet  needed  for  better  treatment  of  hopeless 
cases. 

It  is  proposed  that  a donation  of  $300  to  $500  be  given  by 
the  State  Association  to  the  Idaho  Women’s  Field  Army  to 
enable  them  to  extend  their  work.  This  Association,  whose 
members  profit  so  much  from  the  work  of  the  Field  Army, 
should  cheerfully  share  the  expense  of  the  work,  largely 
free,  but  badly  crippled  for  want  of  office,  literature,  travel 
expense  and  a pitiably  paid  commander. 

It  is  now  urged  that  a very  much  larger  membership  be 
appointed  and  organized  so  that  there  may  be  an  increased 
activity  in  all  parts  of  the  state,  one  from  each  component 
society,  and  one  from  each  county.  Such  a committee  can 
develop  the  best  idea  we  now  have:  “Fight  Cancer  With 
Knowledge.” 

W.  F.  Howard,  Chairman 
J.  L.  Stewart, 

W.  O.  Clark, 

Committee. 

The  above  report  was  adopted  and  referred  to  the  Coun- 
cil for  such  action  as  they  deemed  necessary  relative  to  its 
suggestions. 

The  following  convention  committees  were  appointed: 

Resolutions:  Paul  Ellis,  W.  B.  Hanford,  T.  A.  Ellison,  H. 

E.  Lamb,  W.  H.  Hancher. 

Credentials:  J.  N.  Davis,  S.  M.  Poindexter,  C.  C.  Wendle. 

Nominations:  C.  W.  Pond,  R.  T.  Hopkins,  S.  M.  Poin- 
dexter, G.  C.  Halley,  H.  B.  Rigby. 

A short  recess  was  called  for  committee  meetings,  from 
which  reports  were  called: 

Resolutions:  No  report. 

Credentials 

The  following  report  was  accepted:  Your  committee  re- 
ceived the  credentials  of  the  delegates,  representing  all  the 
component  societies,  and  find  them  all  correct  with  the 
exception  of  Alexander  Barclay,  Jr.  of  Kootenai  County 
who  is  president  of  that  society  and  presents  himself  in 
the  absence  of  the  regular  delegate  or  alternate.  We  ad- 
vise his  acceptance  and  that  he  be  seated  in  this  House  of 
Delegates  with  full  power  of  the  regular  delegates. 

J.  N.  Davis, 

S.  M.  Poindexter, 

C.  C.  Wendle. 

New  Business 

Parley  Nelson  presented  a problem  and  suggested  a plan 
which  was  referred  to  the  resolution  committee. 

F.  M.  Cole  requested  action  of  the  Council  meeting  of 
January  21,  1939,  be  read,  which  was  done. 

C.  C.  Wendle  presented  the  matter  of  illegal  contracts 
issued  by  the  Industrial  Accident  Board.  This  matter  was 
discussed  at  some  length  and  referred  to  the  Industrial  Ac- 
cident Board  for  question,  and  it  was  later  admitted  by 
them  that  some  of  the  contracts  were  illegal  and  that  in 
one  instance  at  least  a doctor  had  also  signed  an  illegal 
contract.  Their  efforts  to  avoid  further  errors  was  assured. 

G.  C.  Halley  presented  the  position  of  the  South  Side 


Medical  Society  with  reference  to  the  Farm  Security  Ad- 
ministration contracts.  This  society  advised  against  an  en- 
tangling alliance. 

The  chair  appointed  the  following  committee  on  Indus- 
trial Medicine:  E.  N.  Roberts,  G.  C.  Halley,  W.  B.  Han- 
ford, R.  T.  Hopkins,  C.  C.  Wendle. 

A part  of  their  report  is  referred  to  above,  with  rela- 
tion to  the  Industrial  Accident  Board. 


Second  Session 
August  23 

The  meeting  was  called  to  order  by  the  President,  F.  C. 
Gibson,  at  8 p.m. 

The  following  officers  and  delegates  were  present:  F.  C. 
Gibson,  F.  M.  Cole,  J.  N.  Davis,  W.  A.  Koelsch,  A.  M. 
Newton,  W.  H.  Hancher,  W.  B.  Hanford,  S.  M.  Poindex- 
ter, P.  M.  Ellis,  J.  Clothier,  B.  C.  Eisenberg,  N.  H.  Farrell, 
Parley  Nelson,  H.  B.  Rigby,  G.  C.  Halley,  E.  W.  McBrat- 
ney,  C.  C.  Wendle,  W.  O.  Clark,  R.  T.  Hopkins,  A.  Bar- 
clay, Jr. 

The  American  Medical  Association  delegate,  E.  N.  Rob- 
erts, made  an  exhaustive  and  enlightening  report  of  the 
recent  meeting  of  the  House  of  Delegates. 

The  Secretary  of  the  Idaho  State  Medical  Association 
made  his  annual  report  which  is  attached  hereto. 

Correspondence  on  Contraceptives 

The  following  letter  was  received  from  the  Department 
of  Law  Enforcement  and  attached  answer  authorized  and 
delivered: 

August  19,  1939. 

Dear  Dr.  Davis: 

We  have  received  information  that  itinerant  salesmen  are 
calling  on  the  medical  profession  in  Idaho  and  selling  them 
unapproved  contraceptive  products.  On  checking  into  this 
matter  we  find  that  a large  percentage  of  doctors  were 
never  informed  there  is  a state  law  regulating  the  quality 
and  sale  of  this  merchandise.  Therefore,  we  would  appre- 
ciate having  a few  minutes  allotted  for  the  reading  of  this 
letter  at  your  convention  at  Boise. 

In  1937  the  Idaho  State  Legislature  passed  a bill  pertain- 
ing to  the  quality  and  sale  of  prophylactics  and  contra- 
ceptives. This  law  is  titled  Chapter  72,  1937  Session  Laws, 
but  commonly  known  as  the  Prophylactic  Act. 

The  Department  of  Law  Enforcement  and  Department 
of  Public  Health  and  Welfare  were  agencies  designated  to 
administer  this  act;  the  former  for  enforcement  and  issu- 
ance of  licenses  and  the  latter  to  test  the  manufacturers 
products  for  approval.  All  products  submitted  must  con- 
form to  the  requirements  set  forth  by  the  Department  of 
Public  Welfare  before  they  are  approved  for  sale  in  Idaho. 
By  this  procedure  the  public  is  assured  of  receiving  a uni- 
form, bonafide  product  more  efficient  for  the  intended  pur- 
pose. 

The  intent  of  this  act  is  to  protect  purchasers  of  contra- 
ceptive products  from  inferior  merchandise.  Therefore,  if 
the  members  of  the  medical  profession,  when  recommend- 
ing contraceptives,  would  recommend  only  approved  prod- 
ucts, the  intent  would  be  another  step  nearer  fulfillment. 

Enclosed  is  a list  of  approved  products  and  the  manufac- 
turers’ names  of  said  products.  These  lists  can  be  obtained 
by  writing  the  Bureau  of  Occupational  Licenses,  State 
House,  Boise,  Idaho. 

Also,  we  would  like  to  inform  the  members  of  the  med- 
ical profession,  the  Bureau  of  Occupational  Licenses  now 
has  a field  man  to  investigate  any  infringements  of  the 
licensed  professions.  All  complaints  received  are  held  in 
the  strictest  confidence  and  the  complainants’  names  are 
never  divulged. 

We  thank  the  officers  and  members  of  the  medical  pro- 
fession and  Association  for  their  cooperation  and  extend 
our  wishes  for  a very  successful  convention. 

Very  truly  yours, 

Harry  M.  Rayner,  Commissioner  of  Law  Enforcement, 
By  H.  B.  Whittlesey,  Director  Bureau  of  Occupational 
Licenses. 
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H.  B.  Whittlesey, 

Dear  Sir: 

It  is  the  pleasure  of  this  organization  to  express  our  ap- 
preciation of  your  letter  calling  to  our  attention  the  re- 
cent statute  relative  to  the  sale  of  prophylactics  and  con- 
traceptives. 

Your  letter  was  read  in  open  meeting,  and  due  notice 
will  be  given  through  our  official  publication  of  the  ap- 
proved products  as  listed  in  Bulletin  No.  8 over  the  signa- 
ture of  the  Department  of  Law  Enforcement. 

Sincerely, 

J.  N.  Davis,  Secretary. 

Letters  of  greeting  were  directed  to  be  sent  to  Alexander 
Barclay,  Coeur  d’Alene,  and  Charles  Russell  Weaver,  Twin 
Falls,  who  were  absent  because  of  sickness. 

Third  Session 
August  24 

The  meeting  was  called  to  order  by  the  President,  F.  C. 
Gibson,  7:30  p.m. 

Following  officers  and  delegates  present:  F.  C.  Gibson, 
F.  M.  Cole,  J.  N.  Davis,  W.  A.  Koelsch,  A.  M.  Newton, 
E.  D.  Parkinson,  S.  M.  Poindexter,  Elizabeth  Curtis  (alt.), 
P.  M.  Ellis,  J.  Clothier,  N.  H.  Farrell,  D.  C.  Ray,  Parley 
Nelson,  H.  B.  Rigby,  G.  C.  Halley,  H.  E.  Lamb,  C.  A.  Ter- 
hune,  John  Wurster  (alt.),  W.  F.  Passer  (alt.),  C.  C. 
Wendle,  W.  O.  Clark,  R.  T.  Hopkins,  K.  F.  Collins,  A.  Bar- 
clay, Jr. 

Election  of  Officers 

The  report  of  the  nominating  committee  included  the 
following  officers: 

President-elect,  A.  M.  Newton. 

Secretary,  J.  N.  Davis. 

Councilors,  W.  O.  Clark,  three  years;  W.  W.  Beck,  two 
years,  completing  A.  M.  Newton’s  term;  W.  A.  Koelsch, 
one  year,  term  unexpired. 

Delegate  to  A.  M.  A.,  E.  N.  Roberts,  two  years. 

Alternate  to  A.  M.  A.,  H.  W.  Stone,  two  years. 

It  was  voted  that  the  report  be  accepted. 

It  was  voted  that  officers  be  unanimously  elected. 

The  offices  of  President,  President-elect,  Secretary,  Coun- 
cilors, Delegates  and  Committees  were  voted  separately 
with  like  results. 

C.  W.  Pond  was  unanimously  elected  for  three  years  serv- 
ice as  a member  of  the  Scientific  Committee. 

The  following  members  of  the  Public  Policy  and  Legis- 
lation committee  were  unanimously  elected:  J.  L.  Stewart, 
R.  T.  Hopkins,  G.  C.  Halley. 

Meeting  Place 

It  was  voted  unanimously  that  Sun  Valley  be  designated 
as  the  meeting  place  for  the  1940  convention. 

Committee  on  Industrial  Medicine 

The  Committee  on  Industrial  Medicine  adopted  the  fol- 
lowing resolution: 

Resolved : That  the  State  Industrial  Accident  Board  void 
all  illegal  present  contracts  and  that  the  doctor  or  doctors 
refuse  to  condone  or  accept  these  illegal  contracts  in  the 
future,  according  to  the  Statutes. 

The  report  was  adopted. 

E.  N.  Roberts, 

Chairman. 

RESOLUTIONS 

The  report  of  the  Resolutions  Committee  was  accepted 
that  each  motion  be  voted  on  separately  and  committee  be 
retained. 

1 .  Vote  of  Thanks 

Resolved : That  Idaho  State  Medical  Association  extend 
a vote  of  thanks  to  the  Southwestern  Medical  Society  for 
their  work  in  arrangement  of  this  annual  meeting. 

We  further  extend  our  thanks  and  appreciation  to  the 
members  of  the  Washington  University  School  of  Medi- 


cine, St.  Louis,  for  the  most  excellent  course  of  lectures 
we  have  received  at  their  hands,  and  we  hope  that  the  as- 
sociations thus  formed  will  be  a mutual  bond  of  profes- 
sional and  fraternal  brotherhood  in  the  future. 

To  the  staff  of  the  United  States  Veteran’s  Hospital, 
St.  Luke’s  Hospital,  and  the  St.  Alphonsus  hospital,  in  ar- 
ranging medical  and  surgical  clinics. 

To  those  members  who  have  arranged  and  exhibited  the 
splendid  scientific  exhibits. 

We  further  appreciate  the  cooperation  and  assistance 
rendered  to  the  society  by  the  work  of  the  auxiliary. 

To  the  management  of  the  Owyhee  Hotel  for  their  hos- 
pitality and  cooperation  in  making  this  session  of  the  As- 
sociation a successful  one. 

Also  we  express  our  appreciation  to  the  press  for  their 
many  courtesies  of  cooperation. 

In  conclusion,  with  uncovered  heads  we  hesitate  in  mem- 
ory of  those  members  of  the  profession  who  have  served 
long  and  well  and  crossed  the  great  divide  to  find  eternal 
peace. 

This  resolution  was  unanimously  adopted. 

2.  Army  Medical  Museum 

Whereas : The  75th  Congress  has  authorized  the  Secre- 
tary of  War  to  construct  a new  building  to  replace  the 
Army  Medical  Library  Museum  Building;  and  in  view  of 
the  fact  that  the  present  building  is  wholly  inadequate 
and  the  need  for  larger  quarters  is  urgent,  be  it 

Resolved:  That  we  respectfully  urge  that  necessary  funds 
be  made  available  at  the  earliest  possible  moment  to  con- 
struct such  a building  in  order  that  the  valuable  documents 
may  be  better  protected  and  preserved  for  the  ever  ex- 
panding service  required  of  such  an  institution. 

It  is  requested  that  copies  of  this  resolution  be  sent  to 
the  President,  Secretary  of  War,  and  the  Director  of  the 
Budget,  also  to  the  Surgeon  General  of  the  Army  and 
members  of  the  Idaho  Congressional  delegation. 

3.  Harmful  Nostrums 

Whereas:  The  Federal  Trade  Commission  has  for  some 
years  been  active  in  its  efforts  to  protect  the  public  against 
harmful  and  useless  nostrums  and  under  the  provisions  of 
the  new  Food  and  Drug  Act,  certain  important  duties 
have  devolved  on  this  commission  which  seems  deter- 
mined to  discharge  these  duties  as  fully  as  possible; 

To  that  end,  Dr.  K.  E.  Miller,  Senior  Surgeon  of  the 
United  States  Public  Health  Service,  has  been  detailed  for 
the  purpose  of  assisting  the  Commission  in  this  work  per- 
taining to  the  matter  of  harmful  and  useless  nostrums  and 
the  protection  of  the  public  against  their  use;  be  it 

Resolved:  That  we  express  to  the  Federal  Trade  Com- 
mission and  Dr.  K.  E.  Miller  our  desire  to  be  of  service  in 
the  carrying  out  of  his  duties  and  assure  him  and  them 
that  whenever  the  opportunity  offers,  we  will  be  ready  to 
do  our  utmost,  be  it  singly  or  collectively. 

This  resolution  was  adopted. 

4.  Farm  Security  Administration 

A resolution  presented  a plan  for  dealing  with  the  Farm 
Security  Administration  and  similar  groups.  Considerable 
discussion  followed  for  and  against  and  the  chair  called  for 
a rising  vote.  The  resolution  was  accepted  by  a vote  of 
12  ayes  and  10  nays. 

5.  Educational  and  Publicity  Program 

Whereas:  The  general  public  is  still  very  poorly  informed 
as  to  the  role  of  the  medical  man  in  relation  to  his  patient, 
to  a consultant,  the  proper  role  of  a specialist,  the  manner 
in  which  the  physician  acquires  his  ability  and  various 
functions  of  medical  societies  and  the  association,  be  it 

Resolved:  That  a committee  appointed  from  the  mem- 
bers of  the  Association  to  further  a program  of  public  edu- 
cation in  cooperation  with  the  newspapers  and  other  means 
of  educating  the  public  along  these  lines. 

This  resolution  was  adopted. 

6.  Unethical  Sale  of  Practice 

Whereas:  In  the  past  few  years  there  have  been  many 
younger  physicians  coming  to  the  State  of  Idaho  to  practice 
their  profession,  and 

Whereas:  Many  of  them  have  entered  into  contracts 
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with  established  physicians  as  assistants  or  have  entered 
contracts  for  the  purchase  of  practices  of  established  physi- 
cians, and 

Whereas : There  have  been  occasional  cases  in  which 
established  physicians  have  made  it  an  integral  and  ma- 
terial part  of  their  offers  that  they  would  provide  certain 
advantages  in  the  form  of  freedom  from  immediate  com- 
petition, and  otherwise  have  held  out  inducements  result- 
ing in  the  payment  of  large  amounts  of  money  for  the 
purchase  of  such  practices,  and 

Whereas : In  some  of  these  instances  such  advantages 
have  not  been  provided  and  such  freedom  from  competi- 
tion has  not  materialized  by  reason  of  the  established 
physicians’  refusal  to  allow  or  provide  such  advantage, 
therefore,  be  it 

Resolved'.  That  the  practice  of  misinforming  prospective 
assistants  or  prospective  buyers  concerning  the  state  of  the 
practice  or  the  intent  of  future  practice  by  the  seller,  is 
highly  unethical. 

This  resolution  was  defeated  by  rising  vote,  8 nays  and 
4 ayes. 

There  was  considerable  discussion  concerning  the  Indus- 
trial Accident  Board  and  individual  contracts  by  Drs.  Par- 
kinson, Ellis  and  others.  No  definite  action  was  taken  ex- 
cept that  it  was  moved  by  F.  M.  Cole  and  seconded  by 
Parley  Nelson  that  this  matter  be  referred  to  the  Com- 
mittee on  Industrial  Medicine  and  the  Council,  which  was 
adopted. 

The  chair  appointed  a special  committee  supplementing 
the  committee  on  Resolutions,  consisting  of: 

E.  N.  Roberts,  Pocatello  Society;  H.  D.  Spencer,  Idaho 
Falls;  Parley  Nelson,  Upper  Snake;  J.  L.  Stewart,  South- 
western; W.  F.  Passer,  Southside;  C.  C.  Wendle,  Bonner 
Boundary;  Alexander  Barclay,  Jr.,  Kootenai;  W.  O.  Clark, 
North  Idaho;  P.  M.  Ellis,  Shoshone. 

The  members  of  this  supplementary  committee  were  to 
reconsider  Resolution  4 discussed  above. 

7.  Works  Progress  Administration 

Whereas:  Federal  medical  facilities  are  not  available  or 
are  inadequate;  rules  and  regulations  of  the  United  States 
Employee’s  Compensation  Commission  provide: 

1.  That  the  State  Compensation  Officer  should  enlist  the 
cooperation  of  the  medical  associations  in  selecting  physi- 
cians, licensed  to  practice  medicine  in  the  state  who  desire 
to  participate  in  this  service  under  the  regulations  of  the 
Commission ; 

2.  That  under  no  circumstances  should  there  be  discrim- 
ination against  any  physician  who  is  qualified; 

3.  That  compensation  cases  should  be  distributed  among 
physicians  in  as  equitable  a manner  as  possible; 

4.  That  a cumulative  list  shall  be  kept  to  show  the 
number  of  cases  referred  to  each  physician; 

We  hereby  advise  that 

1.  The  Idaho  State  Medical  Association  furnish  a list 
of  practitioners  for  each  locality  in  the  state  who  are  de- 
sirous of  participating  in  the  medical  services  to  injured 
employees  of  the  Works  Progress  Administration  Commis- 
sion, the  State  Compensation  Officer  to  add  to  this  list  the 
names  of  any  other  physicians  who  are  qualified  and  desire 
to  participate  in  the  program. 

2.  That  the  State  Medical  Association  appoint  an  indi- 
vidual or  a committee  to  survey  medical  services  obtained 
each  month  as  shown  on  the  records  of  the  Compensation 
Section  of  the  State  Works  Progress  Administration  to  de- 
termine whether  its  contribution  has  been  equitable.  The 
survey  should  be  made  once  each  month  covering  the  pre- 
ceding month. 

3.  That  a monthly  report  should  be  made  by  the  indi- 
vidual or  committee  showing  the  results  of  the  survey.  This 
report  should  be  prepared  in  sufficient  copies  to  submit  two 
copies  to  the  State  Works  Progress  Administration  and  a 
copy  to  the  State  Medical  Association.  The  State  Compen- 
sation Officer  shall  transmit  a copy  of  the  report,  together 
with  any  explanation  or  comment  to  reach  the  Compensa- 
tion Section,  Division  of  Finance,  Works  Progress  Admin- 
istration, Washington,  D.  C.,  not  later  than  the  last  day 


of  the  month  following  the  month  covered  by  the  survey. 

4.  That  the  State  Compensation  Officer  be  responsible 
for  the  equitable  distribution  of  medical  services  among 
the  eligible  practitioners. 

5.  That  the  doctors  caring  for  these  cases,  make  reports 
promptly. 

This  resolution  was  accepted  and  adopted. 


Fourth  Session 

The  meeting  was  called  to  order  by  the  chair  at  7:30 
a.m.  Roll  call  followed  with  the  following  delegates  or 
nates  present: 

F.  C.  Gibson,  F.  M.  Cole,  J.  N.  Davis,  A.  M.  Newton, 
E.  D.  Parkinson,  S.  M.  Poindexter,  Elizabeth  Curtis  (alt.), 
P.  M.  Ellis,  B.  C.  Eisenberg,  Parley  Nelson,  E.  W.  McBrat- 
ney,  W.  O.  Clark,  R.  T.  Hopkins,  D.  M.  Loehr  (alt.). 

8.  Contracts  and  Agreements 

Supplemental  report  of  the  Resolutions  committee:  The 
combined  resolution  committee  now  presented  Resolution 
8,  a plan  dealing  with  contracts  and  agreements  with  the 
Idaho  State  Medical  Association  and  its  component  socie- 
ties concerning  the  Farm  Security  Administration  and  other 
similar  groups.  After  considerable  discussion  by  Paul  M. 
Ellis  it  was  moved  the  resolution  be  adopted  as  a whole. 
Carried  unanimously. 

Proposed  plan  for  group  medical  care  by  the  House  of 
Delegates  of  Idaho  State  Medical  Association: 

1.  Any  group  with  which  the  Medical  Association  deals 
must  be  a bonafide  voluntary  association,  specifically  one 
without  Government  control  or  interference. 

2.  Premium  fees  shall  be  fixed  at  an  amount  sufficient 
to  cover  services  rendered,  assessments  to  be  made  if  nec- 
essary. Any  balance  at  end  of  fiscal  year  shall  be  held  in 
the  treasury  to  be  used  during  the  next  fiscal  year. 

3.  Each  member  shall  have  complete  and  free  choice  of 
physicians.  No  physician  can  participate  in  this  program 
who  is  not  a member  in  good  standing  in  his  local  medical 
society  and  the  State  Medical  Association. 

4.  Fee  schedule  to  show  no  reduction  from  minimum  fee 
schedule  of  community  concerned. 

5.  To  protect  said  fund,  an  auditing  committee  shall  be 
provided  by  the  medical  society  entering  into  a contract 
with  a group  of  patients.  This  committee  shall  have  the 
duty  and  authority  to  limit  services  rendered  to  an  accept- 
able standard. 

The  auditing  committee  of  the  medical  society  shall  con- 
sist of  five  members  to  be  elected  by  the  members  in  good 
standing.  This  committee  shall  have  the  further  duty  of 
meeting  with  the  board  of  directors  of  the  local  health 
association  to  discuss  matters  of  common  interest.  Discus- 
sions from  these  meetings  shall  not  become  binding  until 
ratified  by  the  local  society. 

6.  Said  patient  group  shall  elect  from  members  in  good 
standing  within  said  group  a board  of  directors  consisting 
of  one  director  for  each  twenty  members  or  major  fraction 
thereof  in  good  standing,  on  the  first  Monday  in  June  of 
each  year.  Any  remaining  patients  ill  at  the  time  the  con- 
tract ends  will  be  responsible  for  fees  necessary  for  com- 
pletion of  illness  and  for  any  fee  over  and  above  maximum 
limit.  All  necessary  medical,  obstetric,  surgical  and  hospital 
care  shall  be  rendered.  Limited  to  maximum  of  $300  per 
family  per  year. 

7.  Any  case  covered  by  other  insurance  should  be 
handled  by  the  insurance  company  liable. 

Details  for  Organization  of  Group. 

1.  Said  patients  group  shall  elect  from  members  in  good 
standing  within  said  group  a board  of  directors,  consisting 
of  one  director  for  each  twenty  members  or  major  fraction 
thereof,  in  good  standing,  on  the  first  Monday  in  June  of 
each  year. 

2.  Each  adult  member  of  said  group  shall  have  one  vote. 

3.  Directors  shall  be  elected  annually  on  the  first  Mon- 
day in  June  to  serve  for  one  year  beginning  with  July  1, 
except  for  the  first  set  of  directors  which  election  date  shall 
be  determined  by  mass  meeting  of  members  called  for 
organization  purposes. 

4.  Premium  fees  shall  be  fixed  at  an  amount  sufficient 
to  cover  services  rendered,  assessments  to  be  made  if  nec- 
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essary.  Any  balance  at  end  of  fiscal  year  shall  be  held  in 
the  treasury  to  be  used  during  the  next  fiscal  year. 

5.  All  necessary  medical,  obstetric  and  surgical  services 
shall  be  rendered,  limited  to  maximum  of  $300  per  family 
per  year.  Any  cost  incurred  above  this  maximum  shall  be 
borne  by  patient  or  patient’s  family,  Hospitalization  shall 
be  limited  to  twenty-one  days  per  family  per  year,  at 
maximum  daily  cost  of  $5.  Hospital  rates  shall  be  limited 
to  Industrial  Accident  Board  fee  schedule  except  in  cases 
requiring  private  rooms.  Such  cases  shall  not  exceed  $5 
per  day.  No  special  nursing  shall  be  provided.  Anesthetic 
fees,  operating  room  fees  and  other  usual  extra  charges 
shall  be  allowed. 

6.  To  protect  said  fund  an  auditing  committee  shall  be 
provided  by  the  medical  society  entering  into  a contract 
with  a group  of  patients.  This  committee  shall  have  the 
duty  and  authority  to  limit  services  rendered  to  an  accept- 
able standard.  The  auditing  committee  of  the  medical 
society  shall  consist  of  five  members  to  be  elected  by  the 
members  in  good  standing  in  the  society.  This  committee 
shall  have  the  further  duty  of  meeting  with  the  board  of 
directors  of  the  health  associations  to  discuss  matters  of 
common  interest.  Discussions  from  these  meetings  shall 
not  become  binding  until  ratified  by  the  local  medical 
society. 

9.  Transient  Farm  Labor  Camps 

Whereas:  There  are  being  constructed  transient  farm 
labor  camps  in  the  State  of  Idaho  and  the  occupants  of 
these  camps  will  be  without  means  and  are  a direct  care 
of  the  Federal  Government  and  will  be  in  need  of  surgical 
and  medical  care,  therefore  be  it 

Resolved : That  this  House  of  Delegates  suggests  that  the 
local  medical  societies,  within  whose  area  these  camps  exist, 
care  for  these  families  at  the  fee  schedule  of  the  Industrial 
Accident  Board  and  for  a comparable  charge  where  not 
covered  by  the  board. 

This  resolution  was  adopted. 

10.  Wagner  Health  Bill 

Whereas:  The  Wagner  Health  Bill  does  not  recognize 
either  the  spirit  or  the  text  of  the  resolutions  adopted  by 
the  House  of  Delegates  of  the  American  Medical  Associa- 
tion in  September,  1938,  and  does  not  meet  with  the  con- 
cepts of  the  Idaho  State  Medical  Association,  relative  to 
a democratic  government  and  fair  treatment  of  the  medical 
profession,  or  proper  care  or  our  concept  of  the  proper 
means  of  supplying  care  of  the  indigent  and  the  medically 
indigent,  therefore,  be  it 

Resolved:  That  Idaho  State  Medical  Association  opposes 
the  Wagner  Health  Bill  as  introduced  in  the  76th  Congress 
as  No.  S 1620  and  entitled,  “A  bill  to  provide  for  the  gen- 
eral welfare  by  enabling  the  several  states  to  make  more 
adequate  provision  for  public  health,  prevention  and  con- 
trol of  disease,  maternal  and  child  health  services,  construc- 
tion and  maintenance  of  needed  hospital  and  health  centers, 
care  of  the  sick,  disability  insurance,  and  training  of  per- 
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sonnel;  to  amend  the  Social  Security  Act;  and  for  other 
purposes.” 

This  resolution  was  unanimously  adopted. 

A Public  Welfare  publication  was  discussed  at  some 
length,  criticized  sharply  and  a matter  of  discussing  it  with 
the  Public  Health  Department  was  shouldered  on  the  Edu- 
cational Committee. 

The  Aetna  Life  Indemnity  policy  carried  by  the  Idaho 
State  Medical  Association  was  discussed  and  members  wish- 
ing such  Indemnity  protection  were  urged  to  participate. 
Adjourned,  sine  die.  J.  N.  Davis, 

Secretary. 


MEDICAL  NOTES 


Hospital  Holds  Open  House.  Our  Lady  of  Consolation 
Hospital  at  Cottonwood  held  open  house  September  4. 
Celebration  was  on  account  of  the  recent  opening  of  a new 
annex  of  twenty-five  beds  which  brings  the  total  capacity 
to  forty-one. 

Nurses’  Home  Enlarged.  Improvement  and  enlargement 
of  the  Nurses’  Home  at  Pocatello  General  Hospital  was 
completed  early  in  September.  The  new  addition  will  en- 
able increase  of  the  nursing  staff  to  forty-five. 

County  Physician  Appointed.  J.  L.  Reynolds  has  been 
appointed  county  physician  for  Gem  County.  He  succeeds 
W.  K.  Bullock  recently  resigned. 

School  Children  Inoculated.  W.  E.  Patrie,  county  phys- 
ician of  Bingham  County,  gave  diphtheria  and  smallpox  in- 
oculations to  first  grade  students  at  all  county  schools 
early  in  September. 


OBITUARY 


Dr.  Charles  Russell  Weaver  of  Twin  Falls,  Idaho, 
died  September  7 in  a Portland  hospital.  He  was  42  years 
of  age.  Death  was  due  to  heart  disease.  He  was  bom  May 
17,  1897,  at  Denver,  Colorado,  and  came  to  Twin  Falls 
in  1907,  where  his  father  was  in  practice.  His  father,  the 
late  Charles  David  Weaver,  died  in  1936.  During  the  World 
War  he  saw  service  with  the  Navy  and  after  discharge  com- 
pleted his  premedical  education  at  Pomona  College  in  Cali- 
fornia. He  received  his  medical  education  at  Harvard  Uni- 
versity Medical  School,  graduating  in  1925.  Following  his 
internship,  he  practiced  in  Gooding  for  three  years  and 
then  joined  his  father  in  practice  at  Twin  Falls. 
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The  Clinical  and  Experimental  Use  of  Sulfanila- 
mide, Sulfapyridine  and  Allied  Compounds.  By  Perrin 
H.  Long,  M.  D.,  Associate  Professor  of  Medicine,  The 
School  of  Medicine,  The  Johns  Hopkins  University,  etc., 
and  Eleanor  A.  Bliss,  Sc.  D.,  Fellow  in  Medicine,  The  School 
of  Medicine,  The  Johns  Hopkins  University.  319  pp.  $3.50. 
The  Macmillan  Company,  New  York,  1939. 

Nearly  one-half  of  this  book  is  devoted  to  a most  ex- 
haustive presentation  and  review  of  experimental  and  non- 
clinical  work  which  has  been  done  with  this  new  group  of 
drugs.  From  this  didactic  review  one  secures  no  answers  to 
questions  asked,  which  is  disappointing  to  the  clinician 
reader.  The  drugs  are  apparently  still  too  recent  in  their 
development  for  such  answers  to  be  known;  however,  the 
probable  mode  of  action  of  this  group  is  to  inhibit  the 


growth  of  bacteria,  and  with  the  suppression  of  their  in- 
vasive powers  the  defense  mechanism  of  the  host  is  able 
to  accomplish  its  function. 

The  second  half  of  the  book  deals  with  clinical  consid- 
erations. Each  drug  is  separately  discussed  under  general 
considerations,  followed  by  their  use  and  abuse  in  each  of 
a long  category  of  specific  diseases  and  conditions.  Here 
is  little  theory,  but  results  are  the  sole  criteria.  Then  fellows 
a magnificent  chapter  on  clinical  toxic  manifestations  of 
these  drugs.  Sodium  carbonate  should  be  routinely  given 
with  these  drugs.  All  practicing  physicians  should  carefully 
read  the  last  four  chapters  of  this  book,  if  they  expect  to 
use,  and  use  wisely,  these  newly  found  adjuncts  to  our 
medical  armamentarium.  E.  W.  Rawson. 
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BOARD  OF  TRUSTEES 

Joshua  Green 
Dr.  Minnie  Burdon 
David  B.  Morgan 
Dr.  Caspar  W.  Sharpies 
Elmer  Todd 
Otto  Grunbaum 
Honoria  Hughes 
L.  C.  Gilman 
Paul  M.  Carlson 
Frank  M.  Preston 
Hawthorne  K.  Dent 

BYRON  F.  FRANCIS,  M.D. 
Medical  Director 
Phone:  MAin  4646 

MRS.  LOUISE  L.  HARRIS,  N.R. 
Superintendent 

JAMES  BLACKMAN,  M.D. 
Consultant  in 
Thoracic  Surgery 


Harold  Preston  Building 


RIVERTON  SANATORIUM 


For  Diseases  of  the  Chest 


Resident  Physician  • Graduate  Nurses 


Route  9,  Seattle  — Phone  Glendale  1626 


Established  by  private  endowment,  Riverton  Sanatorium  is  operated  on  a non-profit  basis. 

The  recently  erected  fifty  bed  hospital  building  is  equipped  for  modern  methods  of  diagnosis,  medical  and 
surgical  treatment  of  chest  diseases. 

Steam-heated  cottages,  each  with  private  bath,  provide  additional  accommodations. 

The  facilities  of  the  institution  are  available  to  physicians  who  wish  to  use  them  for  the  care  of  their  private 
patients. 


CONVENIENT  OFFICE 
TREATMENT  FOR 

TRICHOMONAS 
VAGINITIS 


I HIS  simple  treatment  requires  but 
two  office  visits,  a week  apart,  for  insuffla- 
tions and  the  nightly  insertion  of  a Silver 
Picrate  suppository  for  twelve  nights. 


SILVER  PICRATE 

'WJyeth 


Complete  remission  of  symptoms  and  re- 
moval of  the  trichomonad  from  the  vaginal 
smear  usually  is  effected  following  the  Silver 
Picrate  treatment  for  trichomonas  vaginitis. 
Complete  information  on  request 
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The  Endocrine  Glands.  By  Max  A.  Goldzieher,  M.D., 
Endocrinologist,  Governeur  Hospital  and  Brooklyn  Wom- 
en’s Hospital,  New  York,  etc.  Illustrated  with  Two  Hundred 
and  Seventy-one  Figures.  910  pp.  $10.  D.  Appleton-Cen- 
tury  Co.,  Inc.,  New  York,  London,  1939. 

The  accumulation  of  information  concerning  the  endo- 
crine glands  and  their  involvement  in  medical  and  surgical 
problems  constitutes  one  of  the  most  if  not  the  one  most 
spectacular  advance  in  medicine  and  surgery  during  the 
past  three  decades.  It  has  served  as  an  excuse  for  a whole 
series  of  books  on  endocrinology.  This  volume  presents  a 
well  arranged,  very  usable  summary  of  the  subject.  The 
first  sixty  pages  deal  with  basic  facts  and  principles.  The 
remainder  considers  successively  the  various  endocrine 
glands  and  their  involvement  in  morbid  anatomy  and 
physiology.  Throughout  the  book  the  particular  phase  of 
the  subject  in  hand  is  presented  in  a clear,  concise,  compre- 
hensive, though  brief,  discussion.  Immediately  following 
each  such  discussion  is  a liberal  array  of  references  cover- 
ing the  voluminous  literature  up  to  1938.  This  arrange- 
ment makes  the  volume  a most  valuable  aid  for  immedi- 
ate reference  and  a stimulating  influence  for  further  read- 
ing. C.  T.  Davidson 


Headache  and  Head  Pains.  A Ready  Reference  Manual 
for  Physicians.  By  Walter  Forest  Dutton,  M.D.,  Director 
Medical  Research  Laboratories,  Amarillo,  Texas,  etc.  301 
pp.  $4.50.  F.  A.  Davis  Company,  Philadelphia,  1939. 

The  author  has  made  an  earnest  effort  to  encompass  the 
field  of  headache.  He  runs  the  gamut  of  disorders  likely  to 
cause  headache  in  alphabetic  order  and  emerges  with  a 
book  on  medical  diagnosis  and  treatment  in  paragraph 
form.  He  apparently  believes  in  working  on  the  other  end, 
for  the  largest  single  section  of  fourteen  pages  and  all  the 
illustrations  except  one  are  devoted  to  enema.  The  discus- 
sion of  the  neurophysiology  of  headache  is  rather  rudi- 
mentary and  treatment  procedures  are  limited  to  standard 
technics.  For  example,  no  mention  is  made  of  cervical 
sympathectomy  for  the  relief  of  intractable  migraine.  Bili- 
ous headache  is  due  to  gout,  jaundice,  tropical  climates, 
dyspepsias  and  reverse  peristalsis.  There  is  a therapeutic 
index  to  which  the  physician  can  turn  in  haste  when  con- 
fronted by  a case.  All  in  all  it  is  as  good  a book  on  head- 
ache as  could  be  expected  on  a complicated  subject. 

F.  Lemere 


Operative  Orthopedics.  By  Willis  C.  Campbell,  M.D., 
Memphis,  Tenn.  With  845  Illustrations.  Including  4 Color 
Plates.  1154  pp.  $12.50.  The  C.  V.  Moby  Co.,  St.  Louis, 
1939. 

This  text  on  various  branches  of  operative  orthopedics 
is  the  most  complete  and  thorough  treatise  on  the  subject 
yet  published.  The  text  directs  attention  toward  recent  and 
modern  literature,  describing  surgery  of  the  spine  and  ex- 
tremities. It  includes  physiology  and  pathology  of  bones, 
joints  and  related  structures;  a chapter  on  apparatus;  one 
on  surgical  technic,  another  on  surgical  approaches  and  the 
various  types  of  incisions  ordinarily  used  in  standard  or- 
thopedic surgery.  Other  standard  orthopedic  subjects  are 
dealt  with  in  a readily  understood  and  logically  arranged 
grouping.  These  is  a large  section  devoted  to  dislocations 
and  fractures,  especially  to  the  surgery  involved  in  treat- 
ment of  these  conditions.  In  addition  to  nonunited  frac- 
tured and  delayed  unions,  a chapter  on  tumors  of  bones 
and  joints  is  present.  D.  G.  Leavitt. 


Treatment  by  Diet.  By  Clifford  J.  Barborka,  B.S., 
M.S.,  M.D.,  D.Sc.,  F.A.C.P.  Department  of  Medicine, 
Northwestern  University  Medical  School,  Chicago.  Illus- 
trated. Fourth  Edition,  Revised.  691  pp.  $5.  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  1939. 

The  book  is  divided  into  five  important  parts:  diet  in 
health,  the  application  of  diet  therapy,  diet  in  disease, 
routine  hospital  diets,  and  appendix  which  contains  much 
useful  information  in  preparation  of  various  diets.  The 
bulk  of  the  work  and  the  portions  of  greatest  value  discuss 
dietary  treatment  in  various  diseases.  Metabolic  diseases, 
diseases  of  the  blood,  diseases  of  the  digestive  tract  and 
deficiency  diseases  are  considered.  The  elementary  and 
essential  factors  in  the  dietetic  therapy  of  each  disease  are 
briefly  set  forth  and  are  followed  by  several  suggested  well 
balanced  diets.  These  show  results  of  much  study  and  a 
keen  understanding  of  the  need  of  the  human  body  during 
disease.  The  author  has  definitely  succeeded  in  furnishing 
the  physician  with  an  excellent  book  on  diet  and  its  role  in 
health  and  disease  in  a concise,  practical  and  assimilable 
form.  F.  Ackerman. 


The  Treatment  of  Rheumatism  in  General  Practice. 
By  W.  S.  C.  Copeman,  M.A.,  M.D.,  B.Ch.  (Cantab.),  F.R. 
C.P.  (London),  Physician  in  Charge,  Dept,  of  Chronic 
Rheumatic  Diseases,  West  London  Hospital,  etc.  Third  Edi- 
tion. 276  pp.,  $4.00.  The  Williams  & Wilkins  Company,  Bal- 
timore, 1939. 

This  volume  employs  the  old  word  rheumatism,  with 
chronic  rheumatic  diseases  classified  as  nonarticular  rheu- 
matic affections  and  chronic  arthritis,  the  latter  classifica- 
tion divided  into  rheumatoid  type  (atrophic  arthritis), 
osteoarthritic  type  (hypertrophic  arthritis)  and  gout.  Early 
chapters  are  devoted  to  clinical  aspects  of  various  rheu- 
matic forms,  later  chapters  dealing  with  various  particular 
forms  of  treatment.  Recent  remedies  are  discussed,  as  gold- 
salt,  histamine,  bee-venom,  intravenous  calcium,  short  wave 
diathermy,  postural  methods,  novacaine-saline  injections, 
roentgen  irradiation  and  occupational  therapy.  The  author 
state  that  rheumatism  should  no  longer  be  considered  as  an 
“act  of  God,”  but  may  be  treated  with  prospect  of  success. 
Many  forms  of  treatment  are  described  with  explanations 
for  their  application. 


Epidemic  Encephalitis.  Etiology,  Epidemiology,  Treat- 
ment. Third  report  by  the  Matheson  Commission,  Willard 
C.  Rappleye,  Chairman.  493  pp.  $3 .00.  Columbia  Univer- 
sity Press,  New  York,  1939. 

After  a report  of  the  work  of  the  Matheson  Commission, 
there  is  a summary  of  investigation  on  etiology.  This  dis- 
cusses various  epidemics  of  encephalitis,  both  human  and 
equine.  Epidemics  in  Japan  are  described,  as  well  as  those 
in  this  country.  There  is  a summary  of  treatment,  including 
all  methods  suggested  in  dealing  with  this  disease.  As  sug- 
gestive of  the  enormous  amount  of  literature  on  this  sub- 
ject, 300  pages  are  devoted  to  bibliography,  with  authors 
arranged  alphabetically.  Latest  information  concerning  the 
disease  is  obtainable  from  this  volume. 


American  Medical  Association  Council  on  Pharmacy 
and  Chemistry  Reports  for  1938.  American  Medical  Asso- 
ciation, Chicago,  1939. 

This  volume  contains  reports  of  the  Council  adopted  and 
authorized  for  publication  during  1938.  These  articles  are 
listed  alphabetically  and  include  both  preparations  accept- 
able and  not  acceptable.  There  are  enlightening  descriptions 
and  explanations  of  many  of  these  products. 
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EDITORIALS 


DON’T  LET  GEORGE  DO  IT 

Much  has  been  published  regarding  the  apparent 
purpose  of  certain  federal  officials  to  regiment  the 
medical  profession  and  supervise  the  practice  of 
medicine  under  some  sort  of  lay  supervision.  De- 
cisions of  the  District  of  Columbia  Court,  together 
with  that  of  the  U.  S.  Supreme  Court  in  dismissing 
the  indictment  against  the  American  Medical  Asso- 
ciation and  other  alleged  guilty  organizations  and 
individuals,  have  greatly  heartened  the  medical 
profession  with  the  belief  that  the  tide  may  be 
turning  in  their  favor.  At  the  same  time  it  is  as- 
serted that  government  officials  are  contemplating 
a renewal  of  their  attack  along  somewhat  different 
lines.  Since  the  medical  profession  is  thus  likely  to 
be  subjected  to  some  undisclosed  form  of  attack, 
it  devolves  upon  all  of  us  to  be  alert  and  to  become 
informed  concerning  the  problems  involved. 

The  colonial  form  of  town  meeting,  at  which 
everyone  could  express  himself,  has  been  supplanted 
by  representative  government,  where  selected  in- 
dividuals determine  policies  which  are  accepted  and 
followed  by  the  general  population.  This  policy  has 
been  extended  into  many  fields,  so  that  the  prin- 
ciple of  “let  George  do  it”  has  become  widely  pre- 
valent. Regarding  medical  economic  problems, 
however,  a movement  has  developed  to  urge  all 
members  of  the  medical  profession  to  participate  in 
discussions  of  these  questions  which  are  constantly 
presented  to  us  and  which  threaten  to  overthrow 
our  established  methods  of  practice  in  favor  of 
something  similar  to  European  plans  which  have 
proven  disastrous  and  fatal  to  medical  progress.  In 
various  states  efforts  are  being  promoted  to  intro- 
duce these  discussions  in  county  medical  societies, 
with  programs  at  stated  intervals  devoted  entirely 
to  these  subjects  instead  of  the  usual  scientific  pro- 
grams. Illustrating  a practical  application  of  this 
plan,  the  following  quotation  is  presented  from  edi- 
torial columns  of  the  October  issue  of  Illinois 
Medical  Journal : 

Every  one  of  the  two  thousand  or  more  of  the  County 
Medical  Societies  should  devote  at  least  one  or  more  of 
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the  fall  and  winter  monthly  meetings  to  a joint  session  of 
doctors,  dentists  and  druggists  and  allied  professions,  to- 
gether with  members  of  the  legal  profession  and  the  min- 
istry. At  a conference  of  this  kind,  problems  of  common 
interest  can  be  properly  discussed.  There  is  no  question  but 
what  there  is  a movement  on  foot  to  make  all  scientific 
vocations  bow  to  Government  paternalism.  It  is  time  for 
all  the  allied  interests  to  get  together  and  formulate  plans 
to  prevent  regimentation,  not  only  of  the  medical  but  all 
the  professions. 

There  is  only  one  answ'er  so  far  as  the  doctors  are  con- 
cerned, to  the  Wagner  Bill  and  that  is  “No!”  We  cannot 
depend  upon  the  politicians  to  sponsor  our  cause  in  legis- 
lative halls.  The  rank  and  file  will  have  to  make  whatever 
effort  is  made  to  head  off  the  attempted  regimentation 
which  is  sweeping  over  the  country  like  a cyclone. 

The  rank  and  file  which  make  up  the  membership  of 
over  two  thousand  component  medical  societies  throughout 
the  nation  seem  to  feel  that  the  officers  of  their  respective 
county,  state  and  national  organizations  have  been  elected 
to  do  the  job  of  fighting  the  aggression  of  bureaucratic 
control  of  everything  and  everybody.  This  impression  is 
dead  wrong  and  impossible  of  accomplishments.  No  army 
of  generals  ever  won  a battle.  It  is  the  soldiers  in  the 
ranks  who  do  the  actual  fighting.  The  officers  of  your 
county,  state  and  national  organizations  can  provide  the 
ammunition  and  formulate  strategy  and  certain  technics 
needed  for  victory.  But  the  pow'er  to  win  or  the  lethargy 
and  laziness,  which  means  defeat,  rests  entirely  upon  the 
fortitude  and  alertness  engendered  by  the  personnel  that 
makes  up  the  component  county  and  respective  state 
societies. 


THE  STANDARD  MILK  ORDINANCE 

For  almost  twenty  years  the  U.  S.  Public  Health 
Service  has  been  developing  a standard  form  of 
ordinance  suitable  for  adoption  by  states  and  com- 
munities in  order  to  improve  the  safeguarding  of 
the  milk  supply.  The  standard  ordinance  was  first 
printed  in  1924  and  since  has  had  sixteen  reprint- 
ings with  constant  revision  and  improvement.  The 
ordinance  has  resulted  from  the  cooperative  en- 
deavor of  members  of  the  Public  Health  Service, 
various  state  health  officers,  representatives  of  the 
dairy  industry,  sanitary  enginers,  laboratory  men 
and  others.  It  embodies  the  best  information  at 
present  available  on  milk  control  and  legislation. 
It  has  ben  adopted  by  709  towns  and  77  counties 
throughout  the  United  States.  It  has  already  been 
adopted  by  ten  cities  in  Oregon,  five  in  Washington 
and  four  in  Idaho. 

The  ordinance  deals  with  the  sale  of  adulterated 
or  misbranded  milk  and  establishes  a grading  sys- 
tem, under  which  any  inferior  milk  is  degraded, 
thus  containing  a powerful  means  of  enforcing  reg- 
ulation. It  provides  for  inspection  of  dairy  farms 
and  milk  plants,  examination  of  milk  and  milk 
products,  examination  of  cows,  dairy  barns,  milk 
houses,  utensils,  milkers’  hands,  and  every  other 
phase  of  milk  production  which  might  offer  oppor- 
tunity for  contamination.  It  provides  for  examina- 
tion of  any  worker  who  comes  in  contact  with  pro- 


duction, handling,  storage  or  transportation  of  milk 
or  milk  products. 

The  ordinance  gives  a variety  of  definitions  of 
practically  everything  associated  with  the  pro- 
duction and  distribution  of  milk.  Grade  A pas- 
teurized milk  is  required  to  have  an  average  bac- 
terial count  less  than  200,000  per  cubic  centi- 
meter before  pasteurization,  and  less  than  30,000 
per  cubic  centimeter  after  pasteurization.  It  must 
have  been  produced  in  a plant  which  conforms  to 
rigid  specifications.  These  describe  necessary  con- 
ditions of  floors,  walls  and  ceilings,  doors  and  win- 
dows, lighting  and  ventilation,  water  supply,  hand 
washing  facilities  and  sanitary  milk  piping.  Many 
other  items  are  covered,  including  cleaning  of 
equipment,  bottling  and  capping,  and  pasteuriza- 
tion. The  standard  ordinance  is  designed  to  throw 
every  possible  safeguard  about  the  production  and 
distribution  of  milk.  It  has  been  gladly  received  in 
every  section  of  the  country  by  dairymen  as  wTell 
as  public  health  officers.  Its  adoption  has  seldom 
entailed  any  advancement  in  cost  of  milk  to  the 
consumer.  Its  requirements  are  in  no  way  unrea- 
sonable. 

Several  communities  have  ordinances  which  are 
immeasurably  more  strict  than  this  standard  ordi- 
nance. It  was  felt  by  those  who  framed  it  that 
this  ordinance  could  be  readily  applied  in  nearly 
every  community  in  the  country  without  being  un- 
fair or  unjust  to  anyone  and  without  setting  up 
principles  which  were  not  altogether  in  accord  with 
the  best  principles  of  preventive  medicine.  It  is  an 
interesting  effort,  an  entirely  worthy  one,  and  the 
long  list  of  cities  which  have  already  adopted  it 
attests  its  value. 

The  ordinance  has  been  printed,  together  with 
the  code  which  explains  the  reason  for  each  re- 
quirement and  outlines  performance  which  should 
be  considered  satisfactory  compliance.  This  most 
interesting  publication  may  be  obtained  by  ad- 
dressing the  U.  S.  Public  Health  Service,  Wash- 
ington, D.  C.,  requesting  a copy  of  the  standard 
milk  ordinance  and  code. 


ALCOHOLICS  ANONYMOUS 
Among  the  popular  magazines  with  largest  cir- 
culation, none  expresses  more  criticism  and  hostil- 
ity toward  the  medical  profession  than  Liberty, 
whose  editor,  with  excessive  self-satisfaction  and 
assumption  of  superior  knowledge,  periodically  en- 
dorses fanciful  methods  of  treating  conditions  of 
disease  with  exhibition  of  authoritative  finality. 
However  one  may  take  umbrage  over  questionable 
knowledge  thus  exhibited  in  this  magazine,  one 
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cannot  but  commend  publication  of  a procedure  of 
apparent  merit  which  is  worthy  of  attention. 

In  discussion  of  alcoholism  in  a recent  issue, 
Markey1  recognizes  that  certain  cases  are  amenable 
to  curative  procedures,  but  there  is  a considerable 
number  of  alcoholic  habitues  suffering  from  “com- 
pulsion neurosis”  which  maintains  them  in  the 
group  of  chronic  alcoholics.  These  patients  are 
not  vicious,  nor  do  they  periodically  become  de- 
bauched from  love  of  alcohol.  In  fact,  they  are  de- 
scribed as  having  become  allergic  to  this  drug. 
They  may  be  periodically  subjected  to  standard 
alcoholic  treatment,  and  be  listed  as  cured,  but 
when  at  certain  periods  the  compulsion  becomes 
overwhelming,  the  demand  for  alcohol  is  irresist- 
ible. These  patients  are  sick  and  are  recognized  as 
having  a disease. 

It  is  well  known  that  psychotherapy  bulks  large 
in  treating  this  class  of  patients.  It  has  been  dem- 
onstrated that  in  certain  conditions  of  disease 
psychotherapy  attains  its  supreme  results  when 
supported  by  religious  fervor.  This  fact  is  the  basis 
of  Markey’s  discussion  of  this  subject.  He  states 
that  within  a few  years  medical  men  have  demon- 
strated that  this  compulsion  neurosis  may  thus  be 
eliminated.  He  cites  cases  of  patients  afflicted  with 
this  alcohol  allergy,  apparently  hopeless  of  recov- 
ery, who  have  been  suddenly  transformed  and  per- 
fectly cured  from  their  neurosis,  when  this  influ- 
ence became  instilled  into  their  personality.  For 
want  of  a better  terminology,  he  refers  to  this  as 
“Somebody  Else,”  though  some  people  call  it  God. 

Far  from  this  method  of  cure  being  a recent  dis- 
covery, it  is  the  same  influence  with  a religious 
basis  which  motivated  Bigby’s  “Twice  Born  Men” 
of  a generation  ago,  in  which  was  portrayed  an 
astonishing  array  of  drunken  sots  from  London 
slums  who  were  regenerated  and  became  perma- 
nently useful  citizens  after  this  religious  transform- 
ation process.  The  same  result  can  be  observed 
among  those  rescued  by  the  Salvation  Army,  the 
McAuley  Mission  and  similar  institutions.  There 
are  brought  to  mind  the  cases  of  a prominent 
physician  and  leading  lawyer  who  reached  the  low- 
est stages  of  chronic  alcoholism  who,  after  repeated 
failures  by  recognized  methods  of  treatment,  were 
suddenly  and  permanently  reformed  through  re- 
ligious influence,  such  as  is  described  by  this  writer. 
In  reviewing  such  cases  and  observing  these  perma- 
nent results,  no  skeptic  can  deny  the  existence  of 
this  transforming  agency. 

1.  Markey,  M. : Alcoholics  and  God.  Liberty,  16:6-7, 
Sept.  30,  1939. 


No  method  has  been  devised  so  effective  in  main- 
taining and  promoting  a moral  or  religious  pro- 
gram as  the  enthusiasm  for  obtaining  recruits.  This 
is  illustrated  by  the  writer  of  this  article  who  elab- 
orates on  the  activity  of  the  new  convert  from  this 
compulsion  neurosis,  who  proceeds  with  enthusiasm 
in  imparting  to  others  equally  afflicted  the  possibil- 
ity of  their  permanent  rehabilitation.  Chronic  alco- 
holics thus  regenerated  term  themselves  “Alcoholics 
Anonymous.”  These  rescued  individuals  have  or- 
ganized the  “Alcoholic  Foundation,”  not  connected 
with  any  religious  organization  but  based  on  the 
principle  that  any  man’s  religious  creed  or  dogma 
is  his  own  affair,  but  for  all  is  the  basic  principle 
that  frail  humanity  can  be  strengthened  and  main- 
tained through  the  influence  of  Divinity.  This  is  a 
development  well  worth  attention  of  the  medical 
profession. 

PATRONIZE  ADVERTISERS 

Maintenance  of  any  magazine  depends  largely 
upon  revenue  derived  from  advertisements.  The 
permanence  and  character  of  these  are  determined 
by  the  patronage  received  from  readers  of  the  pub- 
lication. Some  medical  journals  receive  very  large 
incomes  from  publishing  without  restrictions  what- 
ever products  may  be  offered  for  advertisement  in 
their  columns.  Journals  representing  state  associa- 
tions limit  their  advertisements  to  ethical  prepara- 
tions which  are  approved  by  the  Council  of  Phar- 
macy and  Chemistry  of  the  American  Medical  As- 
sociation. Limiting  its  advertising  to  this  class  of 
products,  it  is  thus  understood  that  advertised 
preparations  are  dependable.  Northwest  Medi- 
cine follows  this  advertising  policy. 

Readers  can  display  their  appreciation  of  the 
ethical  policy  thus  pursued  by  extending  their  pat- 
ronage to  these  advertised  goods.  Attention  is  called 
to  the  fact  that  some  advertisements  include  cou- 
pons, by  signing  of  which  and  mailing  to  the  adver- 
tiser, the  desired  product  will  be  received.  By  so 
doing  the  reader  will  demonstrate  his  interest  in  the 
article  presented,  which  will  result  mutually  to  the 
advantage  of  the  advertising  firm  and  the  journal 
displaying  the  advertisement. 

ERRATUM 

In  the  October  issue  of  this  journal  were  presented 
photographs  of  the  presidents  of  our  three  state  organiza- 
tions. Through  an  unaccountable  error  the  president  of 
Washington  State  Medical  Association  was  given  as  Wil- 
liam B.  Penney,  while  his  correct  name  is  Warren  B. 
Penney.  An  apology  is  hereby  presented  to  Dr.  Penney  for 
the  unwitting  appearance  of  an  attempt  thus  to  conceal  his 
identity. 
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MEDICAL  EXECUTIVES  CONFERENCE 
At  the  meeting  of  Pacific  States  Medical  Execu- 
tives Conference  last  December,  it  was  voted  to 
continue  annual  meetings  of  this  group  from  Pa- 
cific Coast  states,  with  a meeting  for  this  year 
scheduled  for  Seattle.  It  will  be  held  in  Olympic 
Hotel,  December  10.  The  membership  in  the  con- 
ference includes  officials  of  the  state  medical  asso- 
ciations of  California,  Oregon,  Idaho  and  Wash- 
ington, to  which  has  been  added  the  Medical  Asso- 
ciation of  Montana.  It  is  possible  also  that  repre- 
sentatives may  be  present  from  Nevada,  Arizona 
and  Utah.  President  of  this  year’s  conference  is 
Harry  E.  Rhodehamel  of  Spokane. 

This  is  not  a scientific  medical  meeting.  Its  pur- 
pose is  entirely  to  discuss  problems  pertaining  to 
the  medical  profession  which  are  common  in  all 
states,  with  the  hope  of  solving  some  of  them  if 
possible,  or  at  least  to  clarify  the  uncertainties 
existing  concerning  many  of  them.  A program  has 
been  prepared  which  is  hereby  presented,  that  indi- 
cates the  matters  which  will  form  the  basis  for 
discussion  at  this  conference.  It  is  believed  a gath- 
ering of  this  nature  should  prove  of  value  to  the 
profession  of  all  states  represented.  Conclusions 
and  recommendations  ensuing  from  this  conference 
will  be  published  in  due  time. 

PACIFIC  STATES  MEDICAL  EXECUTIVES 
CONFERENCE 
December  10,  1939 
Olympic  Hotel,  Seattle 

1.  Professional  Societies  (Oregon  Plan) 

Discussion  opened  by  Oregon  Representative 

2.  Medical  Service  Plans 

a.  For  the  Low  Wage  Group 

b.  For  the  Indigent 

c.  For  the  Farm  Security  Administration  and  Migrant 

Families 

Discussion  opened  by  California  Representative 

3.  Malpractice  Defense  Problems 

Discussion  opened  by  Washington  Representative 

4.  Prospective  Health  Legislation 

a.  National 

b.  State 

Discussion  opened  by  Oregon  Representative 

5.  Public  Relations 

Discussion  opened  by  California  Representative 

6.  Prospective  Public  Health  and  Practice  Laws  of  the  Pa- 

cific States 
Basic  Science  Laws 

Discussion  opened  by  Washington  Representative 

7.  Postgraduate  Medical  Education 

Discussion  opened  by  Oregon  Representative 


ORIGINAL  ARTICLES 


OBSCURE  BRAIN  TUMORS  AND 
' FUNCTIONAL  PSYCHOSES 

HAZARDS  IN  THEIR  DIFFERENTIATION* * 

M.  Madison  Campbell,  M.D. 
and 

Kyran  E.  Hynes,  M.D. 

SEDRO-WOOLLEY,  WASH. 

Differentiation  between  organic  and  psychogenic 
mental  disorders  is  one  of  the  most  difficult  and 
confusing  problems  which  confronts  clinicians.  A 
psychotic  patient,  who  fails  to  demonstrate  any 
significant  physical,  neurologic  or  laboratory  ab- 
normalities, is  usually  considered  to  have  an  ord- 
inary functional  psychosis  and  is  relegated  to  a 
state  mental  institution.  The  profession  generally 
is  well  aware  that  certain  cerebral  neoplasms  may 
attain  large  dimensions  without  producing  abnor- 
mal neurologic  or  psychologic  symptoms.  If  the 
eyegrounds  are  normal,  comfort  is  usually  felt  in 
the  assurance  of  a nonorganic  process,  despite  the 
teachings  of  Albutt  and  Jackson,  since  clinicians 
are  loathe  to  diagnose  a brain  tumor  in  the  absence 
of  choked  discs  or  other  obvious  evidence  of  in- 
creased intracranial  pressure.  Eventually,  a definite 
percentage  of  these  so-called  functional  psychoses 
examined  on  the  wards,  or  in  the  morgues  of  state 
mental  hospitals,  are  found  to  be  cases  of  organic 
psychoses  directly  attributable  to  intracranial  ex- 
panding lesions. 

This  paper  is  restricted  to  reports  of  the  two 
most  interesting  such  cases  seen  at  Northern  State 
Hospital  during  the  past  six  months.  The  first  is 
unusually  interesting  in  the  several  aspects  empha- 
sized in  the  discussion  following  the  case  report. 
Here  it  will  suffice  to  point  out  that  the  report  of 
multiple  cerebral  metastases  from  a silent  primary 
adenocarcinoma  of  the  gallbladder  is,  we  believe, 
without  precedent  and  may,  therefore,  warrant 
recording  in  the  literature;  also,  such  multiple  tu- 
mors constitute  one  of  the  most  difficult  of  all 
localizing  neurologic  diagnoses. 

The  second  case  presented  all  of  the  features  of 
the  depressed  phase  of  manic-depressive  psychosis. 
The  existence  of  a brain  tumor  was  not  suspected, 
because  at  no  time  during  the  illness  were  any  neu- 
rologic signs  or  papilledema  demonstrable.  The 
presence  of  four  plus  globulin  in  the  spinal  fluid 
and  the  terminal  projectile  vomiting  were  dis- 

* Read  before  the  Tri-county  Medical  Societies,  Northern 
State  Hospital,  Sedro-Woolley,  Wash.,  May  20,  1939. 

* From  the  Departments  of  Neurology  and  Pathology, 
Northern  State  Hospital,  Sedro  Woolley. 
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counted.  This  case  well  illustrates  that  group,  in 
which  faulty  diagnosis  is  extremely  hazardous  for 
the  patient,  since  a well  trained  psychiatrist,  as- 
suming recognition  of  a typical  and  ordinary  case, 
may  neglect  to  rule  out  completely  an  organic  basis 
for  the  malady.  Obviously,  in  the  present  state  of 
neuropathology  no  one  may  say  that  a brain  tumor 
cannot  occur  coincidentally  in  the  course  of  an 
affective  psychosis.  However,  with  the  clinical  and 
postmorten  data  at  hand,  it  may  be  said  in  retro- 
spect that  this  patient’s  symptoms  were  very  prob- 
ably explainable  on  the  basis  of  an  organic  dis- 
turbance. 

Case  1.  A 48  year  old  white  male  traffic  officer  was  ad- 
mitted to  Northern  State  Hospital  January  8,  1939,  com- 
plaining of  dizziness,  ringing  in  the  ears,  insomnia,  pressure 
sensations  in  the  back  of  the  head,  loss  of  interest,  energy 
and  ambition,  difficulty  in  concentration,  forgetfulness  and 
tendency  to  ready  weeping.  All  of  these  symptoms  had  be- 
come aggravated  over  a period  of  about  seven  weeks. 

The  patient  was  considered  normal  by  his  family  except 
for  some  irritability  and  nervous  tension  until  November 
25,  1938.  On  this  day  he  was  driving  his  car  and  ran  it  off 
the  road,  sustaining  a head  injury  in  the  accident.  He  was 
not  rendered  completely  unconscious  but  was  slightly  dazed 
for  a period  of  six  hours  after  the  injury.  Immediately 
thereafter  he  began  to  complain  of  the  symptoms  enumer- 
ated in  the  above  order.  He  was  given  sedatives  but  other 
details  of  therapy  are  not  available.  Five  weeks  after  the 
accident  he  went  to  a private  sanitarium,  where  a diagnosis 
of  hypomania  was  made. 

January  8,  1939,  he  was  admitted  as  a voluntary  patient 
to  Northern  State  Hospital.  The  mental  examination  re- 
vealed only  that  he  was  emotionally  labile,  somewhat  ap- 
prehensive and  slightly  jittery.  A careful  study  revealed  no 
intellectual  impairment  except  a slight  haziness  of  memory. 
No  abnormalities  were  noted  in  the  physical  examination. 
There  was  no  hint  of  any  abdominal  trouble.  In  the  neuro- 
muscular sphere  there  was  a slight  decrease  of  reflexes  on 
the  left  side  as  compared  to  the  right  but  no  pathologic 
reflexes  were  elicitable.  Cranial  nerve  functions  were  intact. 
He  complained  of  a tendency  to  stagger  and  fall  to  the  left 
but  this  was  not  apparent  on  examination. 

The  blood  picture  and  the  urinalysis  were  within  normal 
limits.  Blood  and  spinal  fluid  Kolmer  tests  were  negative 
and  the  colloidal  gold  curve  was  normal.  The  spinal  fluid 
was  negative  for  globulin  by  Pandy’s  test;  the  spinal  fluid 
pressure  was  350  mm.  of  water  with  the  patient  lying  hori- 
zontally on  the  left  side. 

The  original  working  diagnosis  was  thought  to  lie  be- 
tween traumatic  encephalopathy  and  posttraumatic  neurosis. 
On  January  16  the  patient  became  disturbed,  pounded  the 
back  of  his  head,  kicked  at  the  wall,  and  yelled  at  intervals. 
He  was  given  a continuous  bath  for  sedative  purposes.  He 
became  weak  in  the  bath  and  after  removal  appeared  to  be 
unable  to  use  his  right  arm  and  leg  properly.  He  displayed 
some  ataxia  of  the  right  arm  and  leg  and  tended  to  fall  to 
the  right  when  walking.  The  whole  reaction  in  the  absence 
of  more  definite  neurologic  signs  gave  the  impression  of 
hysteria.  Intermittently  he  continued  to  be  noisy  and  rest- 
less. 

January  23  he  appeared  to  be  practically  helpless,  lying 
inert  in  bed  when  observed.  Neurologic  examination  failed 
to  reveal  any  reasonable  explanation  for  his  apparent  para- 
lytic collapse.  All  reflex  signs  at  this  time  were  equivalent 
and  apparently  normal  on  both  sides.  Sometimes  he  refused 
to  speak  or  to  feed  himself.  Although  when  observed  he 


simulated  complete  helplessness,  he  used  both  arms  to  pound 
his  head  and  chest,  was  able  to  get  out  of  bed  and  to  kick 
the  walls.  At  times  he  deliberately  urinated  and  defecated 
in  bed  or  on  the  floor,  even  though  offered  a bed  pan  or 
urinal.  At  all  times  he  was  able  to  converse  rationally  and 
volunteered  that  his  conduct  and  behavior  were  incom- 
prehensible to  him. 

January  30  stereoscopic  plates  of  the  skull  were  nega- 
tive except  for  a region  of  diminished  density  in  the  right 
parietal  bone  just  back  of  the  coronal  suture,  considered 
of  no  importance. 

February  2,  in  the  belief  that  the  patient’s  illness  con- 
formed to  the  clinical  picture  of  hysteria,  he  was  given  an 
injection  of  5 cc.  of  10  per  cent  metrazol.  He  had  a severe 
convulsive  paroxysm,  during  which  it  was  noted  that  his 
left  extremities  did  not  participate  in  the  reaction.  A com- 
plete physical  and  neurologic  examination  the  next  day  was 
extremely  confusing.  The  findings  indicated  that  both  cor- 
ticospinal tracts  were  involved  in  an  upper  motor  neuron 
type  of  lesion.  There  was  no  evidence  of  choking  of  the 
discs. 

February  9 an  encephalogram  revealed  a depression  of 
the  right  ventricular  shadow  near  the  midportion  and 
slight  displacement  of  the  third  ventricular  shadow  to  the 
left.  At  this  time  the  working  diagnosis  was  changed  to 
subdural  hematoma  compressing  the  right  cerebrum  pri- 
marily, but  implicating  the  left  midparasagittal  zone.  On 
the  morning  of  February  20,  the  patient  had  two  separate 
epileptic  attacks,  indicating  a change  of  the  working  diag- 
nosis to  right  cerebral  neoplasm. 

On  the  same  day  a right  craniotomy  was  performed. 
Pial  vessels  were  grossly  engorged  and  gyri  were  flattened. 
No  lesion  was  found.  Needling  revealed  a zone  of  apparent 
increased  resistance  beneath  the  parietal  lobule,  but  cores 
removed  were  reported  as  normal  subcortical  brain  tissue. 
A subtemporal  decompression  was  made  and  the  site  of 
operation  closed. 

A stormy  postoperative  course  followed,  but  the  patient 
retained  his  intellectual  faculties  until  the  development  of 
the  terminal  delirium.  He  had  a complete  left  hemiplegia 
and  hemihypesthesia  immediately  following  the  operation, 
including  palsy  of  the  lower  7th,  9th,  10th,  11th,  and 
12th  cranial  nerves.  There  was  also  definite  evidence  of  left 
corticospinal  tract  involvement  limited  to  the  leg  region. 
Postoperative  left  parotitis  complicated  the  picture,  but 
subsided  under  appropriate  treatment. 

February  27  the  patient  developed  an  elevation  of  vital 
signs  and  two  days  later  considerable  purulent  exudate 
drained  from  the  scalp  wound.  Bacteriologically  this  was  a 
staphylococcic  infection,  probably  the  result  of  wound  con- 
tamination caused  by  the  patient  removing  the  dressing 
on  one  occasion.  March  15  he  developed  bronchopneumonia 
and  lapsed  into  a delirious  coma.  He  died  at  7 o’clock  the 
following  morning.  The  clinical  diagnosis  at  this  time  was 
infiltrating  cerebral  neoplasm,  involving  the  right  side  and 
involving  the  leg  region  of  the  left  side. 

Necropsy  Findings'.  Only  the  positive  and  pertinent  ne- 
cropsy findings  are  given.  All  other  changes  of  importance 
are  listed  in  the  anatomic  diagnosis. 

The  gallbladder  contains  about  twenty-five  cc.  of  black 
viscid  bile  without  calculi.  Projecting  into  the  lumen  from 
the  lining  and  wall  of  that  portion  of  the  fundus  that  is 
adherent  to  the  capsule  of  the  liver,  is  a rough,  black,  firm, 
ovoid  nodule  2.5  by  3.5  by  1.5  cm.  (fig.  1).  In  cross  sec- 
tion pattern  this  nodule  is  crystalline,  though  granular  and 
gray  white.  Tumor  tissue  has  infiltrated  the  wall  in  this 
restricted  region  only ; it  involves  a contiguous  portion  of 
the  liver  by  direct  extension  in  a small  ovoid  region,  0.3  by 
0.4  cm.  The  liver  and  extrahepatic  biliary  tract  structures 
are  entirely  without  other  change.  All  other  thoracic,  ab- 
dominal and  pelvic  viscera  are  free  of  tumor  tissue. 
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Pig.  1.  Case  1.  Photograph  of  gallbladder  and  brain, 
showing  primary  carcinoma  of  gallbladder  with  metas- 
tases  in  brain.  Note  the  marked  swelling  and  flattening 
of  the  cerebral  gyri  with  partial  ironing  out  of  adjacent 
sulci. 

There  are  two  partially  healed  surgical  wounds  in  the 
right  parietal  region,  from  which  turbid  yellow-gray  fluid 
exudes.  There  are  no  significant  changes  noted  in  the  cal- 
varium, pachymeninges  or  leptomeninges.  The  cerebrospinal 
fluid  is  scanty  but  clear.  The  brain  is  of  estimated  weight 
1400  grams.  All  of  the  cerebral  gyri  are  markedly  swollen 
and  flattened,  with  resultant  partial  obliteration  of  the  sulci. 
There  is  an  extremely  firm,  ovoid,  dark  red-purple  nodule 
2.5  by  3.5  cm.  in  the  posterior  third  of  the  right  superior 
frontal  gyrus  (fig.  1).  There  is  a third  identical  nodule  in 
the  anterior  portion  of  the  left  corona  radiata.  There  is  a 
fourth  nodule  0.2  cm.  in  diameter  in  the  midportion  of  the 
right  putamen.  Studding  the  brain,  and  involving  particu- 
larly the  centrum  semiovale  of  both  parietal  and  occipital 
lobes,  are  seven  other  ovoid  nodules  up  to  0.5  cm  (fig.  2). 


Fig.  2.  Case  1.  Serial  sections  of  the  brain,  showing 
multiple  metastatic  carcinomatous  nodules. 

Multiple  microscopic  sections  of  all  viscera  are  free  of 
tumor  tissue  except  that  noted  grossly  in  gallbladder,  conti- 
guous portions  of  liver  and  brain.  In  sections  of  gallbladder 
there  is  necrotic,  bile-stained  epithelial  lining,  overlying  a 
wall  infiltrated  by  clumps  of  round  and  ovoid,  polyhedral, 
epithelial  cells  irregular  in  size,  with  markedly  hyperchro- 
matic  nuclei,  about  35  per  cent  in  active  mitosis.  Sections  of 
immediately  adjacent  liver  through  tumor  tissue  have 
the  same  organized  pattern  and  cellular  detail.  In  multiple 
microscopic  sections  of  the  brain  are  well  demarcated 
nodules  of  tumor  tissue  without  a definite  capsule,  com- 
posed of  solid  regions  of  large,  round,  ovoid  and  polyhedral 
cells  with  irregular  sized  hyperchromatic  nuclei.  Usually 
these  cells  are  arranged  haphazardly  in  a scant  fibrous  tis- 
sue stroma,  but  occasionally  there  are  attempts  at  glandular 
formation. 


DISCUSSION 

This  case  report  with  necropsy  findings  force- 
fully demonstrates  the  diagnostic  difficulties  which 
arise  from  multiple  cerebral  tumors,  particularly  if 
a primary  source  is  unsuspected.  The  clinical  pic- 
ture presented  at  the  time  of  admission  to  North- 
ern State  Hospital  was  entirely  compatible  with  the 
diagnosis  of  traumatic  encephalopathy.  History  by 
direct  questioning  elicited  later  suggested  that  the 
patient’s  symptoms  antedated  and  were  the  cause 
of  the  automobile  accident.  The  absence  of  papill- 
edema, neurologic  abnormalities,  vomiting  and  in- 
tellectual derangement  emphasizes  the  relative  un- 
importance of  these  symptoms  in  the  early  diag- 
nosis of  brain  tumor.  Even  terminally  this  patient 
exhibited  no  measurable  choking  of  the  disc  and 
no  vomiting. 

Interesting  it  is  to  note  that  the  hysterical  symp- 
toms were  entirely  relieved  by  the  metrazol  in- 
duced convulsion.  Furthermore,  the  lack  of  partici- 
pation of  the  left  leg  and  arm  during  the  seizure 
definitely  excluded  consideration  of  the  psychogenic 
origin  of  the  symptoms,  and  focused  attention  on 
the  organic  substrata  of  the  syndrome.  As  a diag- 
nostic method  this  is  admittedly  unique,  and  per- 
haps supererogatory,  but  certainly  effective  in  this 
case.  Further  neurologic  and  laboratory  investiga- 
tion together  with  the  clinical  progress  confirmed 
the  diagnosis  of  an  intracranial  expanding  lesion. 
The  final  contribution  to  the  diagnosis  of  brain 
tumor  was  the  two  epileptic  attacks  immediately 
prior  to  surgery. 

Final  Anatomic  Diagnosis'.  Adenocarcinoma  of  the  gall- 
bladder, with  extension  to  the  liver  and  multiple  metastases 
to  the  brain;  recent  craniotomy  and  decompression  wound 
with  subacute  suppurative  cellulitis  of  the  scalp;  extensive 
bilateral  confluent  bronchopneumonia  with  acute  mucopuru- 
lent tracheobronchitis;  acute  hyperplasia  of  the  spleen; 
slight  atherosclerosis  of  the  abdominal  aorta. 

Case  2.  A 57  year  old  white  housewife,  complaining  of 
insomnia,  irritability,  despondency,  loss  of  interest  and  am- 
bition, and  nausea  and  vomiting  was  admitted  to  Northern 
State  Hospital  September  9,  1938.  Her  first  attack  of  mental 
disorder  at  18  years  of  age  was  characterized  by  a melan- 
cholic episode  of  short  duration  and  by  gaseous  eructations. 
Her  second  attack  in  1918,  at  36  years  of  age,  was  likewise 
characterized  by  despondency,  loss  of  interest  in  life,  lack 
of  ambition,  and  mild  gastric  disturbance,  and  was  of 
about  three  months  duration.  Her  third  attack  in  1930  at  48 
years  of  age  occurred  following  a hysterectomy.  She  was 
depressed  for  about  a year  and  had  attacks  of  nausea  and 
vomiting.  During  none  of  these  episodes  had  she  been  insti- 
tutionalized. The  onset  of  the  present  attack  during  the  fall 
of  1937,  at  57  years  of  age,  was  marked  by  the  symptoms 
enumerated  above,  and  in  addition  there  was  one  suicidal 
attempt.  Shortly  after  the  onset  of  this  attack  she  was  in 
the  Seattle  General  Hospital  “for  a stomach  ailment.” 

At  the  time  of  admission  to  this  hospital,  September  9, 
the  patient  vomited  as  a rule  from  two  to  four  hours  after 
each  meal  but  the  emesis  was  not  projectile.  She  displayed 
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some  degree  of  psychomotor  retardation  but  answered  ques- 
tions intelligently  and  insight  was  present.  The  neurologic 
examination  revealed  no  anomalies  whatever,  nor  was  there 
any  choking  of  the  discs. 

Just  prior  to  commitment,  the  blood  chloride  content  was 
found  at  the  King  County  Hospital  to  be  379  mg.  per  cent. 
Radiologic  study  of  the  gastrointestinal  tract  after  a barium 
meal  was  negative  for  pathologic  findings.  Urinalysis  was 
negative.  The  blood  picture  was  usual,  including  negative 
Kolmer  and  Kahn  tests.  Spinal  fluid  showed  a cell  count 
of  3,  and  four  plus  globulin.  The  colloidal  gold  curve  showed 
three  alterations  of  one.  Insufficient  fluid  was  taken  for 
serologic  tests. 

During  residence  in  this  hospital  she  continued  depressed 
and  vomited  irregularly  after  meals.  Only  terminally  was 
the  vomiting  of  the  projectile  type.  At  no  time  were  any 
abnormal  neurologic  signs  or  papilledema  demonstrable.  She 
died  December  4,  1938.  Provisional  diagnosis:  Maniac  de- 
pressive psychosis,  depressed  type. 

Necropsy  Findings : Gross  alterations  in  the  thoracic,  ab- 
dominal and  pelvic  viscera  are  included  in  the  anatomic 
diagnosis. 

The  calvarium  and  meninges  are  without  gross  changes. 
The  brain  of  estimated  weight  1350  grams  has  markedly 
swollen  and  flattened  gyri,  with  resultant  ironing  out  of  the 
sulci.  Superficial  cerebral  veins  are  markedly  engorged.  In 
serial  sections  of  the  telencephalon,  diencephalon,  and  mes- 
encephalon the  usual  architecture  is  without  any  gross  al- 
terations. The  lateral  and  third  ventricles  are  usual  and  not 
dilated.  Projecting  into  the  fourth  ventricle  from  the  me- 


Fig.  3.  Case  2.  Photograph  showing  papillary  ball  valve 
tumor  of  the  4th  ventricle  of  the  brain.  Note  slight  ero- 
sion of  pons  and  medulla. 

dian  portion  of  the  roof  is  an  ovoid,  friable  bright  red, 
granular  nodule  in  maximum  dimensions  2.5  by  1.5  by  1.5 
cm.  This  nodule  occupies  80  per  cent  of  the  fourth  ventricle 
and,  as  shown  in  the  accompanying  photograph,  overlies  70 
per  cent  of  the  pons  and  30  per  cent  of  the  medulla  (fig.  3). 
The  tumor  tissue  does  not  infiltrate  but  slightly  compresses 
both  of  these  structures.  The  cerebellum  is  unchanged. 

In  multiple  sections  of  the  tumor  nodule  stained  with 
hemotoxylin  and  eosinol,  phosphotungistic  acid,  Nissl’s  stain, 
silver  impregnation  methods,  there  is  a soft  papillary  struc- 
ture projecting  freely  into  the  fourth  ventricle  but  nowhere 
infiltrating  the  pons  or  medulla.  This  nodule  has  a scant 
areolar  type  of  connective  tissue  stroma  that  supports  in- 
numerable villous  projections  covered  by  high  cuboidal 
epithelial-like  cells.  The  connective  tissue  cores  of  these  villi 
are  studded  with  gland-like  spaces  lined  by  the  same  epi- 
thelial-like cells.  No  blepharoplasten  is  identified  in  the 
cytoplasm  of  the  cells.  As  shown  by  the  differential  stains, 
the  connective  tissue  is  not  subependymal  glia. 


Final  Anatomic  Diagnosis : Obstructing  choroid  papilloma 
of  the  fourth  ventricle  of  the  brain  with  generalized  swell- 
ing of  the  cerebral  gyri  and  narrowing  of  the  cerebral  sulci; 
slight  compression  atrophy  of  the  pons  and  medulla  oblon- 
gata; moderate  emaciation  with  marked  dehydration;  ex- 
tensive bilateral  terminal  patchy  atelectasis;  old  healed 
laparotomy  wound  of  abdominal  wall  with  long  absent 
uterus,  left  ovary  and  fallopian  tube;  multiple  sebaceous 
cysts  of  the  scalp. 

DISCUSSION 

This  case  again  illustrates  the  hazards  of  differ- 
entiating obscure  brain  tumors  from  “functional” 
psychoses,  if  reliance  is  placed  upon  the  ordinary 
symptoms  and  signs.  This  patient  had  five  epi- 
sodes of  mental  disorder,  each  of  which  psychiatri- 
cally  was  entirely  compatible  with  the  diagnosis 
of  the  depressed  phase  of  manic  depressive  psycho- 
sis. Each  episode  was  accompanied,  however,  by 
gastrointestinal  disturbances  that  in  all  probability 
were  due  to  alterations  of  the  cerebrospinal  fluid 
dynamics,  incident  to  the  ball-valve  tumor  found 
at  necropsy.  In  the  absence  of  any  demonstrable 
gastrointestinal  lesion,  the  finding  of  an  otherwise 
unexplained  four  plus  globulin  in  the  spinal  fluid 
should  have  directed  study  of  the  case  into  the 
correct  channel. 

We  are  inclined  to  believe  that  certain  psychi- 
atric theorists  and  internists  alike  are  too  ready  to 
ascribe  gastrointestinal  disturbances  to  psychog- 
enic conflicts.  From  our  postmortem  experience 
we  conclude  that  those  who  say  “she  vomits  be- 
cause she  hates  her  husband,  child,  or  mother,” 
must  be  prepared  in  a high  percentage  of  cases  to 
be  embarrassed  at  the  necropsy  table  by  the  dem- 
onstration of  explanatory  organic  lesions. 

SUMMARY 

1.  Certain  grave  hazards  attend  the  differentia- 
tion between  organic  and  “functional”  mental  dis- 
orders. 

2.  Two  case  reports  with  complete  necropsy 
findings  illustrative  of  this  thesis  are  presented. 

3.  We  add  to  the  literature  one  case  of  choroid, 
papilloma  of  the  fourth  ventricle,  and  one  case  of 
multiple  cerebral  metastases  from  a primary  ade- 
nocarcinoma of  the  gallbladder . 
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GENERAL  CONSIDERATIONS* * 

Paul  Bailey,  M.D. 

PORTLAND,  ORE. 

Bronchoscopy  is  a field  of  medical  endeavor  em- 
ploying a fascinating  array  of  ingenious  instru- 
ments. Much  of  the  literature  concerned  with  the 
subject  is  published  in  special  journals  of  limited 
circulation,  and  articles  directing  attention  to  the 
merits  of  bronchoscopy  as  an  aid  to  the  clinician 
in  medical  diagnosis  and  treatment  may  escape  the 
notice  of  the  very  men  who  would  be  most  inter- 
ested. The  fact  that  foreign  body  cases  are  occa- 
sionally exploited  in  the  newspapers  leaves  the  false 
impression,  particularly  with  the  laity,  that  the 
tubes  and  forceps  of  the  bronchoscopist  lay  idle 
day  after  day  until  another  unfortunate  child  swal- 
lows his  diaper  pin. 

A bronchoscope  is  nothing  more  than  an  illum- 
inated speculum,  permitting  direct  inspection  and 
study  of  the  tracheobronchial  tree.  With  this  in- 
strument foreign  bodies  are  exposed;  secretions  can 
be  aspirated  and  their  source  of  origin  determined; 
tissue  specimens  may  be  secured  for  pathologic  ex- 
amination; and  uncontaminated  smears  and  cul- 
tures may  be  made.  The  value  of  the  bronchoscope 
as  a specular  aid  in  diagnosis  and  treatment  of 
tracheobronchial  disease  is  well  compared  to  the 
usefulness  of  the  vaginal  speculum  in  pelvic  dis- 
ease. I hope  to  prove,  first,  that  careful  bron- 
choscopy is  not  attended  with  shock;  and,  second, 
that  the  bronchoscope  is  an  invaluable  aid  to  the 
clinician  in  many  cases. 

At  the  famous  clinic  headed  by  Chevalier  Jack- 
son  ninety-eight  per  cent  of  the  bronchoscopic  pro- 
cedures are  classified  as  diagnostic  or  therapeutic, 
while  only  two  per  cent  of  the  operations  are  for 
foreign  body  removal.  A consideration  of  these 
amazing  figures  leads  to  two  obvious  conclusions: 
first,  it  must  have  been  positively  proven  to  the 
general  profession  of  that  community  that  import- 
ant diagnostic  and  therapeutic  aid  are  rendered 
bronchoscopically;  second,  there  must  have  been 
corrected  any  false  impression  that  bronchoscopy 
is  a shocking  ordeal. 

The  phrase  “ordeal  of  bronchoscopy”  is  both 
unjust  and  untrue,  but  it  seems  to  have  a peculiar 
descriptive  quality  which  fixes  it  permanently  in 
the  mind.  One  can  well  understand  hesitation  on 
the  part  of  a physician  in  referring  a patient  for 

* From  the  Department  of  Otolaryngology,  University 
of  Oregon  Medical  School. 

* Head  before  the  Sixth-fifth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Gearhart,  Ore.,  Sept.  6-9,  1939. 


bronchoscopic  examination,  if  he  believes  his  pati- 
ent will  be  mistreated  in  the  operating  room  and 
returned  to  bed  in  a state  of  collapse.  If  I were  to 
restrict  this  review  to  a single  argument  I would 
unhesitatingly  accept  the  challenge  offered  by  the 
word  “ordeal.”  To  be  sure,  tolerance  varies  with 
different  individuals.  There  are  patients  who  have 
collapsed  during  vaccination  for  smallpox,  and 
there  are  grown  men  and  women  walking  our 
streets  today,  who  are  reconciled  to  a diet  of 
mushy  food  because  they  are  unable  to  submit  to 
the  taking  of  an  impression  for  a dental  plate. 

Bronchoscopy  in  patients  of  this  temperament  is 
difficult,  although  after  careful  prebronchoscopic 
management  it  is  not  unusual  to  have  even  the 
most  excitable  patient  boast  of  his  self-control 
during  the  experience  of  his  bronchoscopic  exam- 
ination. In  addition  to  the  nervous  temperament, 
the  build  of  a patient  has  a bearing  on  the  ease 
with  which  the  bronchoscope  may  be  introduced. 
Heavy  individuals  with  short  bull  necks  and  long 
upper  teeth  are  more  difficult  for  the  assistant  to 
hold  in  proper  position,  whereas  light  slender  pati- 
ents with  long  flexible  necks  and  removable  upper 
plates  attain  positions  necessary  for  gentle  intro- 
duction of  the  bronchoscope  with  the  greatest  ease. 

As  proof  of  the  fact  that  careful  bronchoscopy  is 
not  an  ordeal  attended  by  collapse  or  surgical 
shock,  I would  like  at  this  time  to  describe  the 
management  of  patients  at  the  bronchoscopic  clinic 
of  University  of  Oregon  Medical  School.  As  many 
as  eight  endoscopic  procedures  have  been  accom- 
plished in  one  three-hour  period.  It  is  desirable  to 
have  patients  under  hospital  management  and  con- 
trol the  day  of  their  first  bronchoscopy,  but  the 
hospital  facilities  are  inadequate  to  provide  a bed 
for  each  patient  every  time  he  visits  the  clinic.  As 
a consequence,  more  than  three-fourths  of  the 
patients  are  treated  as  out-patients.  By  this  is 
meant  that  they  ride  up  on  the  bus,  have  their 
bronchoscopic  treatment  without  removing  their 
shoes  or  clothing,  and  ride  back  to  town  on  the 
bus  again.  A good  many  patients  visit  some  other 
clinic  on  the  same  day.  As  a final  argument,  it  is 
not  unusual  to  have  a clinic  patient  report  for 
bronchoscopic  treatment  many  days  ahead  of  his 
scheduled  appointment,  the  relief  from  symptoms 
afforded  by  previous  treatment  far  outweighing 
any  discomfort  he  experiences  at  bronchoscopy. 
The  asthmatic  patients,  (as  well  as  those  suffering 
from  bronchiectasis)  often  do  this. 

In  the  time  allotted  only  an  incomplete  sum- 
mary of  the  diagnostic  and  therapeutic  benefits  of 
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bronchoscopy  may  be  given.  In  the  field  of  diag- 
nosis it  must  be  mentioned  first  of  all  that  unsus- 
pected foreign  bodies  are  encountered  with  suffici- 
ent frequency  to  justify  bronchoscopy  in  all  cases 
of  unexplained  bronchial  pathology.  The  history 
can  be  unreliable  in  the  case  of  children,  and  there 
are  instances  in  which  even  adults  have  been  total- 
ly unaware  that  they  have  inspired  a foreign  body. 

Bronchial  stenosis  is  apparent  at  bronchoscopy 
and  data  as  to  the  etiology  may  be  of  great  diag- 
nostic importance  to  the  clinician.  A stenosis  may 
be  intrinsic  or  due  to  external  compression,  and 
this  differentiation  may  be  ascertained.  Unex- 
plained wheeze,  cough  or  dyspnea  are  indications 
for  bronchoscopic  exploration  of  the  tracheobron- 
chial tree. 

Tumors  may  be  visualized  and  a specimen  for 
biopsy  removed.  Selection  of  therapy  will  be  depen- 
dent upon  the  benign  or  malignant  characteristics 
as  reported  by  the  pathologist.  The  symptoms  of 
bronchial  tumors  depend  upon  their  size,  type  and 
location.  Hemoptysis  is  present  in  many  cases  of 
bronchogenic  carcinoma,  and  unexplained  hemopty- 
sis is  an  indication  for  bronchoscopic  examination. 

The  bacteriologic  study  of  the  uncontaminated 
cultures  and  smears  taken  through  the  broncho- 
scope is  often  invaluable  to  the  physician  in  charge. 
The  invasion  of  rare  bacteria,  as  well  as  the  pres- 
ence of  yeasts  and  molds  may  be  determined.  Ade- 
quate therapy  may  be  based  on  this  information, 
and  vaccines  prepared  from  specific  organisms  have 
been  found  useful. 

A roentgen  study  after  the  bronschoscopic  in- 
jection of  lipiodol  or  insufflation  of  bismuth  powder 
can  be  of  advantage  to  the  clincian  in  the  interpre- 
tation of  physical  signs.  Bronchoscopic  aspiration 
is  often  found  necessary  before  the  contrast  med- 
ium is  introduced,  in  order  that  the  opaque  sub- 
stance may  reach  the  cavity  or  diseased  area  to 
be  studied. 

Local  therapeutic  aid  may  be  administered 
through  the  bronchoscope.  In  the  case  of  certain 
infections  this  may  include  topical  applications. 
Crusts  can  be  removed  from  the  bronchial  mucosa 
as  an  adjunct  to  other  medical  measures. 

In  suppurative  disease  the  benefits  of  broncho- 
scopic aspiration  are  of  the  utmost  importance. 
Neither  thick  tenacious  exudate  or  the  thin  foul 
milky  result  of  its  decomposition  can  be  adequately 
carried  by  the  cilia  to  a level  where  the  blast  of 
coughing  will  remove  it.  Acute  lung  abscess  with 
bronchial  communication  urgently  calls  for  bron- 


choscopic aspiration  until  healed.  Sometimes  the 
abscess  is  only  a drowned  lung,  in  which  case  heal- 
ing with  the  aid  of  aspiration  is  rapid.  Granula- 
tions which  block  bronchial  drainage  may  be  en- 
countered. Removal  of  these  can  be  a major  factor 
in  promoting  healing.  Bronchoscopic  aspiration 
may  be  combined  with  irrigation  in  the  treatment 
of  chronic  lung  abscess. 

In  bronchiectasis,  treatment  by  bronchoscopic 
aspiration  has  been  proven  of  great  value.  Unfor- 
tunately there  are  still  many  who  consider  broncho- 
scopic treatment  a last  resort,  and  as  a conse- 
quence a large  proportion  of  the  cases  referred  ex- 
hibit hopelessly  fixed  chronic  pathology.  Even  in 
this  type  of  case,  periodic  bronchoscopic  aspira- 
tion may  result  in  disappearance  of  the  fetid 
breath,  and  an  improvement  in  general  health. 

Asthmatic  patients,  with  residual  secretion  which 
they  cannot  expel,  should  have  the  benefit  of 
bronchoscopic  aspiration.  Often  great  relief  is  af- 
forded, and  there  is  no  more  grateful  patient  than 
the  chronic  asthmatic  who  has  experienced  this 
comfort. 

When  postoperative  atelectasis  due  to  mucus 
plug  is  not  relieved  by  forced  inhalation  and  turn- 
ing, the  indications  for  bronchoscopic  aspiration 
are  absolute.  The  relief  afforded  by  bronchoscopy 
and  aspiration  of  the  plug  is  usually  spectacular 
and  immediate.  Bronchoscopy  should  not  be  de- 
layed until  secondary  pneumonic  changes  have 
developed. ' 

I am  reminded  of  a case  in  which  bronchoscopy  was 
delayed  three  years.  The  patient,  a man  of  forty-seven, 
developed  what  appeared  to  be  a simple  acute  lower  right 
lung  abscess  immediately  following  nasal  surgery.  It  is  prob- 
able that  an  acute  atelectasis  preceded  this  abscess.  For  the 
following  three  years  he  remained  more  or  less  bedfast. 
At  long  last  bronchoscopy  was  requested  and  a low  grade 
basal  cell  carcinoma  was  discovered  occluding  the  lower 
right  bronchus.  The  pleural  adhesions  from  the  long  stand- 
ing suppuration  made  lobectomy  inadvisable  and  as  a pal- 
liative treatment  radon  seeds  were  planted  in  the  tumor 
mass  bronchoscopically.  Now,  after  eight  months,  the  tumor 
is  still  visible  but  it  has  fibrosed  and  has  decreased  in  size 
so  that  the  suppurative  disease  distal  to  the  growth  has 
drained.  Sputum  is  practically  nil  and  the  patient  is  up 
and  about  doing  light  work. 

It  seems  to  me  that  the  diagnostic  and  thera- 
peutic importance  of  the  bronchoscope  is  well  il- 
lustrated by  this  one  case.  Moreover,  the  fact  that 
this  patient  has  several  times  driven  ninety  miles 
to  Portland,  undergone  bronchoscopy  and  then 
made  the  ninety  mile  drive  home  again,  all  in  the 
same  day,  should  clearly  demonstrate  that  bron- 
choscopic examination  is  not  a shocking  ordeal. 
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AN  ADVANCE  IN  INTRAABDOMINAL  DIAGNOSIS* 

Paul  E.  Spangler,  M.D. 

PORTLAND,  ORE. 

For  a great  many  years  physicians  throughout 
the  world  have  been  investigating  the  various  hol- 
low viscera  of  the  body.  From  time  to  time  differ- 
ent instruments  have  been  perfected  to  facilitate 
these  investigations.  For  the  study  of  the  bladder 
and  the  kidneys  we  have  the  cystoscope.  The 
proctoscope  and  the  sigmoidoscope  reveal  the  in- 
side of  the  bowel  to  us.  By  means  of  the  broncho- 
scope and  the  esophagoscope  we  have  access  to  the 
bronchial  tree  and  the  esophagus.  Through  the  gas- 
troscope  the  interior  of  the  stomach  is  brought  to 
our  view.  And  for  a number  of  years  the  thoraco- 
scope has  made  it  possible  for  us  to  examine  the 
pleural  cavity.  All  these  instruments  have  proved 
their  worth  and  have  been  accepted  as  extremely 
valuable  diagnostic  aids.  At  the  present  time  we 
have  still  another  endoscopic  instrument,  the  peri- 
toneoscope. By  means  of  this,  we  are  able  to  in- 
vade the  last  available  cavity  of  the  body. 

Peritoneoscopy  may  be  defined  as  the  visualiza- 
tion of  the  peritoneal  cavity  and  its  contents 
through  an  optical  instrument.  Any  procedure 
which  allows  a clear  visualization  of  this  cavity 
and  its  contained  organs,  without  laparotomy  and 
with  very  little  discomfort  to  the  patient  and  prac- 
tically no  risk,  warrants  further  consideration.  Peri- 
toneoscopy, along  with  all  the  other  endoscopic 
procedures,  will  undoubtedly  achieve  a prominent 
place  in  modern  diagnostic  methods. 

In  1901  Kelling,  at  Hamburg,  Germany,  dem- 
onstrated what  he  termed  “kolioscopy’'  on  a living 
dog  before  the  seventy-third  Congress  of  German 
Naturalists.  Later  he  used  the  method  on  human 
beings.  Since  that  time,  the  peritoneal  cavity  has 
been  investigated  sporadically  by  various  men  and 
various  endoscopic  instruments. 

The  recent  revival  of  interest  in  peritoneoscopy 
in  America  is  due  to  the  work  of  John  C.  Ruddock 
of  Los  Angeles.  With  the  perfection  of  instruments 
and  technic,  he  has  greatly  increased  the  factor  of 
safety.  The  accepted  instrument  on  the  American 
market  bears  his  name.  He  will  soon  report  on  a 
series  of  1000  examinations  which  he  and  his  asso- 
ciates have  made. 

What,  then,  are  the  indications  for  peritoneo- 
scopy, and  what  can  we  expect  to  accomplish  with 
this  procedure?  In  the  first  place,  it  should  be 

♦ Head  before  the  Sixty-fifth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Gearhart,  Ore.,  Sept.  6-9,  1939. 


understood  that  it  is  not  a substitute  for  careful 
clinical  examination.  Preliminary  studies  should  be 
completed  and  a provisional  diagnosis  made  before 
the  procedure  is  attempted.  Then,  with  a definite 
purpose  in  mind  to  be  accomplished  by  the  ex- 
amination, peritoneoscopy  may  be  considered.  If 
this  predetermined  objective  is  accomplished,  the 
examination  is  considered  a success  and  entirely 
justified.  We  must  not  expect  to  accomplish  more. 

This  examination  is  particularly  useful  in  the 
differential  diagnosis  of  chronic  abdominal  condi- 
tions, in  which  the  diagnosis  may  be  obscure  and 
additional  information  or  a biopsy  examination  is 
needed  to  confirm  the  diagnosis  and,  perhaps,  to 
plan  intelligently  further  treatment.  Acute  inflam- 
matory conditions  should  not  be  selected  because 
of  the  danger  of  spreading  the  infection.  An  excep- 
tion to  this  rule,  however,  might  be  made  when- 
ever the  information  to  be  secured  might  aid  in 
confirming  the  diagnosis  or  in  planning  the  opera- 
tion. The  surgical  team  must  be  prepared  to  open 
the  abdomen  at  the  completion  of  the  examination. 

All  liver  conditions  lend  themselves  readily  to 
peritoneoscopic  visualization.  Usually  a specimen 
for  biopsy  can  be  secured  which  will  enable  one  to 
make  a positive  diagnosis.  In  cases  of  ascites,  a 
differential  diagnosis  may  usually  be  made  and  the 
fluid  removed  at  the  same  time.  As  a rule  the  nor- 
mal spleen  is  not  well  visualized.  When  it  is  en- 
larged, it  can  be  seen  and  a specimen  for  biopsy 
taken.  The  stomach  can  be  investigated  not  only  by 
inspection  but  also  by  transillumination  and  in- 
flation. The  extent  of  carcinomatous  infiltration 
and  the  extension  to  regional  glands  and  the  liver 
can  usually  be  determined. 

The  question  of  operability  can  often  be  settled 
and  a useless  exploration  thus  avoided.  Differen- 
tiation between  intragastric  and  extragastric 
tumors  can  frequently  be  made.  Visualization  of 
the  gallbladder  is  not  quite  as  helpful  as  one  might 
hope,  as  only  the  top  of  the  fundus  is  seen.  How- 
ever, adhesions,  or  a thickened  or  inflamed  wall 
may  give  valuable  information  in  establishing  the 
correct  diagnosis.  Ruddock  has  not  been  able  to 
palpate  stones  through  the  peritoneoscope  as  some 
investigators  have  reported. 

Visualization  of  the  small  bowel  is  not  often  very 
helpful.  Almost  the  entire  large  bowel  can  be  seen, 
and  malignancies  and  inflammations  recognized. 
The  bowel  may  also  be  inflated  and  transillumi- 
nated  in  its  distal  portion,  and  so  give  additional 
information  of  value.  The  size,  nature,  and  loca- 
tion of  intraabdominal  tumors  can  be  determined, 
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making  a positive  diagnosis  possible.  Large  cystic 
kidneys,  retroperitoneal  tumors  and  omental  met- 
astatic masses  have  been  seen  and  recognized. 

Peritoneoscopy  probably  reaches  its  acme  of 
usefulness  in  the  pelvis.  The  pelvic  organs  are 
practically  always  clearly  and  completely  visual- 
ized, so  that  a high  percentage  of  accurate  diag- 
noses is  possible.  In  the  hands  of  Robert  B.  Hope, 
who  is  associated  with  Ruddock,  this  procedure  has 
proved  of  especial  value  in  the  differential  diag- 
nosis of  ectopic  pregnancy.  Frequently  the  appen- 
dix is  not  visualized,  but  sometimes  with  shifting 
positions  it  can  be  seen  and  its  condition  deter- 
mined. 

Some  operative  procedures  have  been  undertaken 
through  the  peritoneoscope  with  more  or  less  suc- 
cess. Of  course,  specimens  for  biopsy  can  be  taken 
freely,  painlessly  and  successfully  by  this  means. 
The  bleeding  can  be  controlled  by  electrocoagula- 
tion. Abdominal  adhesions  have  been  divided  under 
direct  vision  by  electrosurgical  methods.  Steriliza- 
tion in  the  female  has  been  accomplished  by  elec- 
trocoagulation of  the  isthmal  portion  of  the  fallo- 
pian tubes.  A palliative  occlusion  of  the  neck  of  a 
reducible  hernia  can  be  accomplished,  but  this  is 
not  recommended  when  the  patient  is  able  to  tol- 
erate operation.  Ruddock  attempted  this  recently, 
but  had  to  give  it  up  because  he  cut  the  thread 
when  he  attempted  to  transfer  it  from  one  Rever- 
din  needle  to  another.  He  has,  however,  done  the 
operation  on  cadavers. 

Benedict  aspirated  a large  benign  ovarian  cyst 
in  an  eighty-nine-year  old  woman  who,  it  was  be- 
lieved, could  not  stand  operative  removal.  Liver 
abscesses  have  been  tapped  and  aspirated  under 
direct  vision. 

There  are  few  real  contraindications  to  peritone- 
oscopy. The  examination  can  be  done  quickly,  and 
with  very  little  discomfort  to  the  patient  and  with 
no  shock.  Severe  cardiac  or  pulmonary  disease  may 
possibly  be  a contraindication  because  certainly 
the  vital  capacity  is  reduced  during  an  adequate 
pneumoperitoneum.  Extensive  abdominal  adhesions 
are  a contraindication  under  certain  circumstances. 
This  is  especially  true  when  there  is  a known  his- 
tory of  chronic  adhesive  peritonitis,  as  is  seen  in 
tuberculosis.  When  extensive  postoperative  adhe- 
sions are  present,  it  is  usually  possible  to  select  a 
site  away  from  the  operative  scars,  and  thus  avoid 
the  adhesions.  Intestinal  obstructions  with  dilated 
intestines  are  not  suitable  because  of  the  extreme 
danger  of  injury  to  the  dilated,  friable  bowel.  As 
mentioned  before,  the  procedure  should  not  be  un- 


dertaken in  acute  inflammatory  lesions  of  the  ab- 
domen because  of  the  possibility  of  spreading  the 
infection. 

Certain  accidents  have  been  encountered  during 
peritoneoscopy.  The  most  frequent  has  been  punc- 
ture of  the  bowel  either  by  the  pneumoperitoneum 
needle  or  by  the  trocar.  Ruddock  and  his  asso- 
ciates punctured  the  bowel  in  seven  instances.  It  is 
interesting  to  note  that  these  occurred  in  their  first 
250  cases.  Ruddock  ascribes  the  fact  that  the  bowel 
was  not  punctured  in  the  remaining  750  cases  to 
improvement  in  both  instruments  and  technic  and 
to  the  selection  of  a site  for  puncture.  In  all  cases 
of  puncture,  the  instrument  was  left  in  place  while 
an  immediate  laparotomy  was  done  and  the  dam- 
age repaired.  All  of  these  patients  recovered. 

It  is  of  further  interest  to  learn  that  in  each  of 
these  patients  Ruddock  found  the  bowel  so  ad- 
herent that  he  could  have  removed  the  instrument 
without  getting  any  peritoneal  soiling.  Hence  he 
has  come  to  the  conclusion,  and  other  men  experi- 
enced in  this  matter  agree  with  him,  that  it  is  prac- 
tically impossible  to  puncture  the  bowel  unless  it  is 
densely  adherent  directly  under  the  site  of  punc- 
ture. Such  adhesions  may  always  be  disproved  with 
surety  by  a circular  sweep  with  the  pneumoperi- 
toneum needle  after  the  peritoneum  has  been  en- 
tered. 

Hemorrhage  was  encountered  once  by  Ruddock. 
It  occurred  after  a specimen  of  the  liver  was  taken 
for  biopsy,  and  proved  fatal.  Ruddock  attributes 
this  to  inadequate  coagulation.  This  accident  also 
occurred  in  the  first  250  cases.  He  has  had  no  acci- 
dents in  the  last  750  cases. 

Benedict  had  one  fatality  in  forty-eight  reported 
cases.  This  death  occurred  in  a patient  who  had 
coronary  disease  and  lung  abscess  and  who  was 
suspected  of  having  an  ecchinococcus  cyst  of  the 
liver.  It  was  believed  that  this  death,  which  oc- 
curred shortly  subsequent  to  the  examination,  was 
due  to  too  much  narcosis  plus,  perhaps,  the  stress 
and  strain  of  the  examination,  since  the  patient 
was  too  ill  to  have  been  subjected  to  such  a pro- 
cedure. Subcutaneous  emphysema  has  been  en- 
countered when  the  air  was  injected  before  the 
needle  entered  the  peritoneal  cavity.  It  has  been 
of  no  consequence,  but  is  annoying. 

Peritoneoscopy  is  a highly  technical  procedure 
and  demands  a familiarity  with  the  instruments 
and  the  detail  of  their  use,  as  well  as  a knowledge 
of  the  living  pathology  visualized.  It  is  not  an  office 
procedure.  It  should  always  be  done  in  a hospital, 
and  the  patient  should  be  hospitalized  for  about 
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twenty-four  hours.  The  preliminary  preparation  is 
as  for  any  abdominal  surgical  procedure:  A light 
supper  is  allowed;  the  abdomen  is  shaved,  pre- 
pared, and  covered  with  a sterile  dressing  the  night 
before;  any  desired  preoperative  medication,  such 
as  morphine,  nembutal,  HMC,  is  ordered;  no 
breakfast  is  allowed.  The  stomach  should  be  empty, 
and  in  patients  to  have  a gastric  examination  the 
stomach  should  also  be  washed  thoroughly  before 
the  patient  is  taken  to  the  surgery.  The  bladder 
and  the  rectum  should  be  emptied. 

The  patient  is  placed  on  a table  that  provides 
for  the  Trendelenberg  position  and  that  can  also 
be  tilted  from  side  to  side.  In  order  to  obtain  com- 
plete visualization  of  the  pelvic  organs,  the  Tren- 
delenberg position  and  coincidental  vaginal  manip- 
ulation are  of  extreme  importance.  The  usual  surgi- 
cal preparation  and  draping  are  done.  Careful 
surgical  aseptic  technic  is  observed  throughout  the 
procedure. 

The  site  for  puncture  is  selected,  and  is  anesthe- 
tized with  novocain.  A half-inch  incision  is  made 
through  the  skin  and  the  fascia.  The  pneumoperi- 
toneum needle  is  introduced,  and  the  absence  of 
adhesions  in  the  immediate  vicinity  of  the  puncture 
is  determined  by  a circular  sweep  of  the  tip  of  the 
needle.  Having  satisfied  oneself  that  the  site  select- 
ed is  satisfactory,  a tense  pneumoperitoneum  is 
produced  and  the  needle  is  withdrawn.  In  patients 
having  extensive  adhesions,  it  is  usually  possible 
to  weave  around  through  the  adhesions  and  achieve 
the  object  of  the  examination  in  spite  of  them,  if 
a good  pneumoperitoneum  has  been  produced.  The 
trocar  and  cannula  are  then  introduced.  The  depth 
of  the  puncture  is  determined  with  the  fingers  of 
the  left  hand  as  the  right  hand  makes  a quick, 
sharp  stab  to  drive  the  trocar  through  the  peri- 
toneum. 

If  ascites  is  present,  it  is  removed  through  the 
aspirator  with  intermittent  suction.  When  this  is 
completed,  the  observation  scope  is  inserted.  The 
pneumoperitoneum  is  then  reproduced,  and  inspec- 
tion of  the  peritoneal  cavity  and  its  contents  is 
carried  out.  During  the  routine  inspection  the  sites 
for  obtaining  specimens  for  biopsy  are  noted.  When 
the  observation  is  complete,  the  observation  scope 
is  removed,  and  the  biopsy  forceps,  together  with 
the  scope  with  the  electrocauterv  attached,  is  in- 
serted. Pneumoperitoneum  is  again  renewed.  The 
coagulating  current  is  tested  on  living  tissue,  and 
if  satisfactory,  the  specimen  for  biopsy  is  taken. 
The  site  from  which  the  biopsy  specimen  was  taken 


is  coagulated  while  the  specimen  is  still  in  the 
jaws  of  the  biopsy  forceps.  When  the  bleeding  is 
controlled,  the  forceps  and  the  scope  are  removed; 
the  air  is  allowed  to  escape  from  the  abdomen; 
and  the  skin  incision  is  closed  with  a single  suture. 
The  patient  may  go  home  the  same  evening  or  the 
next  morning.  There  is  no  shock  from  the  pro- 
cedure and  no  discomfort  except  when  the  scope 
touches  the  parietal  peritoneum.  This  may  usually 
be  avoided  most  of  the  time,  however. 

CONCLUSIONS 

I believe  that  peritoneoscopy  will  prove  exceed- 
ingly valuable  in  the  differential  diagnosis  of  liver 
conditions,  ascites,  diseases  of  the  female  pelvic 
organs,  and  in  the  determination  of  the  operability 
of  malignant  growths. 

Peritoneoscopy  should  be  done  in  lieu  of  explora- 
tory laparotomy  to  determine  the  extent  of  malig- 
nant involvement  and  the  presence  of  distant 
metastases.  This  procedure  is  useful  in  examining 
the  surface  of  the  abdominal  viscera  and  the  pelvic 
organs.  It  is  an  aid  in  making  a diagnosis.  It  pro- 
vides a means  for  securing  tissues  for  pathologic 
examination  quickly,  safely  and  painlessly  without 
the  need  of  opening  the  abdomen. 

Peritoneoscopy  is  a relatively  minor  procedure, 
done  under  local  anesthesia,  entailing  practically 
no  discomfort  and  no  risk  to  the  patient,  and  neces- 
sitating little  expense  as  against  exploratory  lap- 
aratomy  which  is  a major  operation,  usually  per- 
formed under  general  anesthesia,  entailing  con- 
siderable discomfort  and  risk,  and  necessitating 
relatively  great  expense. 

Peritoneoscopy  cannot  replace  surgery,  but  it 
may  be  of  distinct  aid  in  confirming  the  diagnosis 
when  operation  is  necessary.  By  means  of  it  ex- 
plorations can  be  done  on  patients  who  are  poor 
operative  risks. 

Peritoneoscopy  in  Ruddock’s  hands  carries  a 
mortality  of  .1  per  cent,  while  exploratory  laparot- 
omy in  the  Lahey  Clinic  has  a mortality  of  6 per 
cent. 

It  is  necessary  always  to  have  a definite  purpose 
in  mind  for  the  examination,  and  one  should  not 
expect  to  do  more  than  accomplish  this  purpose. 

It  seems  to  me  that  the  very  practical  results 
of  this  simple  visualization  of  the  abdominal  cavity 
and  its  contents  should  command  for  the  peri- 
toneoscope the  same  general  use  that  the  cysto- 
scope  enjoys  for  the  examination  of  the  bladder 
and  kidneys. 
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DISEASES  OF  ACCESSIBLE  ORAL  MUCOSA 
AND  CIRCUMORAL  AREAS* 

Cleveland  J.  White,  M.D. 

Assistant  Professor  of  Dermatology,  Northwestern 
University  Medical  School 
CHICAGO,  ILL. 

As  the  skin  and  the  mucous  membranes  of  the 
mouth  are  embryologically  analogous  structures, 
the  dermatologist  is  sought  many  times  to  assist  in 
the  diagnosis  and  treatment  of  diseases  of  the  read- 
ily accessible  areas  of  the  mucous  membranes  of 
the  mouth  and  the  adjacent  areas.  Some  of  these 
diseases  are  a source  of  potential  danger  from  in- 
fection to  the  physician,  e.g.,  fungus  and  early 
infectious  syphilitic  lesions.  Then,  again,  early 
recognition  is  important  in  the  treatment  of  early 
carcinoma. 

Infections 

fungus 

Infections  of  the  oral  mucosa  with  fungi  are 
being  recognized  more  and  more,  although  it  has 
been  known  for  a long  time  to  cause  thrush  in  the 
mouths  of  sucklings.  The  most  common  causative 
organism  is  one  of  the  monilia  group  which  can 
be  recognized  microscopically  and  can  be  grown 
in  culture  (Sabouraud’s  medium).  This  type  of 
case  is  strikingly  prone  to  diagnostic  errors. 

a.  Superficial.  Thrush.  Due  to  monilia  albicans, 
a fungus  of  the  yeast  group. 

Diagnosis.  Clinical  appearance:  Lesion  like  co- 
agulated milk  on  mucosa.  This  is  easily  detached 
with  forceps. 

Microscopic  tests:  (a)  20  per  cent  KOH,  a few 
drops  on  cover  slip  and  place  in  a moist  chamber 
of  petri  dish.  Refractile  segmented  hyphae  with 
spores  between,  (b)  Drop  of  water  with  methy- 
lene blue. 

Cultures:  Sabouraud’s  isolation  medium,  a glu- 
cose maltose  agar,  acid  reaction,  placed  in  dark  at 
room  temperature.  Culture  of  white  mounts  start- 
ing in  three  days. 

Differential  diagnosis:  Leukoplakia  and  lichen 
planus. 

Treatment  (a)  Gentian  violet  5 per  cent  or  crys- 
tal violet  5 per  cent;  potassium  iodide  or  copper 
sulphate  internally,  (b)  Small  doses  of  radium. 

b.  Deep.  1.  Actinomycosis.  Deep  cervical  glands 
break  down,  yielding  ray  fungus,  due  to  actino- 
mycetes.  Deep  roentgen  therapy  to  areas  and 
large  doses  of  potassium  iodide. 

2.  Sporotrichosis.  Enlarged  lymphatic  chains 
with  discrete  nodules,  starting  from  a small  ulcera- 
tion due  to  sporothrix. 

•Read  before  a meeting  of  Southwest  Idaho  Medical 
Society,  Boise,  Idaho,  March  9,  1939. 


3.  Blastomycosis.  “Mississippi  Valley  disease.” 
Pinpoint  pustules  yielding  blastomycetes,  a deep 
invading  yeast  organism. 

spirochetes 

a.  Vincent’s  stomatitis  and  angina  (due  to  Vin- 
cent’s organisms). 

Treatment.  Arsenic  locally;  20  per  cent  sul- 
pharsphenamine  in  glycerine,  b.  i.  d.  Neoarsphena- 
mine  intravenously  only  in  severe  cases.  Sodium 
perborate  only  of  value  in  mild  cases. 

b.  Syphilis.  The  primary  infection,  the  chancre, 
can  well  be  around  and  occasionally  even  inside  the 
mouth.  The  chancre  and  the  mucous  patches  of 
secondary  syphilis  are  teeming  with  spirocheta 
pallida  and  are  the  cause  of  many  innocently  ac- 
quired syphilitic  infections  in  professional  people, 
as  dentists,  physicians  and  nurses.  The  chancre 
appears  on  the  lip  as  an  eroded  elevated  papule 
having  a distinctly  hard  cartilaginous  feel.  A pain- 
less, giant,  unilateral  adenitis  soon  ensues  and 
becomes  a decided  and  constant  characteristic  clin- 
ical finding,  typical  of  extragenital  chancres. 

1.  Chancre.  Extragenital  (the  earlier  the  treat- 
ment is  instituted,  the  better  chances  for  arrest  of 
infection);  indurated  papule  (lymphocytic  infil- 
tration causes  induration);  linear  to  hazelnut  size; 
slow  progression;  unilateral  adenitis;  bilateral 
adenitis  (rare);  slow  healing;  does  not  leave  scar 
unless  secondarily  infected  (same  true  of  genital 
chancre). 

Laboratory:  Dark  field:  Most  positive  in  first 
week  and  least  positive  in  sixth  week.  If  lesion 
has  been  treated  with  mercury,  use  gland  puncture. 
Take  piece  of  gauze  to  traumatize.  Place  serum  on 
cover  slip,  press  with  match  to  help  spread  smear. 
Place  on  scope.  See  slow  motion.  Spirochetes,  many 
spirals;  bends  at  angle  not  greater  than  45°.  Gland 
puncture:  Take  a sterile  saline  in  syringe  and  trit- 
urate three  or  four  times  and  put  on  scope. 

2.  Secondary  stage.  Mucous  patches  are  evanes- 
cent with  mucous  covering  eroded  membrane;  ex- 
tremely infectious.  Source  of  many  innocent  infec- 
tions, e.g.,  by  kissing  and  drinking  vessels.  Treat- 
ment of  early  or  infectious  stage:  neoarsphena- 
mine  with  bismuth  for  one  year  uninterruptedly  in 
early  cases.  Mapharsen  used  also. 

3.  Tertiary.  Gummata  of  tongue;  prone  to 
ulceration  and  malignancy.  Complete  physical  ex- 
amination to  detect  changes  in  cardiovascular  ap- 
paratus, the  liver  or  cerebrospinal  system.  Treat- 
ment of  late  syphilis:  bismuth  first,  then  neoars- 
phenamine;  bismarsen  for  cardiovascular  involve- 
ment; sulpharsphenamine  intramuscularly  in  chil- 
dren; provocative  Wassermann  has  been  aban- 
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doned.  Stovarsol  orally  has  been  used  at  North- 
western University  with  some  good  results. 

BACTERIAL 

a.  Perleche.  Found  at  commissures  of  the  mouth. 
Treated  with  mercury  5 per  cent.  Both  staphylo- 
coccic and  yeast  fungus  etiology;  symbiotic  infec- 
tion. 

b.  Lichen  planus.  Believed  to  be  confined  to  oral 
mucosa  only.  Varieties:  (1)  string-like  white  lines 
with  nodes  at  intersection;  (2)  circles  about  split 
pea  size,  annular;  (3)  wavy  parallel  lines  some- 
times; (4)  plaques,  discrete,  violaceous  color. 

Treatment  (is  very  resistant) : ( 1 ) Asiatic  pills  by 
mouth;  (2)  bismuth  intramuscularly;  (3)  radium 
in  small  doses  in  rare  instances. 

c.  Tuberculosis  due  to  bacillus.  Rare,  occurring 
with  irregular  bordered  ulceration.  Biopsy  may  be 
necessary.  Treatment  with  a water-cooled  lamp. 
Rule  out  any  active  areas,  as  pulmonary  areas.  If 
active  in  pulmonary  areas,  etc.,  the  sanitarium 
treatment  is  necessary. 

d.  Impetigo  contagiosa.  Bullous  crusting  erup- 
tion due  to  staphylococcus.  Occasionally  secondary 
streptococcic  invasion.  Discrete  crusted  areas.  Very 
contagious.  Best  treated  by  2 per  cent  mercury. 

New  Growths 
benign 

Any  benign  growth  is,  of  course,  a possible  fore- 
runner of  malignancy,  but  the  most  potential  and 
most  important  is  leukoplakia.  Dentists  and  physi- 
cians see  this  time  and  again  and  many  lives  will 
be  saved  from  cancer,  if  this  condition  is  recog- 
nized early.  When  a small  fissure  or  ulceration 
occurs  in  such  an  area,  clinically  malignancy  has 
already  occurred,  regardless  of  the  findings  of  a 
million  microscopes. 

a.  Warts  are  small  and  papillomatous.  Treat- 
ment by  electrodesiccation ; bismuth  infection;  mer- 
cury by  mouth:  arsenic  orally;  psychotherapy. 

b.  Angiomata.  Blood  vessel  tumors  either  ar- 
terial or  venous.  Treatment  by  radium. 

3.  Pyogenic  granuloma.  Persistent  inflamma- 
tory new  growth  of  so-called  “proud  flesh.”  May 
be  pedunculated,  soft  and  vascular.  Treatment  by 
radium. 

d.  Papillomata,  epithelial  growths,  sometimes 
pedunculated.  Treatment  by  cautery. 

e.  Cyst.  Treatment  by  complete  dissection  of 
mucous  glands. 

f.  Bony  growths.  Median  raphe  of  hard  palate 
enlargement  is  quite  pronounced  normally  in  some 
people. 


PRECANCEROUS 

Leukoplakia  is  the  most  common.  Etiology: 
smoking,  electrolytic  changes  or  syphilitic  basis. 

Check'  blood  serology:  type:  white,  sclerotic 
plaque.  If  at  the  oral  commissures,  probably  syph- 
ilis; otherwise  traumatic. 

Treatment:  smoking  should  be  stopped  and  hot 
foods  avoided;  unipolar  desiccation;  treatment  of 
syphilis,  if  present,  usually  of  very  little  help  in 
clearing  the  leukoplakia. 

CANCER 

It  is  needless  to  take  time  to  recapitulate  the 
late  manifestations  of  cancer  preceding  death. 
Stress  will  be  laid  here  and  emphasized  on  the  early 
clinical  findings.  Let  us  catch  up  with  the  laity 
who  are  now  geting  advance  information  from 
medical  and  dental  addresses  and  pamphlets.  If 
early  cancer  is  recognized  (often  the  opportunity  is 
amply  afforded  by  the  unfortunate  victims),  and 
properly  treated,  there  will  be  no  late  cancer  and 
hence  no  deaths.  And  let  it  be  said  that,  if  electro- 
thermy  is  primarily  used  and  then  radium  and 
roentgen  ray  used  as  adjunct  treatment,  practically 
every  early  case  can  be  cured.  We  must  not  be 
‘single  trackers”  and  use  roentgen  ray  and  radium 
to  the  exclusion  of  the  most  important  method  of 
all,  i.  e.,  electrothermy.  An  unhealed  ulcer  of  four 
weeks  duration  in  the  mouth  is  clinically  cancer, 
provided  all  other  causes,  as  tuberculosis,  syphilis, 
blastomycosis,  etc.,  are  ruled  out,  and  should  be 
so  treated.  Bloodgood’s  opinion  is  that  two  weeks 
is  long  enough  but  my  opinion  is  that  this  is  a 
trifle  radical,  but  it  is  far  better  to  share  Blood- 
good's  warning  and  err  for  the  patient’s  benefit. 

A small  unhealed  fissure,  which  does  not  heal 
but  becomes  slightly  indurated,  is  the  earliest  ob- 
jective finding.  In  case  of  doubt,  tissue  can  be  re- 
moved and  examined  histologically  (provided  the 
pathologist  is  well  acquainted  with  cutaneous  histo- 
pathology).  Grading  of  cancer  histologically  is  de- 
sirable but  not  necessary  while  still  localized. 
Proper  clinical  interpretation  is  usually  more  im- 
portant than  the  microscope. 

Epithelioma.  Squamous  cell  at  mucocutaneous 
junction  with  induration.  If  syphilis  is  present,  do 
not  make  the  mistake  of  letting  the  patient  die  with 
epithelioma  and  treat  only  the  syphilis.  Treatment: 
Surgical  removal  and  radium;  prognosis  varies  with 
type  of  cells  and  amount  of  metastasis. 

Ulcerations 

1.  Traumatic. 

2.  Infectious:  Syphilis,  tuberculosis,  lympho- 

granuloma inguinale. 
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“WHITE  SPOTS”  OF  THE  ORAL  MUCOSA 
(Differential  Diagnosis  of  a Common  Mouth  Lesion) 


Leukoplakia 

Characterized  by  hard,  whitish- 
grayish  patches,  of  irregular  de- 
sign, sometimes  by  hardened 
plaques. 

Usually  on  commissure  and  buc- 
cal surfaces. 

Local  irritation  is  probably  a 
common  cause.  Occasionally  has 
a syphilitic  background. 

Definitely  a precancerous  condi- 
tion; a precursor  of  squamous 
cell  epithelioma. 

Fissuring  clinically  indicates  ma- 
lignant degeneration. 

Treatment:  Local  areas  removed 
by  electrotherapy ; widespread, 
ordinary  local  irritants. 

If  syphilitic  background,  syphilis 
to  be  treated,  although  no  in- 
volution of  leukoplakia  will  occur. 


Thrush  or  Moniliasis 
White  deposits.  Coagu- 
lated milk  appearance. 
Due  to  a Monilia  albicans, 
a fungus. 

Treatment:  active.  Organ- 
ic dyes.  Local  applications. 
Prognosis:  Good.  Rarely 

becomes  a serious  general- 
ized infection. 


Lichen  planus 
Linear  cross  lines  with 
white  papules. 

Annular  lesions. 

Papules  with  violaceous 
borders. 

Plaques  with  violaceous 
borders. 


Lupus  erythematosus 
Red  granular  lesions  with 
white  centers. 

Often  associated  with  lu- 
pus erythematosus  of  the 
body. 


bullae  are  grouped  and  are  accompanied  by  in- 
tense burning.  A mild  alkaline  mouth  wash  is  used 
and  arsenic  per  os. 

Miscellaneous  Dermatoses 

1.  Hairy  tongue.  Associated  with  black  monile- 
thrix. Treatment:  Potassium  iodide  internally,  very 
unsatisfactory.  Nicotinic  acid  should  be  used. 


3.  Malignancies,  especially  cancer. 

4.  Blood  dyscrasias,  leukemia. 

5.  Chemical. 

6.  Electrolytic  burns  and  charges,  metallic  taste, 
etc.;  rare. 

Allergic 

Due  to  ingestants,  inhalants  and  contactants. 
Idiosyncrasy  to  certain  foods  causes  occasional 
lesions  like  “cold  sores.” 

The  Bullous  Dermatoses 

1.  Herpes  simplex  (cold  sores);  herpes  zoster 
(shingles).  Herpes  is  an  acute  infectious  disease 
characterized  by  an  eruption  of  vesicles  grouped 
upon  an  inflammatory  base.  The  zoster  type  fol- 
lows the  course  of  a nerve.  This  latter  type  is  some- 
what severe  and  is  best  treated  by  salicylates  or 
iodides  internail)',  autohemotherapy,  injection  of 
pituitrin  or  roentgen  therapy. 

2.  Pemphigus.  May  start  in  mouth  and  may  be 
confined  to  mouth  for  a long  time  before  appearing 
on  skin. 

Diagnosis.  Blebs  with  erosions;  chronicity;  flac- 
cid bullae;  slow  healing;  nearly  always  fatal  in 
people  of  Jewish  extraction,  less  fatal  in  gentiles. 

Laboratory:  Macht’s  phytotoxic  tests  at  Hynson- 
Westcott-Dunning,  Baltimore,  Maryland.  Take  10 
cc.  from  the  blood,  strain  and  send  to  laboratory 
and  wait  for  report. 

Treatment.  (1)  Warn  important  relatives;  (2) 
coagulum  intramuscularly;  (3)  arsenic  orally. 

3.  Erythema  Multiforme.  An  acute  inflammatory 
disease  characterized  by  violaceous  macules  and 
bullae.  It  is  usually  due  to  an  intoxication  either 
by  bacteria,  drugs  or  rarely  by  foods. 

4.  Dermatitis  Herpetiformis.  A chronic  inflam- 
matory disease  in  which  the  papules,  vesicles  or 


2.  Psoriasis.  Silver-scaled,  circumscribed  areas  in 
the  mouth  associated  with  generalized  psoriasis. 
Treatment:  Fat-free  diet;  crude  coal  tar  ointment 
to  skin;  Alpine  lamp. 

3.  Lupus  Erythematosus.  White  patches  on  ver- 
milion border  of  the  lip.  Treatment:  Avoid  sun- 
light. Bismuth  intramuscularly;  gold  intravenously. 

4.  Agranulocytic  Angina.  Ulcerations  and  blood 
picture.  Drugs  are  important  etiologic  factors,  as 
barbitals  and  arsphenamine. 

5.  Leukemia.  Ulcerations  of  mouth  and  blood 
pictures  are  diagnostic  aids. 

6.  Dermatitis  Medicamentosa.  Phenolphthalein, 
ulcer  with  bluish  discoloration;  iodides,  etc. 

7.  Geographic  Tongue.  Denuded  areas  of  burn- 
ing. Is  of  no  consequence,  is  occasionally  painful. 

8.  Hypertrophic  Circumvallate  Papillae.  May  be 
precancerous.  Destroy  with  electric  needle  if  sen- 
sation permits. 

9.  Cheilitis  Exfoliative.  Scaling  of  the  lip.  Treat 
with  5 per  cent  boric  ointment. 

10.  Fordyce’s  disease.  Small,  white,  plugged 
glands;  of  no  consequence. 

11.  Recurrent  ulcerations  (Sutton). 

12.  Urticaria. 

13.  Purpura. 

14.  Pigmentary  Changes  and  Discolorations  due 
to  bismuth,  mercury  or  Addison’s  disease. 

15.  Organic  diseases,  e.  g.,  pernicious  anemia, 
Moeller’s  glossitis. 

16.  Hypertrophic  gingivitis  due  to  nematoda 
(worms),  acquired  by  kissing  dogs,  etc. 

17.  Psychiatric  and  nervous  afflictions  of  tongue, 
e.  g.,  glossodynia. 

18.  Congenital  ffstulae,  especially  of  lower  lip. 

122  South  Michigan  Ave. 
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THE  UNUSUAL  APPENDIX* 

John  V.  Barrow,  M.D. 

LOS  ANGELES,  CALIF. 

The  purpose  of  this  research  is  to  emphasize  the 
diagnosis  of  the  chronic  appendix  on  the  basis  of  its 
normal  physiology,  pathologic  connections  and  clin- 
ical expression.  Regarded  as  a rudimentary  struc- 
ture essentially,  no  physiology  has  been  assigned  to 
this  organ.  Many  episodes  in  its  clinical  history 
would  indicate  a normal  physiology  connected  with 
the  peristalsis  of  the  intestine. 

Wright1  states  that  hollow  viscera  are  sensitive 
to  changes  in  their  internal  tension.  If  gross  pres- 
sure changes  take  place  in  a viscus  (distention  or 
peristalsis),  pain  is  experienced  not  accurately 
located  in  the  affected  part.  Intestinal  loops  refer 
pain  to  the  umbilicus.  The  pain  is  probably  felt 
inside  of  the  body,  a true  visceral  pain.  Afferents 
from  abdominal  viscera  are  unable  to  set  up  re- 
ferred pain  to  the  outside  of  the  body,  but  parietal 
peritoneum  involvement  gives  rise  to  referred  super- 
ficial pain,  tenderness  and  reflex  rigidity.  There- 
fore, the  initial  stage  of  an  acute  appendicitis  gives 
severe  pain  in  the  region  of  the  umbilicus,  being  a 
true  visceral  pain  from  appendicular  tension  with- 
out localized  tenderness  or  rigidity.  The  second 
stage  involves  the  parietal  peritoneum;  therefore, 
pain  is  localized  with  deep  tenderness  and  muscle 
rigidity. 

The  same  physiology  applies  to  gastric  ulcer.  The 
stimulation  in  a visceral  nerve  increases  sphincter 
contraction  and  prevents  proper  relaxation;  thus 
a gastric  ulcer  situated  near  the  pylorus,  disease 
of  the  gallbladder  and  chronic  appendix  may  act 
in  the  same  way  and  reflexly  prevent  pyloric  re- 
laxation, and  delay  the  emptying  of  the  stomach. 
They  may  reflexly  promote  ileal  stasis,  and  by 
small-bowel  stasis  engender  and  disseminate  toxins 
from  intestinal  loops  above  the  cecum.  Thus,  a case 
of  chronic  appendicitis  may,  through  its  mild 
periodic  infection,  produce  fever,  and  by  its  stasis 
promote  toxic  absorption  which  makes  the  patient’s 
clinical  history  simulate  hidden  tuberculosis,  chronic 
gallbladder,  or  any  of  the  pyloric  and  pancreatic 
complications. 

In  health,  the  lumen  of  the  appendix  is  large 
enough  to  allow  the  organ  to  fill  and  empty  fairly 
often.  This  is  especially  true  in  children  and  young 
people.  It  finally  empties  at  the  same  time  as  the 
cecum. 

♦Read  before  General  Medicine  Section  of  California 
Medical  Association  at  the  sixty-sixth  annual  session,  Del 
Monte,  Calif.,  May  2-6,  1937. 

1.  Wright,  S. : Applied  Physiology,  6th  Edition,  pp.  196 
and  561.  Oxford  University  Press,  New  York,  1936. 


For  a very  fine  study  of  the  clinical  pathology 
and  roentgen  research  on  the  appendix,  the  author 
refers  especially  to  the  work  of  Sprigg.2  The  ap- 
pendix is  so  often  diseased  that  a normal  appendix 
is  probably  less  of  a common  finding  than  a normal 
tonsil.  Its  movement  should  be  free  with  the  cecum, 
and  its  outline  by  the  roentgenogram  should  show 
no  irregularities.  Plates  from  six,  eleven,  twenty- 
four  hours  and  thereafter  until  emptied  give  a very 
fine  resume  of  its  pathologic  physiology.  Its  filling 
is  usually  slow  and  may  not  take  place  until  several 
hours  after  the  cecum  is  filled.  Often  a wave  of 
constriction  toward  the  tip  shows  its  markings  on 
the  proximal  end  of  the  appendiceal  contents.  The 
lumen  is  usually  narrowest  at  the  base.  Whether 
this  is  normal  anatomically  or  the  result  of  in- 
creased lymphoid  tissue  is  difficult  to  say.  As  early 
as  1847  Gerlach  described  such  clumping  of  mucous 
membrane  in  the  formation  of  a valve  at  the  cecal 
orifice. 

McEwen3  claims  that  movements  may  originate 
in  the  appendix,  accounting  for  contraction  of  the 
cecum.  Appendectomized  patients  frequently  de- 
clare that  they  have  noted  a distinct  change  in 
colon  movements,  and  most  of  these  state  that  con- 
stipation has  followed  appendectomy.  It  may  well 
be,  therefore,  that  research  on  the  physiology  of  the 
appendix,  so  far  as  it  concerns  the  impulses  of  peris- 
talsis, would  be  productive  of  valuable  information. 
Clinically,  this  author  believes  peristaltic  waves  are 
instituted  by  it,  and  that  it  is  subject  to  the  same 
physiology  as  the  other  hollow  viscera. 

In  my  experience  the  best  appendiceal  views  are 
made  from  nine  to  fourteen  hours  after  the  meal. 
In  diarrheal  cases,  it  is  much  earlier.  After  contents 
remain  longer  than  the  emptying  of  the  transverse 
colon,  there  is  a mechanical  reason  for  the  delay. 
The  appendix  empties  by  contraction  waves  from 
tip  to  base,  and  may  empty  while  the  cecum  is  still 
filled.  A filled  appendix  under  pressure  gives  pain 
around  the  umbilicus,  and  reflexly  may  cause  clos- 
ure of  the  sphincter  of  the  pylorus  or  even  rectal 
cramps. 

The  diseased  acute  appendix  neither  needs  nor 
permits  the  use  of  the  roentgen  ray.  In  such  cases, 
visceral  symptoms,  ureteral  irritation,  spasticity  of 
the  colon,  increased  peristalsis  even  to  the  point  of 
diarrhea  are  clinical  aids  to  be  further  confirmed  by 
laboratory  findings.  Here  a flat  plate  is  helpful,  but 
a barium  meal  never  justified.  Such  an  acute  attack 

2.  Sprigg,  E.  I.:  Duff  House  Papers.  Vol.  1,  p.  15.  Ox- 
ford Medical  Publications. 

3.  Case,  M.  G. : X-Ray  Studies  of  Ileal  Cecal  Regions. 
Am.  Quarterly  of  Roentgenology,  Nov.,  1912. 
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of  appendicitis  leads  as  often  to  repeated  chronic 
attacks,  as  do  the  cases  of  acute  tonsillitis  or  cystitis 
beget  chronic  states. 

Points  for  attention  are:  first,  the  filling  and 
emptying,  showing  delay  or  stasis;  second,  the 
shape  showing  constriction  or  dilatation;  third, 
fecal  concretions;  fourth,  mobility-determining  ad- 
hesions; fifth,  hyperactivity  from  internal  disturb- 
ance, giving  spasm  and  reflex  sensitiveness  at  clin- 
ical points;  sixth,  tenderness;  seventh,  position 
demonstrating  the  abnormal  location  in  the  pelvis, 
back  of  the  cecum  and  even  back  of  the  gallbladder. 
If  no  barium  can  enter  the  appendix,  then  it  must 
be  either  filled  with  inopaque  material  or  obstructed 
at  its  mouth,  or  it  may  be  obliterated  from  previous 
inflammatory  attacks. 

Irregularity  in  the  shape  of  the  appendix  is  one 
of  the  commonest  signs  of  disease.  Fecal  concre- 
tions are  there  because  of  their  inability  to  get  out. 
If  they  become  saturated  with  lime  salts  or  any 
other  hard  material,  they  remain  as  a foreign  sub- 
stance affecting  physiology  at  all  times  and  acute 
attacks  at  any  time. 

Adhesions  and  kinks  are  always  pathologic  and 
interfere  with  cecal  mobility,  and  in  the  presence 
of  concretions  produce  hyperactivity  of  the  adja- 
cent viscera.  In  these  cases,  reverse  peristalsis  has 
been  observed  by  the  author  quoted.  The  hyper- 
activity often  continues  for  hours  or  days,  during 
which  period  the  patient  blames  whatever  food  has 
been  consumed  nearest  the  time  of  the  maximum 
spasm.  The  appendix,  immobilized  by  adhesions, 
must  necessarily  influence  symptoms  according  to 
its  locus  in  the  abdomen.  I have  had  one  case  where 
the  appendix  had  remained  where  it  embryologi- 
cally  began.  The  sole  complaint  was  over  and 
about  the  gall  bladder  where  the  roentgen  confirma- 
tion showed  it,  and  where  operative  procedure 
found  it.  An  interesting  fact  is  that  this  patient’s 
father  was  reported  to  have  almost  lost  his  life  by 
an  acute  appendix  exactly  similarly  located.  When 
such  an  appendix  is  located  in  the  pelvis,  its  chronic 
attacks  (subacute)  occasion  the  differentiation  from 
salpingitis,  ureteritis,  cystitis,  sigmoiditis  and  proc- 
titis. 

A masterful  presentation  of  acute  pelvic  appen- 
dicitis was  made  by  Brunn,4  from  which  research 
this  paper  has  received  much  help.  He  quotes 
Short5  in  the  statement  that  the  great  majority  of 
the  unrecognized  and  fatal  cases  of  appendicitis 

4.  Brunn,  H. : Acute  Pelvic  Appendicitis.  Surg.,  Gynec. 
& Obst.,  63:583-592,  Nov.,  1936. 

5.  Short,  A.  R. : Abdominal  Pain  in  Children.  Brit.  M.  J. 
1:1157-1159,  June  8,  1935. 


are  of  this  type,  and  further  states  that  90  per  cent 
of  the  cases  of  ruptured  appendix  referred  to  him 
either  for  operation  or  consultation  have  been  of 
this  type.  The  author  recalls  two  cases  of  young 
college  girls,  in  whom  the  diagnosis  of  chronic  ap- 
pendicitis was  both  correct  and  convenient  instead 
of  probable  pregnancy  and  salpingitis.  In  another 
instance,  the  visceral  symptoms  referable  to  the 
appendix  and  the  pylorus  troubled  us  for  nearly  a 
month  until  the  roentgenogram  gave  its  negative 
report  and  the  Aschheim-Zondek  test  gave  its 
positive  confirmation. 

The  author  cannot  refrain  from  paraphrasing 
again  from  Brunn’s  article  regarding  symptoma- 
tology. A constant  and  reliable  symptom  is  pain, 
usually  very  severe,  and  of  the  type  so  often  as- 
signed to  an  appendix  attack.  It  may  start  in  the 
epigastrium  or  umbilicus,  but  soon  settles  in  the 
abdomen.  The  history  is  often  that  of  a well  person 
awakened  at  night  by  this  severe  sleep-preventing 
pain,  localizing  more  on  the  left  than  on  the  right 
side.  It  simulates  diverticulitis.  Vomiting  may  or 
may  not  ensue.  This  left-sided  complaint  is  very 
suspicious  of  pelvic  appendicitis.  I,  too,  have  noted 
diarrhea  as  a common  symptom  in  the  chronic 
appendix  and  often  it  initiates  an  acute  exacerba- 
tion, and  in  such  cases  the  chronic  diarrheal  attacks 
are  not  cured  until  the  appendix  is  removed.  This 
complication  may  follow  both  amebic  and  bacillary 
dysentery,  and  these  patients  should  be  cautioned 
against  such  a probability. 

Physical  and  clinical  findings  are  often  atypical. 
There  usually  is  a normal  temperature.  The  abdo- 
men is  flat  and  soft.  There  is  no  expression  of  pain 
or  even  deep  tenderness  at  intervals.  There  is  often 
irritation  on  urination  which  probably  accounts  for 
the  red  cells  found  in  the  urine  at  the  time  of  an 
acute  atack.  This  point  is  usually  brought  out  by 
direct  questioning,  which  recalls  to  the  patient’s 
mind  the  attack  of  cystitis  or  urinary  trouble.  It  is 
often  so  troublesome  that  cystoscopic  and  ureteral 
studies  have  been  both  recommended  and  made. 
Pelvic  location  near  the  rectum  undoubtedly  is  re- 
sponsible for  frequent  desire  to  empty  the  bowel. 
As  soon  as  an  acute  exacerbation  begins,  there  is  a 
characteristic  response  in  the  blood  picture.  At  this 
time  in  the  history  of  events  it  is  to  late  and  dan- 
gerous to  use  the  barium  meal.  A flat  plate  may  be 
of  value. 

By  recapitulation,  I desire  to  emphasize  in  the 
symptomatology  the  recurrent  attacks  of  food 
poisoning,  ptomaine,  diarrheal  attacks,  cystitis, 
chronic  duodenal  or  gastric  pains,  general,  vague. 
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umbilical  distress  all  occurring  as  a subacute  mani- 
festation of  this  chronic  ailment.  No  one  knows 
how  many  attacks  a patient  may  have  and  not 
develop  a typical  ruptured  appendix.  More  cer- 
tainly, one  can  say  that  any  attack  is  dangerous. 
The  roentgenologist  can  solve  this  problem  and  en- 
able us  to  reduce  the  danger  of  appendiceal  crisis 
many  hundred  fold.  There  is  no  need  of  transport- 
ing vacation  camp  boys  and  girls  two  or  three  hun- 
dred miles  during  these  acute  exacerbations  and 
losing  them  by  delayed  operation,  when  earlier  at- 
tention to  diagnosis  would  have  prevented  tragedy 
and  assured  young  life  and  happiness. 

The  following  case  histories  were  chosen  to  illus- 
trate cases  where  clinical  manifestations  of  referred 
symptoms  are  mainly  emphasized.  Only  salient 
points  in  history  and  laboratory  findings  are  in- 
cluded. 

Case  1.  Miss  A.  D.  Periodic  bloody  stools.  No  pain  any- 
where in  abdomen.  Complaint  of  indigestion  with  these 
attacks  for  years.  Attacks  of  food  poisoning  with  nausea 
and  no  localization  of  pain.  No  other  illness.  Essential 
clinical  manifestation  here  was  food  poisoning  and  blood 
in  the  stools.  Blood  count,  Hb.  73  per  cent,  rbc.  4,040,000, 
wbc.  6.200,  poly.  67,  mono.  28.  Roentgenogram  showed  seg- 
mented appendix  with  constricted  opening  nine  hours, 
forty-two  hours,  five  days  still  filled.  Operation.  Chronic 
appendix  removed.  Tip  well  down  in  pelvis,  fixed.  Recovery 
complete.  Sleeps  and  rests  well  for  first  time  in  years. 

Case  2.  B.  F.  Complaint:  Excessive  gas,  nausea  in  waves. 
Present  for  a long  time,  but  more  specifically  for  past  six 
months.  No  fever.  Pain  to  right  of  umbilicus  and  right 
kidney.  No  particular  food  incriminated.  Attacks  of  diar- 
rhea. Very  sore  stomach  at  times.  Occasional  rectal  cramps. 
Blood  count:  Hb.  90,  rbc.  5,010,000,  wbc.  7,100,  poly.  69, 
mono.  31.  Tender  over  cecum,  epigastrium  and  sigmoid. 
Roentgenogram  shows  appendix  filled,  segmented  at  eight 
hours,  one,  three,  and  ten  days.  Operation  pending.  Com- 
plaint remains  same  except  for  amelioration  due  to  special 
care  and  rest. 

Case  3.  G.  W.  C.  Complaint:  Stomachache  at  night  for 
past  two  weeks.  Lately  nauseated,  attacks  of  ptomaine 
poisoning  (?)  as  a boy.  Has  become  drowsy  lately.  Re- 
cently allergic.  No  urinary  trouble.  Stool  showed  trace  of 
blood.  Blood  count:  Hb.  80,  rbc.  5,020,000,  wbc.  11,000, 
poly.  47,  mono.  53.  Tenderness  over  gall  bladder  area, 
epigastrium  and  cecum.  Roentgenogram  showed  appendix 
filled  at  6,  9,  24  and  48  hours.  Returned  to  his  home  for 
operation.  Recovery  uneventful.  Sections  of  appendix 
showed  amebic  ulcers.  Recovery  complete. 

Case  4.  Miss  I.  W.  Loss  of  weight,  appetite  and  sleep. 
Attacks  of  diarrhea  for  years.  Tremendous  amount  of  gas 
in  colon.  Positive  blood  in  the  stool.  Protozoa  found  once. 
Rbc.  in  the  urine.  Blood  count:  Hb.  73  per  cent,  rbc, 
4,000,000,  wbc.  6,000,  poly.  70,  mono.  30.  Severe  ileal  stasis 
at  11  hours.  Pelvic  appendix  kinked,  stays  filled  for  twenty- 
four  hours.  Cecum  almost  entirely  emptied.  Removal  of 
diseased  appendix  and  adhesions  greatly  improved  her  con- 
dition. Patient  will  never  be  well,  because  sixty-one  years 
of  trouble  cannot  be  healed  by  operation. 

Case  5.  Mr.  P.  W.  Chief  complaint:  Gas  in  the  bowel 
and  stomach  after  meals.  Attacks  of  diarrhea.  Tired  all  the 
time.  Ptomaine  poisoning  (?)  twice.  Pork  is  blamed.  Dur- 
ing these  attacks,  severe  pain  in  lower  abdomen.  First 
trouble  six  years  ago.  Amebae  found  in  stools  3J4  years  ago. 


FIG.  3 


FIG.  4 


Fig.  1.  Case  1.  Constricted  appendix,  a,  9 hours;  b,  42 
hours  ; c,  five  days  after  barium  meal. 

Fig.  2.  Case  2.  Segmented  appendix,  a.  8 hours ; b. 
1 day  ; c,  3 days  after  barium  meal. 

Fig.  3.  Case  3.  Filled  appendix,  a,  6 hours  ; b,  9 hours  : 
c,  1 day  ; d,  2 days  after  barium  meal. 

Fig.  4.  Case  5.  Filled  appendix,  a,  11  hours;  b,  24 
hours  ; c,  35  hours  after  barium  meal. 

Amebic  trouble  properly  treated,  but  attacks  of  diarrhea 
could  not  be  overcome.  Attacks  of  blood  in  stools.  No 
parasites.  Rbc.  in  urine.  Hb.  85  per  cent,  rbc.  4,980,000, 
wbc.  12,000,  poly.  78,  mono.  22.  Tenderness  over  sigmoid. 
Rest  of  abdomen  negative.  Roentgenogram  showed  filled 
appendix  11,  24  and  35  hours.  Ileal  stasis.  Diseased  appen- 
dix removed.  No  subsequent  diarrhea.  Recovery  complete. 

Case  6.  Mrs.  C.  W.  R.  Complaint:  Attacks  of  soreness 
in  bowels  nine  years  ago.  Accompanied  by  dysentery  and 
gastric  upset.  Very  nervous.  Treated  for  gastric  ulcer.  Stool 
examinations  negative.  Urine,  a few  rbc.  Blood  count:  Hb. 
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90,  rbc.  4,352,000,  wbc.  6,650,  poly.  70,  mono.  30.  Acute 
attack  again  May  1936.  Interim  roentgenogram  showed 
segmented  appendix  pelvic  eleven  hours  and  still  filled  at 
twenty-four  hours.  Operated  July  1936.  Complete  recovery. 

Case  7.  L.  W.  Jr.  Complaint:  Bloody  diarrhea  showing 
amebiasis.  Stool  became  negative.  Diarrhea  attacks  con- 
tinue. Urine  negative,  except  occasional  wbc.  and  rbc.  Blood 
count  uninstructive.  Roentgenogram  showed  appendix  filled 
at  4,  11  and  48  hours.  Removed  January  15,  1936.  Recovery 
uneventful  without  return  of  old  dysentery. 

Case  8.  Mrs.  W.  G.  Complaint:  Arthritis  in  all  joints. 
Teeth  and  tonsils  extracted.  No  energy.  Had  food  poison- 
ing (?)  two  years  ago.  Has  had  about  four  separate  at- 
tacks. She  has  had  vomiting  and  diarrhea.  No  abdominal 
tenderness.  No  other  serious  illness.  Urine:  rbc.  Blood 
count:  Hb.  67,  rbc.  4,310,000,  wbc.  4,000,  poly.  57.  mono. 
43.  Roentgenogram  showed  appendix  would  not  fill  until 
twenty-four  hours.  Fixed  in  pelvis  toward  sigmoid.  Appen- 
dectomy performed.  Uneventful  recovery.  All  symptoms  of 
former  trouble  disappeared. 

1930  Wilshire  Boulevard. 


CHOICE  OF  CESAREAN  SECTION  IN 
INFECTED  PATIENTS 
Paul  R.  Rollins,  M.D. 

SEATTLE,  WASH. 

Fortunately,  we  are  seldom  confronted  with  an 
infected  patient  wTith  a living,  viable  child  who 
cannot  be  delivered  vaginally.  In  the  best  interests 
of  this  occasional  patient  upon  whom  section  must 
be  done,  however,  we  must  have  a clear  notion  of 
the  risks  involved  in  the  employment  of  the  various 
procedures  at  our  disposal.  We  may  consider  as 
being  actually  or  potentially  infected  any  patient 
who  has  been  in  labor  more  than  twenty-four 
hours,  especially  if  the  membranes  have  been  rup- 
tured, or  the  patient  upon  whom  repeated  vaginal 
examinations  have  been  made,  or  the  one  in  whom 
surgical  measures  have  been  used  to  induce  labor 
(bags,  bougies,  packing),  or  the  one  in  whom  un- 
successful attempts  at  vaginal  delivery  have  been 
made.  Usually  some  combination  of  the  above  fac- 
tors will  obtain. 

It  has  long  been  apparent  that  the  classic  sec- 
tion is  unsuited  for  this  type  of  patient  and  the 
following  analysis  of  the  relationship  between  the 
time  at  which  classic  section  was  done  in  relation 
to  the  progress  of  labor,  made  by  Holland,1  is  fur- 
ther evidence: 


Time  of  Operation  No.  of  Cases  Mortality 


Before  onset  of  labor 

.1202 

Per  cent 
1.6 

Early  in  labor 

. 389 

1.8 

Late  in  labor 

. 220 

10.0 

After  surgical  induction... 

. 35 

14.0 

After  attempts  at  delivery,  forceps,  etc.. 

. 107 

27.0 

With  the  exception  of  a series  of  forty-five  cases 
reported  by  Basden,2  writers  universally  disparage 


1.  Holland.  E. : Results  of  Collective  Investigation  into 
Cesarean  Section.  J.  Obst.  & Gynec.  Brit.  Emp.,  28:358- 
382,  1921. 

2.  Basden,  M. : Cesarean  Section  in  Infected  Cases.  Brit. 
M.  J„  1:358-360,  Feb.  22,  1936. 


this  method  of  managing  infected  cases.  She  had 
no  mortality  in  her  series;  her  technic  consisted  of 
delivering  the  uterus  out  of  the  abdomen  before 
incising  it  and  cleansing  out  the  interior  with  anti- 
septic when  its  contents  had  been  evacuated;  a 
piece  of  omentum  was  tacked  over  the  uterine  in- 
cision after  it  was  closed.  Even  in  clean  cases,  the 
maternal  mortality  is  apt  to  be  astonishingly  high, 
and  Miller,3  remarking  on  this  subject,  collected 
many  series  of  cases  by  various  authors  reporting 
on  the  classic  section,  the  following  being  repre- 
sentative : 


Cases 

Mortality 

Per  cent 

DeNormandie  ... 

1161 

8.8 

Holland  

4047 

6.8 

New  Orleans  

363 

15.2 

Polak  

2000 

7.0 

Spencer  

120 

3.3 

Welz  

154 

13.0 

Williams  

221 

0.45 

Regretfully, 

we  must  concede  that  the  dangers  of 

classic  section 

in  infected  cases  outweigh  the  ad- 

vantage  of  simplicity  of  performance  and  turn  our 

attention  to  other  types  of  section. 

The  Portes 

operation,  in  which  the 

uterus  is 

sutured  outside  the  abdominal  wall,  then  sectioned, 
and  after  several  days  or  weeks  returned  into  the 


abdomen  at  a second  operation,  is  particularly  de- 
signed for  infected  patients.  However,  the  pro- 
longed hospital  stay  and  the  compounding  of  visits 
to  the  surgery  have  always  blighted  its  popularity 
and  very  few  cases  are  reported,  particularly  in  the 


literature  of  recent  years. 

The  Porro  operation,  section  followed  by  hys- 
terectomy, has  always  been  a popular  and  safe 
method  for  dealing  with  infected  cases,  but  has  as 
its  one  fault  the  fact  that  the  uterus  must  be  sacri- 


ficed. If  our  patient  is  approaching  the  menopause, 
has  fibroids  or  has  many  children,  this  sacrifice 
may  not  be  great;  usually  she  will  be  young  and 
have  many  remaining  years  of  reproductive  life. 
Various  reports  indicate  the  superiority  of  this 
operation  over  the  classic.  Greenhill4  had  21  cases 
without  a death ; Hawks,5  1 1 cases  with  one  death ; 
Montgomery,6  15  cases  with  3 deaths;  Lash  and 
Cummings,7  53  cases  with  6 deaths;  Adair,8  20 
cases  with  no  deaths: 'a  total  of  121  cases  with  a 
mortality  of  12  per  cent. 


3.  Miller,  C.  J. : General  Consideration  of  Cesarean  Sec- 
tion. Surg.,  Gynec.  & Obst.,  48:745-750,  June,  1929. 

4.  Greenhill,  J.  P. : Analysis  of  874  Cervical  Cesarean 
Sections  Performed  at  Chicago  Lying-In  Hospital.  Am.  J. 
Obst.  & Gynec.,  613-632,  May.  1930. 

5.  Hawks,  E.  M. : Maternal  Mortality  in  582  Abdominal 
Cesarean  Sections.  Am.  J.  Obst.  & Gynec.,  18:393-406, 
Sept.,  1922. 

6.  Montgomery,  T.  L. : Immediate  and  Remote  Effect  of 
Abdominal  Cesarean  Section.  Am.  J.  Obst.  & Gynec.,  31: 
768-779,  June,  1936. 

7.  Lash,  A.  F.  and  Cummings,  W.  G. : Porro  Cesarean 
Section.  Am.  J.  Obst.  & Gynec.,  30:199-203,  Aug.,  1935. 

8.  Adair,  F.  L. : Discussion  of  Cookes  Paper  (vide  infra) 
Am.  J.  Obst.  & Gynec.,  35:473-474,  March,  1938. 
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Assuming  we  must  retain  the  uterus,  we  are  next 
attracted  by  the  extraperitoneal  approach,  first 
devised  by  Latzko  in  1908  and  advocated  in  this 
country  by  Jellinghaus  in  1923.  Briefly,  the  technic 
consists  of  opening  down  to  the  bladder  which  has 
previously  been  filled  through  a retention  catheter, 
displacing  the  bladder  to  the  right,  emptying  it  and 
entering  the  lower  uterine  segment  below  the  peri- 
toneal fold.  During  the  closing,  a drain  is  left 
between  the  bladder  and  uterus.  This  operation  is 
enjoying  increasing  popularity  and  the  following 
figures  indicate  its  safeness  in  dealing  with  infected 


patients.  Casgs  Mortality 

Per  cent 

Steele9  59  8.47 

Fleisher10  19  0 

Hawks  30  0 

Norton* 11  26  0 

Burns12  79  2.5 


Unfortunately,  this  is  not  the  whole  story.  The 
reports  of  the  above  operators  indicate  that  the 
procedure  is  attended  by  considerable  postoperative 
grief,  even  in  the  hands  of  men  doing  the  operation 
with  comparative  frequency.  Thus,  Fleisher  records 
the  following  operative  difficulties:  bladder  opened 
twice,  severe  laceration  of  the  bladder  requiring 
two  weeks  to  heal,  peritoneum  and  bladder  opened 
on  the  same  patient,  one  patient  who  bled  briskly 
from  the  broad  ligament  vessels  (peritoneum  also 
opened  in  this  case).  Postoperatively,  he  had  four 
complicated  cases,  one  with  vesicovaginal  fistula 
who  refused  operation,  one  pulmonary  embolus 
who  recovered,  one  uterovesical  fistula  which  healed 
and  one  uteroabdominal  fistula  which  healed. 

Steele  in  his  fifty-nine  cases  opened  the  bladder 
six  times  and  peritoneum  ten  times;  he  had  one 
vesicovaginal  fistula  which  was  later  repaired; 
three  patients  had  simultaneous  vesicoabdominal 
and  vesicovaginal  fistulae;  all  of  the  vesicovaginal 
openings  closed  spontaneously;  two  of  these  pa- 
tients -were  lost  sight  of  and  the  third  had  a suc- 
cessful repair  of  her  vesicovaginal  fistula. 

Norton  in  twenty-six  cases  opened  the  peritoneal 
cavity  nine  times,  had  four  postoperative  complica- 
tions: one  pyelitis,  one  cystitis  and  thrombophle- 
bitis, one  vesical  incontinence  and  one  vesicoab- 
dominal fistula  (which  healed  spontaneously). 

Burns  in  seventy-nine  cases  had  four  vesicovag- 


9. Steele,  K.  B. : Extraperitoneal  Cesarean  Section: 

Analytical  Study  of  59  Cases  Done  by  Latzko  Method. 
Am.  J.  Obst.  & Gynec.,  19:747-759,  June,  1930. 

10.  Fleischer,  A.  J.  and  Kushner,  J.  I.:  Experience  with 
Latzko  Cesarean  Section.  Surg.,  Gynec.  & Obst.,  62:238- 
245,  Feb.,  1936. 

11.  Norton,  J.  F. : Review  of  26  Cases  of  Extraperitoneal 
Latzko  Cesarean  Section.  Am.  J.  Obst.  & Gynec.,  30:209- 
213,  Aug.,  1935. 

12.  Burns,  H.  T. : Study  of  79  Patients  Delivered  by 
Latzko  Extraperitoneal  Cesarean  Section.  Am.  J.  Obst.  & 
Gynec.,  28:552-557,  Oct.,  1934. 


inal  fistulae,  three  of  which  healed  spontaneously; 
he  also  had  nineteen  infected  wounds.  He  empha- 
sized that  this  type  of  operation  should  be  avoided, 
if  there  is  evidence  of  varices  of  the  leg  and  vulva 
as  a like  condition  will  be  present  in  the  broad  liga- 
ments to  embarrass  the  operator,  nor  should  the 
Latzko  operation  be  done  for  placenta  previa.  It 
is  apparent,  then,  that  this  operation  is  not  for  the 
occasional  pelvic  surgeon,  but  its  factor  of  safety 
is  such  that  men  professing  special  skill  in  obst- 
etrics should  be  proficient  in  doing  it. 

Assuming  we  are  not  skilled  in  the  Latzko  tech- 
nic, the  low  cervical  section  should  be  resorted  to. 
All  of  the  virtues  claimed  for  this  operation  by 
DeLee13  and  by  Beck  in  1925  have  satisfactorily 
demonstrated  themselves.  The  lack  of  shock,  the 
absence  of  postoperative  adhesions,  the  confining 
of  the  uterine  wound  to  the  cervix  (which  is  more 
resistant  to  infection  than  the  fundus),  the  avail- 
ability of  infections  to  vaginal  drainage  if  they 
should  appear,  the  absence  of  intestines  in  the  field 
of  operation  and  the  lower  incidence  of  ruptured 
scars  all  bespeak  in  its  favor.  No  series  of  frankly 
infected  cases  treated  by  this  method  are  available, 
but  the  following  sample  reports  indicate  the  safe- 
ness of  the  operation  when  done  for  the  usual  in- 
dications (dystocia,  placenta  previa,  etc.): 


Cases  Mortality 
Per  cent 


Greenhill  

874 

1.26 

(Concommitant  series, 

147  classicals;  4.75  per  cent 

mortality) 

Bailey  

57 

0 

DeLee  

620 

0.96 

Stein  and  Leventhal.. 

40 

0 

Palmer14  

. 15 

6.6 

Montgomery  

32 

3.1 

Deciding,  therefore,  to  do  a low  cervical  section, 
wre  cast  about  for  additional  features  which  will 
make  the  operation  safer.  If  it  wrere  possible  to 
create  an  extraperitoneal  pocket  and  then  open 
the  uterus  through  this  isolated  area,  the  results 
should  be  better.  This  procedure  was  utilized  by 
Hirst15  in  doing  classic  sections.  Flaps  of  perito- 
neum were  elevated  from  the  uterus  on  either  side 
of  a midline  incision;  these  flaps  were  then  sutured 
to  the  parietal  peritoneum  and  the  section  then 
done  through  this  protected  area.  The  complaint 
against  this  operation  has  been  that  the  uterus  was 
anchored  to  the  abdominal  wall  and  involution  was 
faulty.  Polak16  in  discussing  this  subject  said  he 
had  had  five  patients  and  all  complained  of  met- 

13.  DeLee,  J.  B. : Low  or  Cervical  Cesarean  Section. 
J.A.M.A.,  84:791-798,  March  14,  1925. 

14.  Palmer,  G.  A.:  Analysis  of  157  Cases  of  Cesarean 
Section.  Am.  J.  Obst.  & Gynec.,  28:557-561,  Oct.,  1934. 

15.  Hirst.  B.  C. : Atlas  of  Obstetrics  and  Gynecology. 
Lippincott  & Co.,  Philadelphia,  1919. 

16.  Polak.  J.  O. : Discussion  of  Hawks  Paper  (vide 
supra).  Am.  .1.  Obst.  & Gynec.,  18:437-438,  Sept.,  1929. 
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rorrhagia  and  in  all  the  uterus  was  fixed  above  the 
navel. 

Cooke17  has  recently  reported  twenty-six  cases 
without  mortality,  in  whom  he  created  a walled-off 
area  in  the  anterior  and  lower  portion  of  the 
peritoneal  cavity  by  suturing  the  round  ligaments 
to  the  anterior  abdominal  wall;  this  suture  line  is 
continued  across  the  broad  ligaments  and  onto  the 
uterus  (fig.  1).  He  emphasizes  that  the  stitches 
should  be  placed  close  together  to  prevent  leakage 
and  that  the  upper  angle  should  be  about  2 cm. 
above  the  upper  angle  of  the  abdominal  incision. 
The  peritoneum  should  be  drawn  medially  while 
the  sutures  are  being  placed  to  facilitate  closure.  A 
low  section  is  now  done  and  before  the  abdominal 
incision  is  closed,  a drain  is  left  in  this  isolated 
space  and  brought  out  through  a stab  wound. 


Fig.  1.  Cesarean  section  with  peritoneal  exclusion 
(Cooke  modification).  Sutures  should  be  closely  spaced 
and  peritoneum  should  be  drawn  toward  the  midline  while 
they  are  being  placed. 

Cooke  found  that  a definite  localized  peritonitis 
resulted  in  twenty-one  of  these  twenty-six  cases 
and  feels  that  some  of  them  would  not  have  sur- 
vived, if  the  general  peritoneal  cavity  had  not  been 
excluded.  He  found  no  cases  of  subinvolution  re- 
sulting (except  as  usual  in  infected  cases).  The 
uterus  had  returned  to  normal  size  in  one  month  in 
eight  cases;  in  two  months,  thirteen  cases;  three 
months,  five  cases.  As  regards  the  further  progress 
of  these  patients,  of  the  fifteen  who  became  preg- 
nant again,  nine  were  resectioned  and  six  were  de- 
livered vaginally.  Five  patients  were  reoperated 
upon  (myoma,  ovarian  cysts,  etc.)  and  in  all 
“comparative  absence  of  adhesions  was  noted.” 


17.  Cooke,  W.  R. : Cesarean  Section  in  Infected  Cases. 
Am.  J.  Obst.  & Gynec.,  35:469-477,  March,  1938. 


Struck  by  the  simplicity  and  efficacy  of  this 
modification  of  the  low  cervical  section,  we  em- 
ployed it  recently  with  good  results. 

A woman  of  26,  gravida-I,  was  under  observation  in 
King  County  Hospital  Clinic.  She  was  due  March  21,  1939. 

On  April  8 she  was  sent  in  for  induction,  when  it  was 
discovered  she  had  a large  postmature  baby.  After  about 
twenty-four  hours  hard  labor,  two  separate  attempts  were 
made  to  deliver  her  vaginally  by  competent  staff  men.  The 
head  was  in  ROT  and  tightly  lodged  about  two  finger- 
breadths  above  the  spines  and  could  not  be  budged  when 
strong  traction  was  made.  Complete  dilatation  had  ob- 
tained for  several  hours.  The  vagina  was  edematous  and 
friable  and  considerable  bleeding  was  encountered,  so  pa- 
tient was  tightly  packed  and  preparations  for  section  made. 

The  above-outlined  type  of  operation  was  employed  and 
a large  child  weighing  10  lbs.  4 oz.  was  extracted  through 
a low  cervical  incision.  The  patient’s  temperature  rose  to 
102°  on  the  second  day  and  failed  to  subside  until  the 
eighth  day.  The  wound  drained  profusely,  and  when  pa- 
tient was  discharged  May  4,  there  was  still  some  drainage 
from  the  stab  wound.  It  seemed  evident  from  the  great 
amount  of  purulent  exudate  that,  if  the  general  peritoneal 
cavity  had  not  been  protected,  so  happy  a result  might  not 
have  occurred. 

SUMMARY 

1.  Classic  cesarean  section  done  on  infected 
patients  results  in  a 2 7 per  cent  maternal  mortality. 

2.  The  Porro  section  is  to  be  preferred  when 
the  patient  is  approaching  the  menopause,  or  when 
she  has  many  children,  or  if  large  fibroids  are 
present. 

3.  When  the  uterus  is  to  be  preserved  (the  vast 
majority  of  cases),  the  Latzko  operation  is  the 
procedure  of  choice  but  experience  with  this  meth- 
od is  imperative. 

4.  For  the  surgeon  who  has  not  had  experience 
with  the  Latzko  operation,  the  low  cervical  section, 
combined  with  the  Cooke  extraperitoneal  modifica- 
tion. should  be  employed. 


AMEBIASIS 

A STUDY  OF  CASES  IN  UPPER  WILLAMETTE 
VALLEY 

E.  D.  Furrer,  M.D. 

EUGENE,  ORE. 

In  discussion  of  amebiasis  there  are  two  points 
which  are  generally  accepted.  The  first  is  that  the 
E.  histolytica  is  a pathogenic  protozoan  capable  of 
producing  certain  disease  manifestations  in  the 
human  body.  The  second  is  that  amebiasis  is  prev- 
alent in  the  temperate  as  well  as  in  tropical  or  sub- 
tropical zones. 

The  purpose  of  this  study  is  ( 1 ) an  attempt  to 
arrive  at  the  incidence  of  this  infestation  in  the 
Pacific  Northwest,  (2)  to  aid  in  the  study  of  its 
epidemiology  and  (3)  to  bring  to  the  attention  of 
the  general  practitioner  the  necessity  of  watching 
for  this  etiologic  factor  in  patients  complaining 
of  acute  or  chronic  intestinal  distress.  It  is  not  in- 
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tended  to  discuss  the  clinical  course  or  treatment 
of  amebiasis  as  there  are  many  textbooks  which 
amply  cover  these  topics. 

The  literature  on  the  incidence  of  amebiasis  in 
the  Pacific  Northwest  is  meager  and  cases  reported 
to  the  State  Boards  of  Health  probably  are  not  a 
true  figure  of  its  prevalence.  The  tables  below 
list  cases  as  reported  to  the  State  Boards  of  Health 
of  Oregon,  Washington  and  Idaho  for  the  years 
given : 


OREGON1 

Year  Cases 

1932  13 

1933  6 

1934  14 

1935  35 

1936  3 

1937  26 

WASHINGTON’2 

Year  Cases  Deaths 

1932  Unclassified  Dysentery  10  3 

1933  Amebic  3 1 

1934  Amebic  46  5 

1935  Amebic  12  3 

1936  Amebic  5 x 

1937  Amebic  5 x 

IDAHO3 

Year  Cases 

1936  0 

1937  1 


Sears,4  conducting  a survey  of  railroad  employees 
in  1934,  examined  one  hundred  and  fifty-three 
stools  and  found  five  positive  for  E.  histolytica,  or 
3.2  per  cent.  In  1934,  Creswell  and  Wallace,5 6  con- 
ducting a survey  in  Tacoma,  Washington,  examined 
nine  hundred  and  six  routine  stools  from  apparently 
healthy  patients  and  found  5.5  per  cent  infested. 
In  this  survey  there  were  one  hundred  and  twenty- 
six  additional  patients  referred  to  them  by  physi- 
cians, out  of  which  ten,  or  7.9  per  cent,  were  found 
to  be  infested.  Six  per  cent  of  these  individuals 
denied  ever  having  had  such  symptoms  as  diarrhea, 
constipation,  cramps  or  presence  of  mucus  or  blood 
in  the  stools.  A further  analysis  of  their  ten  posi- 
tive cases  show  that  five  were  acute  and  five  were 
chronic.  Of  the  five  acute  cases  three  were  directly 
traced  to  the  Chicago  epidemic  during  the  World’s 
Fair.  One  case  came  from  India.  They  were  unable 
to  determine  the  origin  of  infestation  in  another 
case.  Of  the  five  chronic  cases,  one  gave  a history 
of  an  acute  attack  twelve  years  previously;  four 
cases  complained  of  obscure  bowel  symptoms. 


1.  Personal  communication  from  William  Levin,  Oregon 
State  Board  of  Health. 

2.  Personal  communication  from  Washington  State 
Board  of  Health. 

3.  Personal  communication  from  State  of  Idaho,  Divi- 
sion of  Public  Health. 

4.  Personal  communication  from  H.  J.  Sears,  Professor 
of  Bacteriology,  University  of  Oregon  Medical  School, 
Portland. 

5.  Creswell,  S.  M.  and  Wallace,  C.  E. : Amebiasis ; Sur- 
vey of  1,032  Stool  Examinations.  Northwest  Med.,  33:165- 
168,  May,  1934. 

6.  Todd,  J.  C.  and  Sanford,  A.  H. : Eighth  Edition,  p. 
440.  W.  B.  Saunders  Co.,  Philadelphia,  1939. 


My  own  interest  in  this  study  was  stimulated  by 
the  many  cases  that  we  have  seen  during  the  last 
three  years.  During  1936,  1937  and  1938  we  had 
four  hundred  and  thirty-two  patients  referred  to 
our  office  for  stool  examinations.  Of  this  number 
thirty-seven,  or  8.5  per  cent,  were  positive  for  E. 
histolytica.  This  percentage  compares  closely  with 
the  figure  quoted  by  Creswell  and  Wallace  in  their 
series  of  one  hundred  and  twenty-six  referred  cases. 
Of  our  thirty-seven  cases,  twenty-seven  gave  at 
least  some  possible  source  for  the  endameba. 

ANALYSIS  OF  CASES 

Any  analysis  of  a series  of  cases  of  amebiasis 
immediately  groups  them  into:  (1)  cases  which 
show  a possible  source  of  infestation,  and  (2)  cases 
which  give  no  possible  clue.  The  first  group  gives 
some  insight  into  the  epidemiology  which  is  our 
direct  concern,  while  the  second  group  would  be  of 
little  value  in  this  study.  Out  of  the  thirty-seven 
cases,  twenty-seven,  or  72.9  per  cent,  fall  into  the 
first  category.  For  study  these  twenty-seven  cases 
can  best  be  put  into  groups  since  they  occurred 
as  definite  incidences. 

Group  1,  seven  cases.  The  one  family  which  we 
consider  the  source  of  the  infestation  in  this  series 
came  from  California  a short  while  before  the  resi- 
dent family  developed  symptoms  of  acute  diarrhea. 
These  seven  individuals  all  lived  in  the  same  house 
and  included  all  members  of  both  families.  An  in- 
teresting point  in  this  group  is  that  a child  of  two 
and  one-half  years  of  age  was  infested. 

Group  2.  This  series  consisted  of  three  cases. 
The  husband  lived  in  California  and  had  been  sep- 
arated from  the  family  for  eleven  years.  Within  a 
few  days  after  his  visit  here  the  wife  and  son  de- 
veloped acute  colitis  with  bloody  mucus.  Examina- 
tion revealed  endameba  histolytica.  The  husband 
had  no  symptoms  or  any  recollection  of  ever  hav- 
ing had  trouble  with  his  bowels,  but  examination 
of  his  stool  revealed  endameba.  Our  assumption  is, 
of  course,  that  he  was  the  carrier  in  these  particu- 
lar cases. 

Group  3.  This  group  furnished  the  largest  num- 
ber of  cases.  It  was  also  interesting  because  of  the 
apparent  short  incubation  period  and  the  severity 
of  the  symptoms.  We  were  confronted  with  eleven 
acute  cases  of  amebiasis  over  a period  of  three 
days.  Of  these,  seven  gave  a definite  history  of 
having  eaten  in  a particular  restaurant  in  as  short 
a time  as  twenty-four  hours  from  the  onset  of 
symptoms.  With  the  very  efficient  cooperation  of 
the  city  and  county  Boards  of  Health,  all  of  the 
twenty-five  employees  of  this  restaurant  were  ex- 
amined. Three  cases  of  amebiasis  were  discovered. 
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These  employees  were  immediately  placed  under 
treatment  and  following  their  removal  no  further 
cases  occurred.  It  is  our  assumption  that  this  epi- 
demic had  its  origin  in  a male  employee  who  came 
from  California  a short  while  before  the  develop- 
ment of  these  cases.  His  stool,  in  addition  to  the 
endameba  histolytica,  revealed  ameba  coli,  endo- 
limax  nana  and  pin-worms. 

Group  4.  This  represents  two  cases,  one  the  car- 
rier, the  other  who  possibly  derived  his  infestation 
from  him.  The  permanent  home  of  this  group  was 
Texas.  The  carrier  was  a negro  houseboy  hired 
there  by  the  family  which  came  to  spend  the  sum- 
mer in  the  vicinity  of  Eugene.  On  their  way  north 
the  child,  aged  six  years,  developed  an  acute  bloody 
diarrhea  and  on  arrival  was  hospitalized.  Enda- 
meba histolytica  was  found  in  his  stool.  Subsequent 
examination  of  all  of  the  household  employees  re- 
vealed a positive  stool  only  in  the  newly  hired 
houseboy  above  mentioned. 

The  remaining  one  case  out  of  the  twenty-five 
which  gives  some  source  for  the  infestation  is  that 
of  a physician  who  had  traveled  rather  extensively 
in  the  tropics.  He  had  had  intermittent  attacks  of 
diarrhea  over  a period  of  six  months  following  a 
trip  to  Panama. 

EXAMINATION 

Our  method  of  examining  patients  for  endameba 
histolytica  depends  upon  the  individual  patient. 
Those  in  the  phases  of  acute  diarrhea  are  given  no 
preparation.  A warm  specimen  is  collected,  a por- 
tion is  removed  and  mixed  with  a 1-1000  solution 
of  eosin  in  normal  saline.  Care  is  exercised  in  keep- 
ing the  specimen  warm  and  in  warming  the  slide 
and  the  solution  in  which  the  specimen  is  mixed. 
It  has  been  our  experience  that  a specially  heated 
substage  is  not  necessary. 

The  diagnosis  is  made  by  finding  the  motile  en- 
dameba with  ingested  red  blood  cells.  If  cysts  are 
found,  an  iodine  solution  is  added  to  the  eosin.  It 
is  not  always  possible  to  find  the  endameba  on  the 
first  examination.  In  one  patient  in  our  series  it 
was  necessary  to  examine  five  specimens  before  we 
found  the  endameba.  A clue  as  to  whether  or  not 
endameba  are  present  can  usually  be  obtained  in 
suspected  patients  because  of  the  fact  that  in  un- 
complicated amebiasis  the  specimen  contains  many 
red  blood  cells  but  very  few  pus  cells.  Usually  in 
cases  of  colitis  of  a different  etiology  the  reverse 
is  true;  there  are  few  red  blood  cells  and  many  pus 
cells.  This  has  been  a great  aid  to  us  in  the  request 
for  additional  specimens  in  cases  where  the  enda- 
mebae  were  not  found  in  the  first  examination. 


Suspected  cases  which  do  not  have  an  active 
diarrhea  are  instructed  to  come  to  our  office  with- 
out breakfast.  It  is  important  to  instruct  these  pa- 
tients to  take  no  mineral  oil  three  or  four  days  be- 
fore the  examination  because  residual  oil  drops  in 
the  stool  interfere  with  the  finding  of  the  enda- 
meba. On  arrival  they  are  given  one  ounce  of 
epsom  salts  in  a glass  of  warm  water.  This  can  be 
washed  down  with  as  much  additional  water  as 
they  care  to  take.  They  are  then  allowed  to  go  out 
and  eat  a light  breakfast,  avoiding  fatty  foods. 
After  taking  the  epsom  salts  they  are  usually  able 
to  pass  a liquid  stool  within  one  or  two  hours.  It 
has  also  been  our  experience  that,  if  patients  are 
allowed  to  take  the  epsom  salts  at  home,  they  will 
try  to  get  by  with  a lesser  amount.  This  causes 
them  to  sit  around  the  office  for  half  a day  or 
longer  and  then  not  yield  a satisfactory  specimen. 
Consequently,  it  has  been  our  practice  to  give  our 
own  medication.  The  examination  of  the  stool  is 
then  carried  out  in  a manner  similar  to  the  acute 
cases.  If  typical  cysts  or  E.  histolytica  with  ingest- 
ed red  blood  cells  are  found,  we  are  satisfied.  If 
atypical  amebae  are  found,  fixed  slides  are  prepared, 
using  Schaudin’s  fluid  as  a fixative,  and  their  mor- 
phology is  studied  following  an  iron  hemotoxylin 
stain.6 

DISCUSSION  AND  CONCLUSIONS 

Examination  of  the  stool  of  four  hundred  and 
thirty-two  patients  revealed  thirty-seven,  or  8.5 
per  cent,  infested  by  endameba  histolytica.  Since 
these  patients  were  all  referred  because  of  either 
acute  or  chronic  intestinal  distress  of  various  de- 
grees, we  may  conclude  that,  according  to  our  fig- 
ures, over  eight  per  cent  of  patients  with  intestinal 
symptoms  have  amebiasis.  Our  experience  has  fur- 
ther shown  that  a high  percentage  of  the  cases  are 
acute.  These  acute  cases  lend  themselves  more 
readily  for  epidemiologic  study  than  the  chronic 
cases. 

The  interchange  of  population  to  northern  com- 
munities from  localities  where  the  infestation  inci- 
dence is  high  is  an  important  factor  in  the  spread 
of  amebiasis.  Of  our  twenty-seven  cases  suitable 
for  epidemiologic  study,  including  the  carriers, 
twenty-two  cases  had  their  origin  in  California,  two 
in  Texas,  and  one  in  Panama.  Determining  the 
source  of  the  infestation  will  aid  greatly  in  pre- 
venting the  spread  of  amebiasis.  We  feel  that  our 
figures  are  of  sufficient  significance  to  call  to  the 
attention  of  the  clinician  the  advisability  of  a 
careful  stool  examination  in  all  cases  of  acute  or 
chronic  colitis. 
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OREGON 


MEDICAL  NOTES 


Dedication  Ceremonies.  The  new  University  State 
Tuberculosis  Hospital  was  dedicated  November  1 under 
the  auspices  of  Oregon  State  Board  of  Control  and  Ore- 
gon State  Board  of  Higher  Education,  with  Oregon  Tuber- 
culosis Association  cooperating.  Immediately  following 
dedication  the  hospital  was  open  for  inspection.  This  is  the 
third  unit  of  Oregon’s  State  Tuberculosis  Hospital  Pro- 
gram and  has  a capacity  of  80  beds.  The  cost  of  construc- 
tion was  $290,909.  This  hospital  will  be  maintained  as  a 
unit  of  the  hospitals  and  clinics  of  University  of  Oregon 
Medical  School  under  the  supervision  of  David  W.  E. 
Baird,  medical  director  and  Ralf  Couch,  general  superin- 
tendent. The  major  function  will  be  to  provide  surgical 
treatment  for  tuberculosis,  but  an  out-patient  service  will 
also  be  maintained. 

Service  Plan  for  Doctor  and  Patient  Announced. 
The  First  National  Bank  of  Portland  has  announced  its 
“Doctor-Patient  Financial  Service”  which  offers  both  doc- 
tor and  patient  a quick,  convenient  settlement  of  an  always 
important  problem.  The  plan  can  be  operated  through  any 
of  the  branches  of  the  First  National  Bank  and  any  one  of 
three  plans  may  be  followed.  The  patient  can  arrange  a 
loan  under  the  personal  loan  plan  with  direct  remittance 
to  the  doctor;  or  the  bank  will  advance  the  full  amount, 
less  a discount  and  a small  reserve,  on  acceptable  notes 
bearing  the  physician’s  personal  endorsement,  or  nonac- 
ceptable  notes  may  be  left  with  the  bank  for  collection  and 
the  funds  will  be  remitted  as  received  less  a small  collec- 
tion fee.  The  plan  is  open  to  physicians  and  dentists  who 
are  members  of  their  respective  societies  and  has  been 
received  with  considerable  interest  and  enthusiasm. 

Medical  School  Benefits  Again.  The  University  and 
probably  the  University  Medical  School  will  receive  $250,- 
000  from  the  estate  of  the  late  Henry  F.  S.  Williams  of 
New  York.  This  is  provided  in  the  will  of  Mrs.  Williams 
who  died  August  28.  The  bequest  is  made  in  the  memory 
of  Kenneth  A.  J.  MacKenzie  who  played  a large  part  in 
founding  the  University  Medical  School  and  who  was  its 
first  dean. 

Oregon  Hospitals  Approved  by  American  College  of 
Surgeons.  The  following  Oregon  hospitals  have  been  ap- 
proved by  the  American  College  of  Surgeons  at  its  22nd 
annual  hospital  standardization  conference  in  Philadelphia: 

Astoria:  Columbia  Hospital,  St.  Mary’s  Hospital;  Cor- 
vallis: Corvallis  General  Hospital  (provisionally)  ; Eugene: 
Sacred  Heart  General  Hospital;  Klamath  Falls:  Hillside, 
Klamath  Valley  (provisionally);  Medford:  Sacred  Heart; 
Ontario:  Holy  Rosary;  Oregon  City:  Oregon  City;  Pendle- 
ton: St.  Anthony’s;  Portland:  Coffey  Memorial,  Doern- 
becher  Memorial  Hospital  for  Children,  Emanuel,  Good 
Samaritan,  Hahnemann.  Multnomah.  Portland  Sani  arium, 
St.  Vincents,  Shriners’  Hospital  for  Crippled  Children,  Uni- 


versity of  Oregon  Medical  School  hospitals  and  clinics, 
Doernbecher  Memorial  Hospital  for  Children,  Multnomah. 
Veterans  Administration;  Roseburg:  Veterans  Administra- 
tion; Salem:  Oregon  State,  Salem  General. 

New  General  Hospital  at  Prineville.  The  Prineville 
Hospital  was  opened  October  16.  This  hospital  is  of  20- 
bed  capacity,  under  the  direction  of  Raymond  Adkisson. 
It  is  open  to  practicing  physicians  of  the  entire  Prineville 
area. 

Hospital  Contract  Awarded.  Adolph  Mohr,  Hillsboro 
contractor,  has  been  awarded  the  contract  for  construction 
of  the  Jones  Hospital  at  a cost  of  $25,000,  Completion 
date  has  been  set  for  January,  1940. 

Hospital  Management  Changes.  Miss  Lucille  White, 
R.N.,  has  taken  over  the  management  of  the  Forest  Grove 
Hospital  succeeding  Miss  Clara  Chapman. 

Seaside  Hospital  Reopens.  Seaside  General  Hospital, 
which  had  been  closed  during  the  summer,  has  recently 
been  reopened. 

Robert  Pilkington  of  Astoria  has  retired  as  acting 
assistant  surgeon  in  charge  of  the  United  States  Public 
Health  Service  office  in  that  city,  a position  he  has  held 
for  the  past  14  years.  He  was  sukcceeded  by  F.  H.  Vinci] 
of  Astoria. 

Kinney  Gets  Eye  Operation.  Alfred  Kinney,  first  and 
fiftieth  president  of  the  Oregon  State  Medical  Society,  re- 
cently underwent  an  operation  for  cataract. 

Locations.  Ralph  B.  Christiansen,  formerly  with  the 
United  States  Public  Health  Service,  has  opened  an  office 
in  Marshfield.  He  is  a graduate  of  the  University  of  Chi- 
cago Medical  School  and  has  recently  been  stationed  in 
New  Orleans.  B.  R.  Sharff,  formerly  of  Portland,  has 
located  at  Enterprise.  V.  L.  Hamilton  has  moved  from 
Coquille  to  Pendleton  for  practice.  He  formerly  practiced 
at  The  Dalles  and  Klamath  Falls,  as  well  as  in  Alaska. 
Donald  Prentiss  has  taken  over  the  duties  of  pathologist 
and  roentgenologist  at  St.  Mary’s  Hospital,  Astoria.  He 
graduated  from  University  of  Oregon  Medical  School  in 
1938  and  interned  at  Good  Samaritan  Hospital,  Portland. 


OBITUARIES 


Dr.  Reuben  Harrison  Mast  of  Myrtle  Point,  Ore.,  fell 
to  his  death  from  a window  of  a Portland  hotel  October  8. 
He  was  44  years  of  age.  Dr.  Mast  was  born  in  Portland 
July  24,  1895,  of  pioneer  parents.  His  maternal  grand- 
father came  to  the  Willamette  Valley  in  1846.  Dr.  Mast 
received  his  preliminary  education  in  Coquille  and  entered 
the  University  of  Oregon  shortly  before  the  World  War. 
He  enlisted  in  the  army  and  was  assigned  to  the  medical 
department.  Following  the  war,  he  returned  to  Portland 
to  complete  his  education  and  graduated  from  the  Univer- 
sity of  Oregon  Medical  School  in  1924.  Shortly  after  he 
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started  practice  in  Myrtle  Point,  he  opened  a hospital 
which  he  continued  to  operate. 

Dr.  Arley  John  Ostrander  of  Roseburg,  Ore.,  died 
from  the  accidental  discharge  of  a shotgun  October  IS. 
He  was  59  years  of  age.  He  graduated  from  the  Minne- 
apolis College  of  Physicians  and  Surgeons  in  1908  and  dur- 
ing the  World  War  served  with  the  army  medical  corps. 
After  the  War  he  resumed  practice  but  retired  in  1928  to 
enter  the  Veterans’  Administration.  In  1933  he  was  made 
chief  surgeon  of  the  Veterans’  Administration  Facility  at 
Roseburg  and  from  there  went  to  Cheyenne,  Wyoming,  in 
a similar  capacity.  He  retired  from  active  duty  April  15. 

Dr.  John  Franklin  Calbreath  of  Portland,  Ore.,  died 
at  his  home  October  4,  aged  85.  He  was  born  in  West 
Virginia  June  1,  1854.  He  received  his  medical  education 
at  University  of  California  Medical  School,  Berkeley, 
graduating  in  1874.  He  was  licensed  to  practice  in  Oregon 
in  1891  and  was  active  in  practice  for  many  years,  in 
recent  years  limiting  his  practice  to  neuropsychiatry.  He 
retired  fourteen  years  ago. 


SOCIETY  MEETINGS 


Multnomah  County  Medical  Society.  At  the  October 
4 meeting,  H.  L.  Blosser  of  Portland  spoke  on  “Social  and 
Economic  Problems  in  Industrial  Medicine.”  The  Com- 
mittee on  School  Health  presented  its  report  and  recom- 
mendations concerning  the  care  of  the  injured  high  school 
athletes. 

The  meeting  of  October  18  was  devoted  to  consideration 
of  Anesthesia.  J.  H.  Hutton  read  a paper  on  “Choice  and 
Method  of  Anesthesia  in  Various  Surgical  Conditions.”  R. 
R.  Hamilton  read  a paper  on  “Intravenous  Anesthesia.”  A 
motion  picture  entitled  “Intratrachael  Anesthesia  and 
Spinal  Anesthesia”  was  also  shown. 

Lane  County  Medical  Society  held  a meeting  at  Eu- 
gene, Oct.  23.  Robin  M.  Overstreet,  pediatrician,  gave  a 
paper  on  “Abdominal  Symptoms  in  Childhood.”  Willis  B. 
Shepard,  ophthalmologist,  gave  a paper  on  “The  Discus- 
sion of  Some  of  the  Motor  Anomalies  of  the  Eye.”  Both 
were  discussed  by  various  members. 

E.  D.  Furrer,  president,  presided  and  introduced  George 

O.  DeBar  as  guest.  He  has  passed  his  ninetieth  birthday 
and  is  an  honor  member  of  Lane  County  Medical  Society 
and  Oregon  S.ate  Medical  Society. 

Linn  County  Medical  Society  held  a general  business 
me;ting  at  Albany,  October  12,  at  the  home  of  Dr.  L.  M. 
Bain,  president.  The  chief  problem  for  consideration  was 
the  examination  of  school  teachers,  a yearly  examination 
being  compulsory  by  Oregon  state  law.  The  next  meeting 
will  be  scientific. 

Polk-Yamhill-Marion  Medical  Societies  met  Oct.  10 
in  Salem.  Roger  Anderson,  orthopedist  of  Seattle,  talked 
on  “Fracture  of  the  Clavicle  and  Injuries  in  the  Region  of 
the  Shoulder  Joint,”  and  on  “Leg  Fractures,”  illustrating 
his  lecture  with  movies,  lantern  slides  and  demonstrations. 

Portland  Academy  of  Medicine  was  addressed  on  Oct. 
23,  24,  25,  by  Ernest  W.  Goodpasture,  Professor  of  Patho- 
logy, Vanderbilt  University.  The  subjects  of  his  lectures 
were:  “Investigations  of  Virus  Infections  and  Immunity 
by  Means  of  the  Chick  Embryo  Technique,”  “Experi- 


mental Bacterial  Infections  of  the  Chick  Embryo,”  and 
“A  Consideration  of  Pathogenesis  of  Virus  and  Bacterial 
Infection,  With  a Review  of  Some  Human  Virus  Diseases.” 
The  Academy  held  its  annual  election  following  the  lec- 
tures of  Ernest  W.  Goodpasture  on  Oct.  25.  Eugene  W. 
Rockey  was  elected  president-elect;  Guy  L.  Boyden,  first 
vice-president ; E.  H.  McLean  of  Oregon  City,  second  vice- 
president.  Warren  C.  Hunter  was  reelected  as  secretary.  A. 
G.  Bettman  was  reelected  as  treasurer. 


STATE  COUNCIL  MEETING  NOTES 


The  Council  of  Oregon  State  Medical  Society  and  its 
Bureau  of  Medical  Economics  met  in  Portland  October  14. 

BUREAU  OF  MEDICAL  ECONOMICS 

One  of  the  main  orders  of  business  was  consideration  of 
the  recommendation  concerning  the  policies  and  procedures 
for  providing  medical  care  to  low-wage  industrial  groups 
which  will  serve  as  a guide  to  local  organizations  affiliating 
with  the  Bureau.  Principles  determining  the  policy  and 
program  in  this  connection  are,  for  the  sake  of  review,  as 
follows: 

1.  The  principle  of  local  autonomy;  namely,  that  the 
medical  profession  in  each  local  community  should  handle 
its  own  affairs,  including  the  determination  of  the  need  of 
any  special  plan  to  provide  medical  care  to  low-wage  in- 
dustrial groups  and  the  nature  of  any  such  plan. 

2.  The  principle  that  Oregon  State  Medical  Society 

should  act  as  a clearing-house  of  information  for  its  com- 
ponent societies  and  should  provide  them  with  the  fullest 
technical  assistance  in  surveying  their  local  conditions  and 
in  developing  and  installing  special  plans  of  medical  care 
where  the  component  societies  desire  them. 

3.  The  principle  that  Oregon  State  Medical  Society 

should  retain  its  independent  status  as  a scientific  and 
educational  organization  and  its  censorial  functions  over  all 
plans  for  providing  medical  care. 

It  is  well  to  remember  that  the  Bureau  of  Medical 
Economics  consists  of  the  Council  and  one  representative 
from  each  local  organization,  operating  a prepayment  plan 
approved  by  the  component  society  of  the  community. 
recommended  folicies  adopted 

The  Bureau  meets  to  discuss  various  problems  concern- 
ing medical  economics  and  makes  its  recommendations  to 
the  Council  which  body  takes  action-  In  regard  to  the 
policies  and  procedures  above  mentioned,  the  following  is 
abstracted  from  the  detailed  description  of  this  recom- 
mendation: 

TYPES  OF  CONTRACTS 

Two  types  of  contracts  are  recommended ; namely,  a 
Full  Coverage,  Nonindustrial  Accident  and  Sickness  Con- 
tract and  a Nonindustrial  Accident  and  Acute  Illness  Con- 
tract. The  Full-Coverage,  Nonindustrial  Accident  and 
Sickness  Contract  provides  medical,  surgical,  hospital  serv- 
ice, and  supplies  required  by  employees  in  nonindustrial 
accidents  and  for  any  sickness,  subject  to  certain  conditions 
and  exceptions.  The  Nonindustrial  Accident  and  Acute 
Illness  Contract  is  designed  primarily  for  seasonal  workers. 
It  is  more  limited  in  benefits  and  eliminates  the  care  of 
chronic  diseases. 

It  was  recommended  that  approved  local  organizations 
do  not  enter  into  industrial  accident  contracts,  except  under 
certain  circumstances,  and  that  medical  service  be  provided 
by  the  State  Industrial  Accident  Commission  under  the 
“open”  or  “noncontract”  plan. 
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PURPOSE  TO  ASSIST  LOW  WAGE  EARNERS 

In  talking  about  or  describing  these  plans  of  medical 
care,  it  is  well  to  bear  in  mind  the  purpose,  which  is  “to 
contribute  to  the  public  welfare,  and  particularly  to  assist 
low-wage  industrial  groups  by  making  medical  services 
available  through  application  of  the  insurance  principle  by 
budgeted,  monthly  payments  which  low-wage  earners  can 
reasonably  meet  from  their  limited  incomes.” 

The  eligibility  objective  is  coverage  of  single  wage 
earners  with  incomes  of  $1000  a year  or  less  and  married 
wage  earners  with  incomes  of  $1600  a year  or  less.  These 
figures  were  arrived  at  after  a state-wide  survey  and  repre- 
sent the  mean  amount  suggested. 

physicians’  fees 

No  definite  schedule  of  physicians  fees  was  established. 
The  following  statement  regarding  such  fees  is  included  in 
the  report:  “The  fundamental  purpose  of  special  plans  of 
medical  care  for  low-wage  industrial  groups  is  to  enable 
these  groups  to  obtain  services  by  the  payment  of  monthly 

t 

fees  commensurate  with  their  modest  incomes.  This  ob- 
jective presupposes  that  professional  fees  will  be  nominal 
and  somewhat  below  customary  charges. 

“Although  there  is  some  uniformity  throughout  the 
state,  as,  for  example,  under  the  schedule  of  the  Oregon 
State  Industrial  Accident  Commission,  fees,  generally  speak- 
ing, vary  considerably  in  the  various  local  communities.  For 
the  present,  therefore,  it  would  appear  desirable  to  leave 
each  local  organization  free  to  determine  the  amount  and 
method  of  distributing  funds  available  for  the  payment  of 
their  own  physician  members.” 

SERVICES  OF  SPECIALISTS 

Recognizing  that  services  of  specialists  must  be  included 
in  the  completed  plan,  the  following  recommendations 
were  made: 

1.  That  the  services  of  specialists  be  provided  on  the 
recommendation  of  the  attending  physician  and  the  ap- 
proval of  the  governing  body  of  the  local  organization,  or 
a committee  or  administrative  officer  designated  by  the 
governing  body. 

2.  That  subscribers  be  not  permitted  to  consult  specialists 
on  their  own  initiative,  unless  the  specialist  elects  to  serve 
on  the  general  panel  of  physicians. 

3.  That  the  fees  paid  specialists  approximate,  as  nearly 
as  possible,  the  fees  in  private  practice,  except  when  the 
specialist  elects  to  serve  on  the  panel  of  general  physicians, 
in  which  case  the  general  fee  schedule  shall  apply. 

HOSPITALIZATION,  DRUGS  AND  DENTISTRY 

One  of  the  defects  of  existing  local  plans  of  medical 
care,  which  to  some  extent  have  inevitably  followed  the 
pattern  of  the  commercial  hospital  associations,  is  the  in- 
clusion of  hospitalization,  drugs  and  a limited  amount  of 
dental  service.  The  inclusion  of  these  services  in  effect 
makes  the  physician-members  the  “insurer”  for  all  the 
services,  their  compensation  consisting  of  the  amount  avail- 
able after  all  other  services  have  been  paid  for.  The  policy 
and  program  of  the  Society  contemplates  the  ultimate  elim- 
ination of  hospitalization,  drugs  and  dental  services  from 
approved  local  plans  and  the  limiting  of  such  plans  to  sup- 
plying physicians’  services  alone.  When  these  services  are 
eliminated,  a reduction  in  the  payments  of  subscribers  to 
local  organizations  should  be  made. 

The  Oregon  Association  of  Hospitals  is  interested  in 
establishing  a plan  of  group  hospitalization.  When  such  a 
plan  is  evolved,  and  it  is  feasible  to  place  it  in  effect,  hos- 
pitalization should  be  dropped  from  local  medical  plans. 
At  the  same  time,  drugs  and  dental  services  should  be 


eliminated.  Until  these  adjustments  can  be  made,  it  is 
recommended  that  local  organizations  continue  to  provide 
these  services  under  terms  and  conditions  worked  out  in 
mutual  cooperation  with  the  representative  organizations  of 
the  hospitals  and  the  pharmaceutical  and  dental  profes- 
sions. 

PUBLICITY 

The  Bureau  of  Medical  Economics  suggested  the  follow- 
ing methods  for  release  of  general  publicity: 

1.  A statement  that  the  purpose  of  the  plan  is  to  con- 
tribute to  the  public  welfare,  and  particularly  to  assist  low- 
wage  industrial  groups,  by  making  medical  services  avail- 
able through  the  application  of  the  insurance  principle  by 
budgeted,  monthly  payments  which  low-wage  earners  can 
reasonably  meet  from  their  limited  incomes. 

2.  Pamphlets  outlining  the  details  of  the  plan,  for  dis- 
tribution among  low-wage  industrial  groups  who  desire  to 
consider  the  plan. 

3.  Stories  in  the  local  newspapers. 

4.  Radio  talks. 

5.  Talks  before  civic  organizations  by  members  of  the 
component  society. 

FINANCING  THE  BUREAU 

During  the  present  preliminary  period  of  organization, 
the  nominal  expenses  of  the  Bureau  have  been  met  from 
the  current  funds  of  the  Society.  To  date,  its  principal 
function  has  been  to  act  in  an  advisory  capacity  to  existing 
and  proposed  local  organizations,  particularly  with  respect 
to  legal  procedure. 

However,  as  its  research  and  supervisional  activities  and 
its  services  to  the  affiliated  local  organizations  increase,  the 
Bureau  will  need  more  substantial  financial  support.  It  is 
recommended,  therefore,  that  the  activities  of  the  Bureau 
be  adequately  financed  jointly  by  a budgetary  allotment 
from  Oregon  State  Medical  Society  together  with  a reason- 
able annual  contribution  from  each  approved  local  organiz- 
ation, based  upon  a small  percentage  of  its  gross  income. 


BUREAU  EXECUTIVE  COMMITTEE  CREATED 
In  order  to  expedite  the  emergency  consideration  of  mat- 
ters falling  within  the  purview  of  the  Bureau  of  Medical 
Economics,  the  Council  created  an  Executive  Committee 
of  the  Bureau.  This  Committee  is  composed  of  three  mem- 
bers elected  by  the  Council  from  among  its  number  and 
three  members  elected  by  the  Bureau  from  among  the 
representatives  of  approved  local  organizations  affiliated 
with  it.  The  President  of  the  Society  is  an  ex-officio  mem- 
ber and  the  presiding  officer.  The  following  have  been 
elected  to  serve  on  this  new  Committee:  Charles  E.  Hunt 
of  Eugene,  Chairman;  Charles  S.  Sears  of  Portland;  W.  W. 
Baum  of  Salem;  E.  R.  Durno  of  Medford  (elected  from 
the  Council);  F.  K.  Power  of  Salem;  S.  H.  Sheldon  of 
Portland;  A.  H.  Huycke  of  Oregon  City  (elected  from 
representatives  of  approved  local  organizations  affiliated 
with  the  Bureau). 


PRACTICE  OF  OSTEOPATHY 
In  recent  years,  the  scope  of  practice  of  osteopaths  has 
been  the  subject  of  considerable  controversy.  Osteopaths 
maintain  that  they  have  all  the  privileges  of  doctors  of 
medicine.  Correlated  with  this  problem  is  the  undetermined 
question  of  the  quality  of  training  offered  by  osteopathic 
schools. 

In  connection  with  these  problems,  the  Council  approved 
the  recent  action  of  its  Executive  Committe  in  requesting 
the  State  Board  of  Medical  Examiners  to  take  the  neces- 
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sary  steps  to  clarify  the  confusion  which  now  exists  with 
respect  to  the  scope  of  practice  of  osteopaths. 

The  Council  also  adopted  a resolution  proposing  a factual 
study  of  several  typical  osteopathic  and  medical  schools, 
and  authorized  the  sending  of  a communication  to  the 
Secretary  of  the  Oregon  Osteopathic  Association,  requesting 
its  cooperation  in  such  a survey.  Under  the  proposal  of  the 
Council,  the  study  would  be  made  by  a committee  com- 
posed of  one  representative  of  the  medical  profession  se- 
lected by  Oregon  State  Medical  Society,  one  representative 
of  the  osteopathic  profession  chosen  by  Oregon  Osteo- 
pathic Association,  and  a layman  with  scientific  training 
selected  by  the  Chancellor  of  the  Oregon  State  System  of 
Higher  Education  or  some  other  disinterested,  capable 
person.  The  cost  of  the  study  would  be  shared  equally  by 
Oregon  State  Medical  Society  and  Oregon  Osteopathic 
Association. 

PACIFIC  STATES  MEDICAL  EXECUTIVES 
CONFERENCE 

The  Council  discussed  the  coming  meeting  of  the  Pacific 
States  Medical  Executives  Conference  at  Seattle  December 
10.  The  program  includes  discussion  of  the  Oregon  plan 
of  federated  professional  societies,  medical  service  plans, 
malpractice  defense  problems,  prospective  national  and 
state  health  legislation,  prospective  public  health  and  prac- 
tice laws  in  the  Pacific  states,  public  relations,  and  post- 
graduate medical  education. 

The  Council  authorized  President  Hunt  to  appoint  five 
representatives  to  participate  in  the  Conference  and  au- 
thorized the  payment  of  the  expenses  of  these  representa- 
tives. 

REPRINTING  OF  OREGON  SECTION  OF 
NORTHWEST  MEDICINE 

The  Council  gave  consideration  to  the  much  discussed 
problem  of  methods  of  keeping  the  general  membership  in- 
formed concerning  the  policies  and  activities  of  the  Society. 
In  a further  attempt  to  meet  this  need,  the  Council  au- 
thorized the  Committee  on  Publication  to  investigate  the 
feasibiliy  and  cost  of  obtaining  reprints  of  the  Oregon  Sec- 
tion of  Northwest  Medicine,  with  the  view  of  mailing  a 
copy  of  the  section  each  month  to  all  members  and  eligible 
nonmembers. 


EXPANSION  OF  FACILITIES 
Current  needs  for  more  intensive  activity,  especially  in 
the  field  of  medical  economics  and  public  relations,  were 
discussed.  The  Council  authorized  its  Executive  Committee 
to  study  the  possibility  of  expanding  the  facilities  of  the 
Socety  to  meet  these  needs  and  the  possibility  of  increas- 
ing revenues  to  finance  the  needed  expansion. 


1940  SESSION  IN  EUGENE 
The  Council  accepted  the  invitation  of  the  Lane  County 
Medical  Society  to  hold  the  1940  Session  in  Eugene.  The 
dates  were  not  fixed,  but  the  meeting  will  probably  be  held 
in  the  early  fall  near  the  time  of  the  Washington  and 
Idaho  meetings. 

ELECTION  OF  EXECUTIVE  COMMITTEE 
L.  S.  Kent  of  Eugene  and  W.  W.  Baum  of  Salem  were 
elected  to  the  Executive  Committee.  The  remainder  of  the 
committee  consists  of  the  following  elected  officers  of  the 
State  Society:  Charles  E.  Hunt  of  Eugene,  Chairman;  Karl 


H.  Martzloff  of  Portland,  Vice-Chairman ; Morris  L. 
Bridgeman  of  Portland,  and  J.  Everett  Buckley  of  Port- 
land. 


OREGON  STATE  BOARD  OF  HEALTH 


POSTGRADUATE  EDUCATION  AND  VENEREAL 
DISEASE  CONTROL 

The  Oregon  State  Board  of  Health,  in  accordance  with 
the  recommendations  of  the  Oregon  State  Medical  Society 
Committee  on  Syphilis  Control  “that  an  informative  and 
educational  program  should  be  provided  for  both  the  phys- 
ician and  the  public,”  has  arranged  for  the  services  of  a 
competent  syphilologist  to  give  lectures  to  the  profession 
throughout  the  state. 

In  order  to  be  in  complete  harmony  with  the  purposes 
and  plans  of  the  Committee  on  Postgraduate  Education  of 
Oregon  State  Medical  Society,  and  in  order  to  do  nothing 
which  might  in  any  way  conflict  with  their  long  range 
program,  no  organized  series  of  lectures  is  contemplated  by 
the  State  Board  of  Health.  In  lieu  of  a planned  lecture 
series  the  State  Board  of  Health  will  so  far  as  financially 
possible  provide,  on  the  request  of  local  medical  societies, 
speakers  on  syphilis  for  their  regular  meetings. 

ADVANCES  IN  THE  EPIDEMIOLOGY  OF  SYPHILIS 

The  Oregon  State  Medical  Society  Committee  on  Syphilis 
Control  urges  “that  epidemiologic  means  for  the  control  of 
syphilis  on  a state-wide  basis  in  cooperation  with  the 
medical  profession  be  encouraged.” 

During  the  summer  of  1939  means  were  provided  for  the 
handling  of  case  contacts  and  delinquent  cases  in  a manner 
hitherto  impossible.  During  July  the  Mechanical  System  of 
Morbidity  Reporting  for  Veneral  Diseases  was  installed. 
Shortly  thereafter  forms  were  drawn  up  for  use  by  health 
officers  in  assuring  the  investigation  of  all  contacts  of  in- 
fectious cases  of  syphilis  or  gonorrhea,  and  lapsed  com- 
municable cases  of  these  diseases.  Each  case  reported  to 
the  State  Board  of  Health  remains  in  an  active  file  until  an 
investigation  has  been  made  and  the  case  disposed  of. 

It  is  now  possible  to  assure  every  physician  in  Oregon 
who  reports  contacts  or  delinquent  cases  to  the  State 
Board  of  Health  for  investigation  that  the  case  will  be 
investigated  and  that  the  results  of  the  investigation  will 
be  made  available  to  him. 

To  handle  the  added  work  involved  in  these  services  a 
full  time  Public  Health  Nurse  Epidemiologist  has  been 
added  to  the  staff  of  University  of  Oregon  Medical  School. 
This  nurse  supplements  the  previous  staff  which  consists  of 
the  chief  of  the  Division  of  Veneral  Disease  Control  of 
Portland  City  Health  Bureau  and  a trained  social  service 
investigator.  The  services  of  these  people  are  available  to 
private  physicians  and  it  is  hoped  that  they  will  avail 
themselves  of  it. 

In  all  counties,  in  which  there  exists  a full  time  health 
unit,  this  same  service  is  available  through  the  local  health 
officer.  At  the  present  time  ten  counties  employ  public 
health  nurses  who  have  had  specialized  training  in  the 
follow-up  of  venereal  disease  cases. 

Where  there  exists  no  full  time  health  department  and 
the  carrying  out  of  these  functions  is  dependent  on  the 
part  time  health  officer  it  is  recognized  that,  as  his  duties 
are  legion,  these  activities  may  not  be  carried  out  as 
expeditiously  as  where  ample  facilities  exist. 
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WASHINGTON  STATE  MEDICAL  ASSOCIATION 

PROCEEDINGS  OF  THE  GOLDEN  JUBILEE  MEET- 
ING OF  WASHINGTON  STATE  MEDICAL 
ASSOCIATION,  SPOKANE, 

AUGUST  28-30,  1939 
August  27 

BOARD  OF  GOVERNORS  OF  MEDICAL 
DEFENSE  FUND 

The  Board  of  Governors  of  the  Medical  Defense  Fund 
met  at  Davenport  Hotel,  6:30  p.m.,  August  27. 

A report  of  the  activities  of  the  Board  of  Governors  for 
the  year  1938-39  was  presented  and  approved  for  submis- 
sion to  the  Board  of  Trustees  and  House  of  Delegates.  A 
resolution  was  adopted  for  submission  to  the  House  of 
Delegates  requesting  authorization  for  the  Board  of  Gov- 
ernors to  revise  the  Regulations  of  the  Medical  Defense 
Fund. 

It  was  decided  that  the  Board  of  Governors  should  in- 
augurate a program  of  education,  whereby  members  of  the 
Association  from  time  to  time  would  be  instructed  as  to 
the  causes  of,  and  the  factors  involved  in  reducing  the  fre- 
quency of  claims  for  alleged  malpractice.  Other  matters 
pertaining  to  administration  of  the  Fund  were  discussed, 
but  final  decision  was  deferred  until  a later  meeting. 

BOARD  OF  TRUSTEES 

The  Board  of  Trustees  met  at  8:15  p.m.,  August  27,  in 
the  Davenport  Hotel.  A detailed  report  on  the  finances  of 
the  Association  was  presented  by  the  Secretary-Treasurer 
and  was  referred  to  the  House  of  Delegates. 

All  committees  of  the  Association  submitted  written  re- 
ports of  their  activities  for  the  past  year.  These  were  con- 
sidered by  the  Board  and  referred  to  the  House  of  Dele- 
gates. A summary  of  each  report  appears  in  the  proceed- 
ings of  the  August  29  meeting  of  the  House  of  Delegates. 
Representatives  from  the  Farm  Security  Administration  ap- 
peared and  presented  a brief  outline  of  the  need  for  work- 
ing out  a plan  for  medical  care  for  migrant  families  in  this 
state.  They  were  instructed  to  send  a proposed  plan  for  pro- 
viding such  care  to  the  central  office,  together  with  a clear 
statement  of  the  need  therefor,  and  the  matter  would  be 
considered  at  the  next  meeting  of  the  Board  of  Trustees. 
Various  resolutions  were  prepared  by  the  Board  for  sub- 
mission to  the  House  of  Delegates. 

The  Board  elected  A.  J.  Bowles  of  Seattle  to  succeed  him- 
self as  Assistant  Secretary-Treasurer  of  the  Association, 
deferred  action  on  electing  a Legislative  Committee  until 
after  the  meeting  of  the  House  of  Delegates,  and  elected 
C.  W.  Sharpies  of  Seattle  to  succeed  himself  on  the  Execu- 
tive Secretary  Committee.  The  Board  nominated  the  fol- 
lowing committee  members  for  election  by  the  House  of 
Delegates:  J.  B.  Blair  of  Vancouver  and  Carroll  Smith  of 
Spokane  to  succeed  themselves  on  the  Board  of  Governors ; 
C.  W.  Sharpies  of  Seattle  to  succeed  himself  on  the  Finance 
Committee,  and  H.  D.  Willard  of  Tacoma,  J.  M.  Bowers  of 
Seattle,  and  R.  N.  Hamblen  of  Spokane  to  succeed  them- 
selves as  the  Northwest  Medicine  Committee. 

Meeting  adjourned  at  10:15  p.m. 


August  28 

The  Golden  Jubilee  Meeting  of  Washington  State  Medical 


Association  was  convened  at  the  Davenport  Hotel,  Spokane, 
with  registration,  golf,  exhibits  and  entertainment  according 
to  the  official  program. 


August  29 

The  scientific  session  and  entertainment  proceeded  accord- 
ing to  the  official  program. 

PRESIDENT’S  ADDRESS 
ACCOMPLISHMENTS  OF  PAST  YEAR 
Harry  E.  Rhodehamel,  M.D. 

SPOKANE,  WASH. 

In  making  an  accounting  of  my  stewardship  as  President 
of  Washington  State  Medical  Association  for  the  associa- 
tion year  1938-1939  I am  glad  to  be  able  to  report  a year 
of  definite  progress.  This  being  the  golden  jubilee  meeting 
of  the  association,  we  naturally  look  back  over  the  past 
fifty  years  to  judge  what  progress  has  been  made  in  medi- 
cine during  that  period.  This  has  been  greater  than  many 
of  us  realize.  In  making  a comparison  of  our  progress  made 
during  this  half  century  I believe  the  past  year  has  a record 
of  accomplishment  above  the  average  year.  This  has  been 
made  possible  by  the  cooperation  I have  received  from  our 
state  officers,  committee  chairmen  and  active  members. 
For  this  splendid  cooperation  I am  deeply  grateful.  Some 
of  the  state  chairmen  have  given  outstanding  service  and 
have  accomplished  much,  at  great  sacrifice  of  their  time 
and  strength,  for  the  benefit  of  all  doctors  and  the  public 
as  well,  and  to  these  men  I want  to  express  my  sincere 
appreciation.  I desire  also  to  give  due  credit  to  the  officers 
of  the  Public  Health  League  and  the  Woman’s  Auxiliary 
for  the  work  they  have  accomplished  and  the  assistance  they 
have  given  when  called  upon. 

This  has  been  an  extremely  busy  year  with  many  vital 
issues  arising  which  required  the  immediate  attention  of 
the  state  officials  you  elected  last  year,  and  other  matters 
which  necessitated  serious  investigation  and  discussion  pre- 
vious to  being  acted  upon  by  this  House  of  Delegates. 

It  is  my  keen  regret  that  we  are  required  to  crowd  all  of 
our  business  and  scientific  sessions  into  the  limited  hours 
of  two  short  days.  Of  course,  our  evening  social  affairs  are 
important  in  that  we  must  become  better  acquainted  with 
our  members  from  all  parts  of  the  state,  if  we  are  to  work 
together  in  harmony  and  to  the  advantage  of  all  in  the 
profession.  The  day  of  golf  is  a source  of  great  pleasure  in 
creating  a spirit  of  friendliness  for  those  participating,  but 
that  number  is  decidedly  limited.  I speak  of  this  only  be- 
cause I believe  the  time  is  coming,  and  soon,  when  we  will 
have  to  hold  three-day  sessions  of  the  business  and  scien- 
tific sections.  After  all,  these  are  the  factors  largely  de  er- 
mining  our  professional  future. 

The  accomplishments  of  the  year  are  reflected  from  the 
reports  of  the  various  committees.  These  reports  are  being 
given  today  before  the  House  of  Delegates.  It  is  my  deep 
regret  that  these  reports  can  not  be  given  before  the  entire 
convention  for  we  all  need  to  know  what  has  been  accom- 
plished this  year  and  what  will  of  necessity  have  to  be  car- 
ried on  for  completion  next  year.  These  reports  in  full  or  in 
brief  will  be  published  in  Northwest  Medicine  for  your 
information. 
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Because  of  the  unusual  length  of  the  scientific  program 
this  year,  which  I know  you  are  anxious  to  hear,  I can 
give  you  only  a resume  of  the  work  of  the  state  committees 
without  naming  any  of  the  committeemen.  This  is  most 
unfortunate,  considering  the  extensive  work  most  of  them 
have  done. 

State  committees  are  of  two  general  classes,  scientific  and 
economic.  Under  the  scientific  committees  undoubtedly  the 
most  outstanding  accomplishment  has  been  that  of  the 
Maternal  and  Child  Welfare  Committee.  The  results  of  their 
work  have  been  made  possible  because  this  is  a permanent 
committee  with  staggered  terms  of  office  assuring  a con- 
tinued program.  In  addition  to  their  prescribed  duties  they 
have  supplied  postgraduate  medical  education,  have  per- 
formed public  relations  duties  and  brought  together  the 
obstetricians  and  pediatricians  in  close  cooperation  with 
the  State  Department  of  Health  to  a greater  extent  than 
ever  existed  before. 

The  accomplishments  of  the  Tuberculosis  Committee 
have  been  outstanding.  The  committee’s  work  throughout 
the  state  by  direct  personal  contacts  has  produced  remark- 
able results.  The  trust  developed  in  contact  with  the  Gov- 
ernor and  the  state  administration  regarding  tuberculosis 
sanatoria  has  been  invaluable  to  both  our  profession  and 
the  taxpayers.  The  coordination  of  work  with  Washington 
Tuberculosis  Association  and  State  Department  of  Health 
has  borne  splendid  results  already.  The  recommendations  of 
this  committee  merit  thorough  study  by  every  doctor  in 
the  state. 

We  have  been  particularly  fortunate  this  year  in  having 
the  director  of  health  for  the  State  of  Washington  as  chair- 
man of  our  Public  Health  and  Sanitation  Committee.  His 
work  has  been  outstanding  and  his  advice  to  the  trustees  on 
matters  pertaining  to  public  health  has  been  of  such  sound 
and  constructive  nature  as  to  be  invaluable  to  both  doctors 
and  the  public. 

The  influence  of  the  Narcotic  Committee  was  most  effec- 
tive during  the  session  of  the  state  legislature  in  respect  to 
the  passage  of  sane  narcotic  laws.  The  presentation  to  the 
laity  of  data  concerning  the  narcotic  evil  has  been  carried 
on  throughout  the  year  with  the  result  that  we  now  have  a 
more  awakened  and  more  aroused  public. 

Most  creditable  work  has  been  done  by  the  Social  Hy- 
giene and  Syphilis  Control  Committee  through  the  distribu- 
tion of  literature  and  dissemination  of  facts  through  publi- 
cations, talks,  dramatic  presentations,  radio  programs,  etc. 
Much  has  been  done  to  overcome  the  prejudice  of  the  pub- 
lic that  these  subjects  are  taboo  as  conversational  topics. 

The  activities  of  the  Neoplastic  Committee  have  been 
carried  out  largely  in  cooperation  with  the  Women’s  Field 
Army  of  the  American  Society  for  the  Control  of  Cancer. 

Not  to  my  knowledge  has  the  need  for  action  on  eco- 
nomic subjects  ever  been  so  imperative  as  this  year  and  our 
membership  is  fortunate  in  having  the  benefit  of  such  ex- 
haustive research  by  such  able  men  as  those  who  have  given 
so  freely  of  their  time  and  effort  in  working  out  in  their 
committee  the  economic  problems,  many  of  which  will  be 
presented  to  the  House  of  Delegates  for  action.  We  are  par- 
ticularly fortunate  in  having  Dr.  Olin  West,  Secretary  and 
General  Manager  of  the  American  Medical  Association  with 
us  today. 

The  Committee  on  Revision  of  By-Laws  has  made  an 
exhaustive  analysis  of  the  necessary  changes  and  will  pre- 


sent them  to  the  House  of  Delegates  along  with  recom- 
mendations for  further  changes  during  the  coming  year. 
I trust  the  House  of  Delegates  will  act  wisely  on  these  rec- 
ommendations so  that  we  may  have  a clearer  understand- 
ing of  the  By-Laws  under  which  we  operate. 

The  Group  Hospitalization  report  contains  a digest  of  the 
various  group  hospitalization  plans  in  force  throughout  the 
United  States.  The  recommendations  of  the  committee  were 
adopted  by  the  Board  of  Trustees  and  will  probably  be  in 
operation  in  one  or  more  units  before  January  1. 

The  program  of  the  Industrial  Health  Committee,  as 
recommended  last  year  by  the  American  Medical  Associa- 
tion, has  been  established  and  data  collected  for  future  dis- 
tribution. The  Industrial  Insurance  Committee  was  faced 
first  part  of  year  with  a difficult  task  under  unfavorable  con- 
ditions but  has  made  great  strides  toward  successful  ac- 
complishment and  will,  before  the  end  of  this  year,  be  able 
to  report  progress  in  the  settlement  of  differences  between 
the  Department  of  Labor  and  the  medical  profession  which, 
I believe,  will  be  highly  satisfactory  to  us. 

The  Committee  on  Postgraduate  Medical  Education  has 
been  appointed  only  six  months  but  has  formulated  ex- 
tensive plans  which  will  be  presented  shortly,  the  benefit  of 
which  will  be  made  available  to  all  doctors  in  the  state. 

The  report  of  the  Resettlement  Committee,  covering  sev- 
eral years  discussion  with  the  Federal  Resettlement  Agency, 
has  been  accepted  by  the  Board  of  Trustees  as  a satisfac- 
tory settlement  of  this  controversial  issue.  Within  the  last 
few  days  notification  has  reached  us  from  the  Federal 
Agency  which  controls  the  medical  care  of  the  migrants, 
of  whom  there  are  approximately  40,000  in  Washington  at 
the  present  time.  The  problem  of  the  medical  care  of  these 
people  must  be  considered  at  this  session.  Unless  we  can 
work  out  some  satisfactory  plan  which  will  be  reasonably 
fair  to  our  profession,  we  may  have  very  drastic  rulings 
forced  upon  us  by  the  Federal  Government. 

The  report  on  the  Study  of  Medical  Care  is  not  yet 
ready  for  presentation,  owing  to  the  fact  that  it  has  not 
been  in  operation  a sufficient  length  of  time  to  acquire 
necessary  data  for  presentation  now  to  the  doctors  of  the 
state. 

The  Committee  of  the  Health  Division  of  the  State 
Planning  Council  has  prepared  a program  to  be  established 
in  the  public  schools  of  the  state,  a health  education  pro- 
gram. The  work  of  this  committee,  if  brought  to  fulfill- 
ment, will  be  one  of  the  greatest  steps  forward  in  pre- 
ventive medicine  ever  established  in  Washington. 

The  Radio  Committee  has  been  most  active  through- 
out the  year,  having  made  and  sponsored  many  broadcasts 
of  health  programs  and  health  dramatizations  over  a state- 
wide network.  These  programs  have  been  favorably  re- 
ceived by  lay  people.  Numerous  inquiries  from  the  public 
followed  each  broadcast. 

The  work  of  the  Committee  on  Exhibits  is  self-evident  to 
all  attending  this  convention,  as  this  year  the  exhibits,  both 
scientific  and  technical,  have  almost  doubled  any  previous 
display.  I hope  every  doctor  present  will  take  time  to  in- 
spect these  exhibits. 

With  the  state  legislature  in  session,  the  Legislative  Com- 
mittee has  had  a busy  year.  Since  its  duty  is  to  study  all 
proposed  bills  of  interest  to  the  medical  profession  and  in- 
struct the  Public  Health  League,  which  is  the  legislative 
branch  of  the  State  Medical  Association,  as  to  its  course 
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of  action  in  regard  to  these  bills,  the  entire  profession 
looked  to  this  committee  for  guidance.  It  is  to  their  credit 
that  by  their  combined  efforts,  together  with  the  unprece- 
dented cooperation  of  the  county  medical  societies,  the  indi- 
vidual doctors  and  the  auxiliary  women,  no  vicious  medical 
or  health  laws  were  passed  this  year. 

The  new  Public  Relations  Committee  is  in  process  of  de- 
velopment as  it  will  take  over  the  work  previously  car- 
ried on  by  the  Public  Health  League.  The  duties  of  this 
committee  will  be  outlined  during  this  meeting.  We  are 
aiming  toward  a more  completely  coordinated  plan  of 
action  than  we  have  had  previously. 

The  Defense  Fund  program  has  advanced  greatly  this 
year  and  during  this  state  meeting  you  may  be  informed 
as  to  the  details  of  proposed  changes.  Every  member  of  the 
State  Medical  Association  should  be  affiliated  with  the  de- 
fense fund. 

Each  year  the  activities  of  the  State  Medical  Association 
and  the  duties  of  the  State  President  have  increased  to  the 
extent  that  it  became  necessary  to  establish  a central  office 
and  employ  a full  time  executive  secretary.  This  central 
office,  in  charge  of  the  executive  secretary,  has  been  in  oper- 
ation for  about  ten  months  and  I know  that  a great  deal 
has  been  accomplished  which  has  been  of  benefit  to  every 
doctor  in  the  state.  It  is  my  opinion  that  the  next  year 
will  show  a much  greater  coordination  of  activities  than  the 
association  has  ever  enjoyed  before.  Every  member  of  our 
association  should  make  use  of  the  facilities  of  the  office  in 
Seattle,  visit  it,  see  the  volume  of  work  performed  and  ob- 
tain knowledge  of  the  plans  for  the  future. 

During  the  past  year  a closer  relationship  has  been  en- 
joyed with  the  Washington  State  Pharmaceutical  Associa- 
tion. During  the  recent  session  of  the  state  legislature  ma- 
terial good  was  accomplished  through  their  cooperation  and 
assistance  in  the  enactment  of  drug  laws  regulating  the  man- 
ufacture and  sale  of  drugs.  In  our  recent  battle  in  the  state 
legislature  to  maintain  the  highest  standards  of  health  and 
medical  practice  in  our  state,  the  druggists  fought  shoulder 
to  shoulder  with  the  medical  profession  and  their  influence 
was  felt. 

The  improved  cooperation  between  our  organization  and 
the  State  Department  of  Labor  and  Industries  and  the 
harmonious  relationship  with  the  State  Department  of 
Health  are  matters  of  great  satisfaction  to  all  of  us. 

OBITUARY 

The  pleasure  we  receive  from  our  annual  meetings  is  al- 
ways saddened  by  the  absence  of  those  who  will  meet  with 
us  no  more.  Although  we  regret  their  passing  and  keenly 
feel  their  loss,  we  remember  with  pride  the  lives  they  have 
lived  in  the  service  of  mankind  and  the  contributions  they 
have  made  to  humanity  in  the  advancement  of  scientific 
medicine,  in  alleviating  suffering  and  in  the  saving  of 
human  life.  Their  deeds  will  live  after  them. 

I desire  on  behalf  of  our  entire  membership  to  express 
our  deep  and  sincere  sympathy  to  their  families;  we  sorrow 
with  them. 

RECOMMENDATIONS 

I recommend  an  increase  in  membership  with  every  elig- 
ible practicing  physician  a member  of  his  county  society 
and  the  State  Association. 

I urge  all  doctors  to  take  an  active  part  in  civic  affairs 
and  make  their  influence  felt.  Misunderstanding  of  the  prac- 
tice of  medicine  and  public  health  needs  can  then  be  cor- 
rected at  its  source. 


Make  use  of  the  state  office  and  call  on  the  executive 
secretary  for  needed  information  and  help.  Obtain  publica- 
tions from  the  American  Medical  Association  on  latest  de- 
velopments in  medical  research,  they  cover  almost  every 
subject.  Have  Hygeia  on  your  office  table.  Your  patients 
will  enjoy  it  and  they  need  to  become  better  acquainted 
with  medical  facts  presented  in  an  understandable  way. 

I recommend  that  leadership  be  developed  in  all  small 
county  societies  so  all  parts  of  the  state  can  have  active, 
representative  men  in  the  House  of  Delegates. 

Select  well  informed  men  for  state  officers  and  trustees 
from  those  who  have  the  ability  to  function  as  executives 
and  the  willingness  to  work. 

I urge  that  all  county  societies  acquaint  themselves  with 
the  state  By-Laws  through  the  state  central  office  and  co- 
ordinate the  rules  and  regulations  of  their  county  society 
with  those  of  the  State  Association. 

I earnestly  recommend  that  all  Scientific  Committees  in 
the  future  be  made  permanent  to  function  as  the  Committee 
on  Maternal  and  Child  Welfare  now  operates. 

I hope  that  all  doctors  will  take  a more  active  part  in 
local  political  campaigns  as  individuals,  to  assure  that  a 
better  type  of  citizen  is  elected  to  public  office,  and  then 
advise  him  on  matters  of  public  health. 

Make  it  your  custom  to  give  personal  commendation  to 
your  legislators  who  have  voted  for  protective  health  laws. 
They  get  much  criticism  but  little  commendation. 

We  must  continue  to  work  for  the  defeat  of  legislation 
that  would  be  inimical  to  public  health,  and  make  our  ef- 
forts more  forceful,  never  compromising  on  any  question 
of  principle. 

I recommend  a change  in  the  established  precedent  of 
electing  the  State  President  from  the  city  of  the  forthcom- 
ing state  meeting.  This  often  precludes  the  election  of  very 
able  men  who  may  reside  in  a community  which  cannot 
accommodate  a large  convention. 

I recommend  that  the  place  of  meeting  for  the  state  con- 
vention be  hereafter  selected  by  the  Board  of  Trustees,  that 
the  state  officers  be  selected  for  their  special  fitness  to  carry 
on  the  work  of  the  association  rather  than  according  to  dis- 
tricts, that  the  State  President  be  selected  from  officers  who 
have  learned  the  needs  of  the  profession  in  our  state  by 
years  of  service  in  responsible  positions.  This  would  obviate 
the  custom  of  too  often  selecting  our  official  family  from 
the  larger  cities. 

With  the  tendency  to  extend  the  length  of  the  scientific 
programs,  with  the  rapid  increase  in  the  amount  of  neces- 
sary business,  and  the  doubling  of  the  scientific  and  tech- 
nical exhibits,  all  worthy  of  careful  study,  I recommend  a 
three  day  business  and  scientific  convention  hereafter. 

I urge  the  enlargement  of  the  county  speakers  committees 
with  well  informed  and  diplomatic  men  on  call  to  speak 
before  lay  organizations. 

I recommend  that  the  county  societies  make  a thorough 
study  of  pending  legislation,  federal  and  state,  using  the 
facilities  of  the  A.  M.  A.’s  information  bureaus. 

I believe  it  would  be  a great  advantage  to  the  medical 
profession,  the  Woman’s  Auxiliary  and  the  public,  if  the 
state  and  county  Advisory  Committees  would  guide,  direct 
and  suggest  the  work  of  the  auxiliaries  so  they  may  func- 
tion as  an  auxiliary.  Most  of  the  women  are  willing  to  help 
in  any  way  possible  but  too  often  some  of  the  men  object 
to  their  activities.  The  auxiliary  is  a recognized  and  well 
organized  group  and  deserves  encouragement,  not  criticism 
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or  lack  of  cooperation  from  their  sponsoring  medical  so- 
cieties. 

CONCLUSIONS 

From  the  experience  I have  gained  as  President  of  Wash- 
ington State  Medical  Association  I have  come  to  realize 
more  fully  than  ever  how  complex  the  medical  world  is  in 
which  we  live  and  work,  and  I can  appreciate,  from  the 
multiplicity  of  problems  that  have  arisen  in  the  past  year, 
the  enormous  task  the  American  Medical  Association  has 
had  to  face.  I desire  to  express  my  personal  appreciation 
for  the  leadership,  cooperation  and  help  our  national  or- 
ganization is  giving  us  daily.  We  have  been  called  upon  to 
solve  many  vital  problems  and  we  have  surely  expended 
great  effort  in  trying  to  find  just  solutions  for  them  but 
new  ones  arise  almost  daily  and  they  also  must  be  met  and 
solved.  I believe  the  greatest  problem  we  face  today  is  the 
danger  of  socialized  medicine.  The  Wagner  Act  is  the  im- 
mediate threat  of  socialized  medicine. 

There  are  crusaders  who  have  for  their  objective  changes 
in  methods  and  principles  of  medical  practice.  This  is  made 
evident  by  the  numerous  changes  proposed,  such  as  sickness 
insurance,  mass  treatment  of  venereal  diseases,  hospital  in- 
surance, prepayment  contract  service  to  the  indigent  and 
medical  indigents  and  interminable  variations  of  socialized 
medicine. 

We  are  all  more  or  less  cognizant  of  these  movements 
but  I doubt  if  many  doctors  throughout  the  state  appre- 
ciate the  imminence  of  Federal  action  that  will  force  some 
form  of  socialized  medicine  upon  us.  The  press  expresses 
the  opinion  that  the  next  Congress  will  make  this  a main 
issue,  a must  legislation,  in  order  to  have  a popular  appeal, 
and  with  that  in  view  there  has  been  appointed  a man  of 
power  and  personal  appeal  to  devote  his  time  to  working 
out  a plan  that  will  force  through  Congress  a medical 
service  plan  that  will  obtain  these  objectives. 

Shall  we  stand  idly  by  and  accept  this  trend  to  socialism 
or  its  equivalent  as  inevitable,  when  it  will  mean  a public 
health  policy  dictated  by  the  same  class  of  collusionists 
who  have  already  secured  the  passage  of  legislation  that 
will  create  a hardship  on  the  public  and  lessen  the  high 
standard  of  medical  service?  Would  it  not  be  better  for 
us  to  fulfill  our  obligation  to  humanity  by  instituting  a 
publicity  bureau  and  an  educational  campaign  so  that  we 
can  secure  the  enactment  of  laws  guaranteeing  the  protec- 
tion to  which  the  public  is  entitled  ? 

Since  the  formation  of  Washington  State  Medical  Asso- 
ciation we  have  striven  to  spread  medical  knowledge,  pro- 
tect the  public  health  and  in  every  conceivable  way  make 
the  State  of  Washington  a more  habitable  commonwealth. 
In  the  face  of  these  efforts  is  it  any  wonder  we  are  cha- 
grined at  being  subjected  to  repeated  attempts  to  legislate 
us  out  of  existence  as  an  individualistic  profession. 

Since  the  constant  cry  of  the  politician  is  for  “adequate 
medical  care,”  it  is  our  duty  to  let  the  public  know  what 
that  term  means.  There  are  backward  areas  in  the  United 
States,  in  which  it  would  be  futile  to  expect  adequate  med- 
ical service  without  proper  housing,  adequate  nourishment, 
and  better  protection  against  climatic  and  local  diseases. 
Until  the  diet  of  certain  groups  of  our  population  has  been 
brought  up  to  a vitamin  maintenance  level  by  education 
and  by  increasing  their  earning  capacity  so  they  may  have 
proper  living  conditions,  it  is  foolish  to  talk  about  adequate 
medical  service  for  these  people. 


There  are  many  factors  which  affect  the  present  situation 
which  can  and  should  be  overcome:  lack  of  interest  in  the 
problems  of  organized  medicine  by  the  doctors  themselves 
and  the  opinion  that  “it  can’t  happen  here”;  the  attitude 
of  the  public  toward  the  medical  profession  as  engendered 
by  the  so-called  social  workers  as  demonstrated  in  the  last 
legislature;  the  effects  on  the  public  mind  resulting  from 
the  attempts  of  the  present  Federal  administration  to  cre- 
ate distrust  of  the  profession  by  unjust  prosecution;  the 
propaganda  against  the  profession  in  the  press  and  over 
the  air;  the  lack  of  unanimity  in  the  profession  and  the 
inertia  of  the  doctors  toward  politics. 

We  have  in  Washington  three  cities  with  a population 
of  over  100,000;  four  of  20,000  to  50,000;  eight  of  10,000 
to  25,000;  four  of  5,000  to  10,000;  twenty-one  of  2,500  to 
5,000;  196  towns  under  2,500.  We  have  twenty-four  county 
medical  societies  which  can  be  divided  into  two  classes, 
those  which  are  organized  and  have  regular  meetings  with 
a definite  program  and  those  which  meet  only  occasion- 
ally and  do  not  have  a definite  progressive  program.  Of 
course,  the  medical  profession  makes  up  a very  small  part 
of  any  community  but  if  all  of  the  counties  had  medical 
societies  organized  and  functioning  properly,  and  all  of  the 
doctors  were  thoroughly  informed  on  the  problems  of  the 
day,  what  an  influence  they  could  wield  in  the  state. 

The  many  threats  against  organized  medicine,  which 
would  debase  our  profession  and  turn  it  into  a trade,  have 
not  been  without  some  benefit  for,  since  the  advent  of  these 
visionary  schemes  we  have  developed  a more  closely  knit 
organization  within  the  profession. 

Since  my  term  as  state  president  is  about  over,  I wish  to 
appeal  to  each  of  you  to  stay  loyally  in  the  ranks  of  organ- 
ized medicine  and  not  be  enticed  away  by  idealistic  prom- 
ises of  a more  abundant  life,  but  continue  to  strive  in  every 
possible  way  to  keep  alive  the  same  precepts  of  medical 
ethics  and  good  citizenship  which  have  always  been  ours. 

When  I took  office  at  the  beginning  of  this  year,  I asked 
for  harmony  and  unanimity  of  purpose  and  I now  ask  for 
a continuance  of  this  same  spirit  toward  our  incoming 
president,  Dr.  Penney.  I pledge  him  my  support. 


HOUSE  OF  DELEGATES 
First  Session 

The  meeting  of  the  House  of  Delegates  was  called  to 
order  at  9:00  a.m.,  by  the  President,  H.  E.  Rhodehamel,  in 
the  Davenport  Hotel.  Upon  calling  the  roll,  a quorum  was 
found  to  be  present.  The  minutes  of  the  1938  meeting  of 
the  House  of  Delegates  were  adopted  as  published  in  the 
October,  1938,  issue  of  Northwest  Medicine. 

Report  of  Secretary-Treasurer 

V.  W.  Spickard,  Secretary-Treasurer,  submitted  a detailed 
report  of  finances  for  the  calendar  year  1938  and  for  the 
period  January  1 through  July  31,  1939.  A summary  of  this 
report  is  given  below. 

Calendar  Year  1938 

General  Funds 

Net  receipts,  excluding  transfers  and  refunds. ...$16,349. 56 


Net  disbursements  15,746.36 


Excess,  receipts  over  disbursements $ 603.20 

Medical  Defense  Fund 

Total  receipts  $ 7,982.21 

Total  disbursements  4,990.65 


Excess,  receipts  over  disbursements $ 2,991.56 
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January  1-July  31,  1939 


General  Funds 

Total  receipts,  all  sources $16,441.65 

Total  disbursements  11,703.82 


Excess,  receipts  over  disbursements $ 4,737.83 

Medical  Defense  Fund 

Total  receipts  $ 5,136.20 

Total  disbursements  9,955.50 


Excess,  disbursements  over  receipts $ 4,819.30 


Note:  Disbursements  include  $7,500.00  for  purchase  of  se- 
curities. Excess  receipts  over  net  disbursements  was 
$2,680.70. 

Appointment  of  Resolutions  Committee 

The  President  announced  the  appointment  of  the  follow- 
ing Resolutions  Committee:  J.  H.  O’Shea,  Chairman;  W.  D. 
Read,  and  R.  L.  Zech.  He  announced  that  any  member 
could  appear  and  discuss  any  proposed  resolution  with  this 
Committee. 

REPORTS  OF  COMMITTEES 

All  committees  of  the  Association  submitted  written  re- 
ports of  their  activities  for  the  association  year.  A summary 
of  each  report,  together  with  the  action  taken  by  the  House 
of  Delegates,  is  given  below.  All  these  reports  are  now  on 
file  in  the  central  office. 

Board  of  Governors  of  the  Medical  Defense  Fund 

Membership  in  the  Medical  Defense  Fund  continued  to 
increase  during  the  year.  For  the  twelve  months  ending 
August  1,  1939,  subscriptions  were  received  from  723  mem- 
bers as  against  718  for  the  same  period  last  year.  As  of 
August  21,  1939,  there  was  a record  total  of  738  members. 
A resolution  was  submitted  with  the  report  asking  authority 
from  the  House  of  Delegates  for  the  Board  of  Governors 
to  revise  the  Regulations  of  the  Medical  Defense  Fund.  The 
report  was  adopted  and  the  resolution  was  referred  to  the 
Resolutions  Committee. 

By-Lows  Revision  Committee 

Certain  suggested  amendments  to  the  By-Laws  were  sub- 
mitted, and  the  committee  reported  that  other  changes  had 
been  considered,  but  that  definite  recommendations  thereon 
had  been  deferred  at  the  suggestion  of  the  Bureau  of  Legal 
Medicine  and  Legislation  of  the  American  Medical  Associa- 
tion pending  further  study.  The  committee  recommended 
that  a Committee  on  By-Laws  Revision  be  appointed  to 
make  the  necessary  further  study  and  to  report  at  the 
1940  session  of  the  House  of  Delegates.  The  report  was 
adopted  and  the  resolution  and  recommendations  contained 
therein  were  referred  to  the  Resolutions  Committee. 

C.  W.  Sharpies,  Chairman  of  the  Committee,  submitted 
two  additional  resolutions  upon  request  of  a member  of  the 
Association,  one  providing  three-year  appointments  upon  a 
staggered  basis  for  all  members  on  scientific  committees  of 
the  Association,  and  the  other  pertaining  to  the  appoint- 
ment of  a credentials  committee  for  the  House  of  Delegates. 
The  Secretary-Treasurer,  who  was  in  the  Chair  during  the 
absence  of  the  President,  referred  these  to  the  Resolutions 
Committee. 

Executive  Secretary  Committee 

Regular  meetings  have  been  held  semimonthly,  a total  of 
seventeen  having  been  held  to  date.  Policy  for  the  conduct 
of  the  central  office  is  determined  at  these  meetings,  ques- 
tions are  referred  to  the  Committee  for  decision  by  the 
executive  secretary,  and  association  bills  are  verified  for  pay- 
ment. The  Committee  refers  frequently  to  the  report  of  the 
proposed  duties  of  the  executive  secretary  adopted  by  the 


House  of  Delegates  last  year.  To  date,  the  executive  secre- 
tary, under  the  direction  of  the  Committee,  has  been  at- 
tempting to  perform  as  many  of  these  functions  as  possible. 
The  report  .was  ordered  placed  on  file. 

Finance  Committee 

A budget  was  prepared  for  the  Association  and  adopted 
by  the  Board  of  Trustees  in  November,  1938.  At  the  Janu- 
ary, 1939,  meeting  of  the  Board,  the  Committee  recom- 
mended that  the  fiscal  year  be  changed  to  the  calendar  year, 
that  the  previously  adopted  budget  be  cancelled,  and  that 
a newly  prepared  budget  be  adopted  for  the  fiscal  year  1939. 
A tentative  budget  was  submitted  for  the  fiscal  year  1940. 
The  report  was  adopted  and  ordered  placed  on  file. 

Group  Hospitalization  Committee 

An  intensive  study  of  group  hospitalization  was  made  and 
presented  to  the  Board  of  Trustees  on  January  8.  A copy 
of  this  study,  together  with  action  of  the  Board  of  Trustees 
thereon,  was  sent  later  in  a bulletin  from  the  Committee 
to  each  component  medical  society.  The  Chair  referred  the 
report  to  the  Resolutions  Committee  for  consideration. 

Industrial  Health  Committee 

An  attempt  has  been  made  to  study  the  status  of  indus- 
trial health  legislation  in  this  and  other  states.  This  study 
has  not  been  completed  to  date.  The  report  was  ordered 
placed  on  file. 

Industrial  Insurance  Committee 

The  Committee  cooperated  with  the  Department  of  Labor 
and  Industries  in  revising  the  rules  and  regulations  and  the 
fee  schedule  of  the  Department.  As  a result  of  conferences 
with  Mr.  J.  W.  Hoover,  recently  appointed  Director  of  the 
Department,  the  Committee  is  of  the  opinion  that  an  even 
closer  cooperation  between  the  Department  and  the  medical 
profession  of  this  state  can  now  be  achieved.  A full-time 
medical  director  has  been  added  to  the  staff  of  the  Depart- 
ment to  assist  in  the  administration  of  the  industrial  insur- 
ance law.  The  Chair  referred  the  report  to  the  Resolutions 
Committee  for  consideration. 

Legislative  Committee 

“No  laws  detrimental  to  the  interests  of  public  health  or 
of  scientific  medicine  were  enacted  at  the  last  session  of  the 
legislature,”  and  a report  was  submitted  on  the  status  of 
the  bills  pertaining  to  these  subjects  which  had  been  intro- 
duced at  the  session.  The  report  was  ordered  placed  on  file. 

Library  Committee 

A plan  has  been  worked  out  with  King  County  Medical 
Society  to  provide  library  facilities  to  nearby  societies.  The 
adoption  of  this  plan  has  been  under  consideration  by  sev- 
eral of  the  other  societies.  The  report  was  ordered  placed 
on  file. 

Maternal  and  Child  Welfare  Committee 

A roster  of  men  available  to  speak  on  maternal  and  child 
welfare  subjects  before  the  medical  profession  and  lay 
groups  has  been  compiled.  The  program  of  the  Committee 
includes  cooperation  in  the  May  Day  Program  of  the  State 
Department  of  Health,  enlisting  the  aid  of  the  Woman’s 
Auxiliary  in  securing  engagements  for  maternal  and  child 
welfare  speakers,  radio  broadcasting  of  maternal  and  child 
welfare  subjects,  and  making  of  various  surveys  looking 
towards  a reduction  in  infant  mortality. 

A resolution  defining  what  constitutes  “minimum  pre- 
natal care”  was  submitted  by  H.  H.  Skinner,  Chairman  of 
the  Committee.  The  Chair  referred  the  report  and  the  reso- 
lution to  the  Resolutions  Committee  for  consideration. 
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Narcotic  Committee 

During  the  legislative  session  bills  were  reviewed  which 
fell  within  the  province  of  the  Committee,  and  definite  rec- 
ommendations were  made  to  the  Legislative  Committee  re- 
garding some  of  them.  The  report  was  ordered  placed  on  file. 

Neoplastic  Committee 

The  Committee  reported  that  it  had  continued  to  bring 
the  fundamental  facts  concerning  cancer  to  the  laity  in  this 
state,  in  cooperation  with  the  Woman’s  Field  Army  of  the 
American  Society  for  the  Control  of  Cancer.  The  Chair 
stated  that  the  report  had  been  considered  by  the  Board  of 
Trustees,  and  the  Board  had  referred  the  report  to  the  Neo- 
plastic Committee  to  be  appointed  for  1940  with  the  sug- 
gestion: “That  the  Committee  be  more  active.” 

Postgraduate  Medical  Education  Committee 

An  outline  was  submitted  which  might  serve  as  a basis 
for  providing  postgraduate  medical  education  in  Washing- 
ton. In  addition  to  the  present  University  Graduate  Medi- 
cal Course,  the  outline  proposed  a circuit  course  of  lectures 
under  the  supervision  of  the  Committee,  providing  speak- 
ers from  the  membership  of  the  Association  to  supplement 
the  circuit  lecturers,  and  encouraging  the  scientific  com- 
mittees of  the  Association  to  engage  in  postgraduate  medi- 
cal activities.  The  report  was  ordered  referred  to  the  Reso- 
lutions Committee  for  consideration. 

Public  Health  and  Sanitation  Committee 

D.  G.  Evans,  Chairman,  made  the  report  for  the  Com- 
mittee. It  was  recommended  that  a Committee  on  Public 
Health  and  Sanitation  be  established  upon  a permanent 
basis  with  staggered  terms  of  service  provided  for  the 
members,  and  that  the  Association  go  on  record  as  empha- 
sizing the  importance  of  immunization,  and  the  necessity 
of  reporting  communicable  disease  cases  to  the  proper 
officials. 

The  Chair  referred  the  report  to  the  Resolutions  Com- 
mittee, and  suggested  that  a resolution  incorporating  these 
recommendations  be  drafted  and  submitted  to  the  Resolu- 
tions Committee  for  consideration. 

Public  Relations  Committee 

Clark  C.  Goss,  Chairman,  gave  the  report  for  the  Com- 
mittee, stating  that  the  activities  to  date  had  been  largely 
of  an  organization  nature,  and  submitted  a plan  to  carry 
out  the  activities  of  the  Committee  for  the  coming  Asso- 
ciation year.  A request  was  made  for  the  hiring  of  “an 
individual  familiar  with  such  work,  to  assist  in  the  activi- 
ties of  this  Committee.”  The  report  was  ordered  referred 
to  the  Resolutions  Committee  for  consideration. 

Radio  Committee 

During  the  season  of  1938-39  the  Committee  conducted 
a health  education  program  by  radio,  consisting  of  thirty 
broadcasts  of  fifteen  minutes  each.  They  were  released  over 
the  network  of  nine  stations  of  the  Mutual  Broadcasting 
System  in  this  state.  A request  for  an  appropriation  to  con- 
tinue the  work  of  the  Committee  and  to  permit  the  periodic 
purchasing  of  radio  time  for  the  purpose  of  discussing  mat- 
ters which  can  not  be  discussed  on  the  time  donated  by  the 
stations,  was  included  with  the  report. 

The  Chair  stated  the  Board  of  Trustees  had  recommended 
that  an  appropriation  of  $450  be  allowed  for  the  balance 
of  this  fiscal  year,  and  that  $1,000  be  allowed  for  the  cal- 
endar year  of  1940.  The  Committee  report,  together  with 
the  recommendation  of  the  Board  of  Trustees,  were  then 
referred  by  the  Chair  to  the  Resolutions  Committee  for 
consideration. 


Farm  Security  Administration 

A report  was  made  of  the  negotiations  with  representa- 
tives of  the  Farm  Security  Administration  during  the  past 
year.  These  culminated  in  the  adoption  by  the  Board  of 
Trustees  on  April  16,  of  a recommendation  to  the  compo- 
nent societies  “that  the  Board  of  Trustees  approves  their 
entering  into  contracts  to  supply  medical  care  for  F.S.A. 
clients,  embodying  principles  and  safeguards  as  recom- 
mended by  the  Resettlement  Committee,  and  that  any  such 
agreement  between  the  society  and  the  F.S.A.  be  subject  to 
the  approval  of  the  Board  of  Trustees  of  the  State  Medical 
Association.”  The  Chair  referred  the  report  to  the  Resolu- 
tions Committee  for  consideration. 

Scientific  Exhibits  Committee 
Twenty  scientific  exhibits  were  secured  for  the  Golden 
Jubilee  Meeting.  The  Committee  was  consulted  often  by 
the  central  office  regarding  the  technical  exhibit.  Thirty- 
five  spaces  were  provided  and  sold  in  the  latter  exhibit  for 
a total  of  $1,710,  which  was  more  than  double  the  amount 
received  from  such  source  last  year. 

Social  Hygiene  and  Syphilis  Control  Committee 
A recommendation  was  submitted  for  more  efficient 
committee  organization,  and  the  Committee  stated  that  it 
had  been  attempting  to  work  out  methods  of  closer  co- 
operation with  the  Venereal  Disease  Control  Division  of 
the  State  Department  of  Health,  and  had  outlined  a post- 
graduate medical  education  tour  on  syphilis  control  for  the 
coming  Association  year.  The  Chair  referred  the  report  to 
the  Resolutions  Committee  for  consideration. 

Committee  on  Study  of  Medical  Care 
The  Committee  was  appointed  in  April  to  cooperate  in 
the  A.M.A.  Study  of  Medical  Care.  After  due  considera- 
tion of  all  factors  involved,  it  was  decided  not  to  inaugu- 
rate this  particular  study  in  Washington. 

A resolution  was  submitted  requesting  that  a Committee 
on  the  Study  of  Medical  Care  be  appointed  to  survey  the 
existing  need  for  medical  service  and  to  work  out  a pro- 
gram for  providing  such  service  to  the  low-wage  earner  and 
his  family  upon  a prepayment  basis,  and  that  a special 
meeting  of  the  House  of  Delegates  be  called  later  to  con- 
sider the  report  and  the  recommendations  which  the  Com- 
mittee would  submit.  The  Chair  referred  the  report  and  the 
resolution  to  the  Resolutions  Committee  for  consideration. 

State  Planning  Council  Representatives 
The  representatives  reported  on  the  numerous  meetings 
held  with  the  Health  Section  of  the  State  Planning  Council 
prior  to  and  during  the  last  legislative  session.  An  attempt 
was  made  by  the  Health  Section  to  draft  a bill,  placing  the 
administration  of  the  medical  care  of  the  needy  under  the 
State  Department  of  Health.  Because  of  certain  legislative 
factors  this  year,  however,  it  was  considered  unwise  to  have 
the  measure  introduced,  as  it  might  tend  to  jeopardize  the 
appropriations  for  the  preventive  program  of  the  State  De- 
partment of  Health.  Other  meetings  have  been  held  since 
the  session  to  discuss  various  health  problems. 

Tuberculosis  Committee 

Many  lantern  slide  talks  on  tuberculosis  were  given  by 
the  members  of  the  Committee  before  lay  groups,  and  a 
program  devoted  entirely  to  tuberculosis  was  presented  to 
one-half  of  the  county  medical  societies  in  this  state.  The 
September  issue  of  Northwest  Medicine  was  to  be  a sym- 
posium on  tuberculosis.  The  Committee  interprets  numer- 
ous films  from  groups,  schools  and  colleges.  Instructions 
are  being  given  through  the  district  nurses’  organizations 
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and  a plan  is  being  worked  out  with  the  various  hospitals 
and  sanatoria  to  provide  more  adequate  training  for  the 
nurses  in  tuberculosis  care.  The  Committee  has  cooperated 
with  the  State  Department  of  Health  in  the  study  of  the 
various  phases  of  the  tuberculosis  problem,  particularly 
with  regard  to  standards  of  sanatorium  care  and  beds 
available  and  needed  for  tuberculosis  patients. 

Introduction  of  Guests 

The  President  introduced  Olin  West,  Secretary  and  Gen- 
eral Manager  of  the  American  Medical  Association;  C.  E. 
Sears.  President  of  the  Oregon  State  Medical  Society ; and 
Mr.  J.  W.  Hoover,  Director  of  the  Department  of  Labor 
and  Industries  of  the  State  of  Washington. 

Mr.  Hoover  made  a brief  address,  stressing  the  need  for 
the  cooperation  of  the  Department  with  the  medical  pro- 
fession. He  mentioned  the  appointment  of  a physician  to 
his  staff  to  assist  in  the  administration  of  the  industrial 
insurance  law,  and  indicated  that  he  would  be  pleased  to 
discuss  any  matters  regarding  the  relations  of  the  Depart- 
ment and  the  medical  profession  with  the  Industrial  Insur- 
ance Committee  of  the  Association,  or  any  matters  per- 
taining to  individual  members  with  the  members  themselves. 
Dr.  Rhodehamel  then  expressed  to  Mr.  Hoover  the  appre- 
ciation of  the  medical  profession  for  the  work  which  Mr. 
Hoover  is  doing  in  the  Department. 

Dr.  David  C.  Cowan  of  Spokane,  a member  of  the  Com- 
mittee on  Medicine,  Dentistry,  Pure  Food  and  Drugs  of  the 
House  of  Representatives  at  the  last  legislature,  was  intro- 
duced as  a friend  of  the  medical  profession.  He  spoke  briefly 
of  the  situation  at  the  last  legislature  and  welcomed  the 
visiting  members  of  the  profession  to  Spokane. 

Appointment  of  Necrology  Committee 

Dr.  Spickard  in  the  Chair  appointed  O.  A.  Thomle  of 
Everett  and  C.  R.  McCreery  of  Tacoma  to  be  members  of 
the  Necrology  Committee,  and  requested  that  they  prepare 
a suitable  resolution  for  adoption  at  the  next  meeting  of 
the  House  of  Delegates. 

Arrangements  for  Future  State  Meetings 

Dr.  Spickard  requested  some  discussion  from  the  members 
regarding  arrangements  for  future  state  meetings,  asking  as 
to  the  advisability  of  lengthening  the  meeting,  of  changing 
the  order  so  that  the  golf  day  would  come  at  the  end  of 
the  meeting,  and  as  to  means  of  preventing  conflict  of  meet- 
ings of  the  House  of  Delegates  with  the  scientific  sessions. 

Dr.  Sharpies  mentioned  the  possibility  of  having  a three- 
day  session,  devoting  the  first  day  entirely  to  the  business 
of  the  Association,  the  second  day  strictly  to  the  scientific 
session,  with  a morning  meeting  of  the  House  of  Delegates 
on  the  third  day  while  the  scientific  session  is  in  progress, 
and  devoting  the  afternoon  of  the  third  day  strictly  to  the 
scientific  program.  The  possibility  of  starting  the  meeting 
in  the  midweek  and  having  the  golf  program  at  the  end  of 
the  meeting  was  discussed  by  C.  W.  Knudson.  A.  P.  Duryee 
suggested  that  the  meeting  should  be  before  the  annual 
meeting  of  the  American  Medical  Association,  or  perhaps  a 
meeting  of  the  House  of  Delegates  only  should  be  held  at 
that  time,  with  a later  meeting  of  the  Association  for  the 
purpose  of  scientific  assembly. 

It  was  decided  to  appoint  a committee  to  draw  up  a 
resolution  regarding  this  matter  for  submission  to  the  Reso- 
lutions Committee.  Dr.  Rhodehamel  later  appointed  C.  W. 
Sharpies,  Chairman;  M.  S.  Jared  and  Fred  Sprowl  to  this 
special  committee. 


Report  of  Woman's  Auxiliary 

Dr.  Rhodehamel  presented  Mrs.  R.  E.  Ahlquist,  Presi- 
dent of  the  Woman’s  Auxiliary  to  Washington  State  Medi- 
cal Association.  Mrs.  Ahlquist  reported  the  objectives  of  the 
Auxiliary  were:  (1)  to  interpret  the  aims  of  the  medical 
profession  to  other  organizations  interested  in  the  promo- 
tion of  health  education;  (2)  to  assist  in  entertainment  at 
the  sessions  of  Washington  State  Medical  Association;  (3) 
to  encourage  friendliness  among  the  families  of  the  medical 
profession;  and  (4)  to  do  work  approved  by  the  Advisory 
Council  of  Washington  State  Medical  Association. 

She  mentioned  that  fourteen  county  auxiliaries  are  now 
organized  with  a present  membership  of  720,  an  increase  of 
119  members  over  last  year.  At  least  one  public  relations 
meeting  was  held  in  each  county  in  which  leaders  of  lay 
groups  were  guests.  Other  functions  of  the  Auxiliary  in- 
clude a program  of  intensive  self-education,  the  study  and 
discussion  of  socialized  medicine,  of  the  basic  science  law. 
and  of  public  health  departments. 

The  Hygeia  Committee  received  914  subscriptions,  an 
increase  of  253.  Under  the  auspices  of  the  Legislative  Com- 
mittee, at  least  one  meeting  was  held  in  each  county  and 
members  of  the  Auxiliary  assisted  in  the  defeat  of  certain 
measures  contrary  to  the  best  interests  of  public  health  at 
the  last  session. 

Recommendations  were  submitted  that  the  Association 
go  on  record  as  urging  each  doctor  in  the  state  to  subscribe 
to  Hygeia,  and  to  place  his  membership  with  the  Auxiliary, 
that  each  medical  society  become  acquainted  with  the  pro- 
gram of  the  Auxiliary  and  give  support  by  encouraging 
every  doctor’s  wife  to  become  an  active  member,  that  space 
be  provided  in  the  central  office  for  files  of  the  Auxiliary, 
and  that  an  annual  appropriation  of  $150  be  made  to  it. 

Dr.  Rhodehamel  thanked  Mrs.  Ahlquist  for  appearing 
and  referred  the  recommendations  to  the  Resolutions  Com- 
mittee. 

Speaker  for  the  House  of  Delegates 

Dr.  Sharpies  mentioned  that  the  President  of  the  Associa- 
tion had  requested  him  to  introduce  an  amendment  to  the 
By-Laws  providing  for  a Speaker  of  the  House  of  Dele- 
gates. Dr.  Rhodehamel  spoke  on  the  necessity  of  such  an 
official. 

It  was  decided  that  the  matter  should  be  referred  to  the 
Resolutions  Committee,  and  that  the  Committee  which  was 
appointed  to  consider  the  arrangement  for  state  meetings 
of  the  Association  should  be  instructed  to  draft  the  neces- 
sary amendments  to  the  By-Laws  and  submit  them  to  the 
Resolutions  Committee. 

Resolutions  Introduced  by  the  Board  of  Trustees 

The  Board  of  Trustees  introduced  four  resolutions  which 
had  been  approved  by  the  Board  at  the  meeting  on  August 
27,  1939. 

One  prohibited  the  exhibiting  at  future  meetings  of  ar- 
ticles which  had  been  disapproved  by  any  Council  of  the 
American  Medical  Association ; another  granted  a perma- 
nent charter  to  the  reorganized  Snohomish  County  Medical 
Society,  Inc. ; another  expressed  the  desire  of  the  Association 
for  an  appropriation  by  Congress  to  construct  an  Army 
Medical  Library  and  Museum  Building  in  Washington,  D. 
C. ; and  the  other  provided  that  the  Association  become  a 
participating  member  of  the  Pacific  States  Medical  Execu- 
tives Conference. 

These  resolutions  were  referred  to  the  Resolutions  Com- 
mittee with  a recommendation  for  favorable  action,  and 
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the  meeting  was  then  adjourned  until  9:00  a.m.  the  fol- 
lowing day. 


August  30 

The  scientific  session  and  entertainment  proceeded  ac- 
cording to  the  official  program. 


Second  Session 

The  meeting  of  the  House  of  Delegates  was  called  to 
order  at  9:15  a.m.  by  the  President,  H.  E.  Rhodehamel,  in 
the  Davenport  Hotel.  Upon  calling  the  roll,  a quorum  was 
found  to  be  present. 

Report  of  Necrology  Committee 

The  Necrology  Committee  submitted  the  following  report 
which  was  adopted. 

Whereas,  twenty-three  of  our  members  have  passed  to  the 
Great  Beyond  since  the  1938  meeting  of  this  Association, 
be  it, 

Resolved,  that  the  House  of  Delegates  of  the  Washington 
State  Medical  Association  recognize  the  demise  of  these 
former  fellow  members  and  instruct  the  Secretary-Treasurer 
to  inscribe  with  honor  and  regret  the  following  names  upon 
the  records  of  the  Association: 

Louis  Maxson,  of  Seattle,  age  55,  died  October  3,  1938. 

Owen  Taylor,  of  Kent,  age  72,  died  October  3,  1938. 

E.  A.  Layton  of  Seattle,  age  65,  died  October  6,  1938. 

F.  W.  Nagler,  of  Yakima,  age  72,  died  October  8,  1938. 

C.  E.  Chandler,  of  Mukilteo,  age  55,  died  October  12, 

1938. 

J.  E.  Vanderpool,  of  Bellingham,  age  72,  died  October  29, 

1938. 

Andrew  Otteraaen,  of  Wenatchee,  age  55,  died  October 

30,  1938. 

H.  E.  Frost,  of  Anacortes,  age  59,  died  November  21, 

1938. 

C.  K.  Merriam,  of  Spokane,  age  90,  died  December  6, 

1938. 

G.  W.  Swift,  of  Seattle,  age  56,  died  December  18,  1938. 

D.  A.  Hewitt,  of  Spokane,  age  58,  died  December  27, 1938. 

Allen  Bonebrake,  of  Goldendale,  age  86,  died  December 

31,  1938. 

T.  T.  Dawson,  of  Seattle,  age  66.  died  January  12,  1939. 

J.  E.  Drury,  of  Wenatchee,  age  64.  died  February  7,  1939. 

E.  A.  Gerhart,  of  Seattle,  age  60,  died  February  28,  1939. 

C.  E.  Koenig,  of  Seattle,  age  57,  died  March  17,  1939. 

J.  G.  Cunningham  of  Spokane,  age  67,  died  March  27, 

1 939. 

E.  J Callow,  of  Seatte,  age  56.  died  May  1,  1939. 

H.  H.  Hewitt,  of  Seattle,  age  60,  died  May  18,  1939. 

F.  R.  Underwood  of  Seattle,  age  69,  died  May  29,  1939. 

B.  F.  Brooks,  of  LaConner,  age  62,  died  May  31,  1939. 

C.  F.  Stafford,  of  Cle  Elum,  age  52,  died  July  6,  1939. 

J.  S.  Davies  of  Tacoma,  age  60,  died  July  11,  1939. 

RESOLUTIONS 

Dr.  O’Shea,  Chairman  of  the  Committee,  presented  the 
following  report  of  the  Resolutions  Committee.  Before 
reading  the  report,  he  expressed  his  appreciation  for  the 
splendid  cooperation  given  by  the  other  two  members  of 
the  Committee,  Dr.  Read  and  Dr.  Zech,  who  were  untiring 
in  their  efforts.  This  report  was  duly  adopted  section  by 
section,  except  where  otherwise  indicated  in  these  proceed- 
ings. 

Your  Committee  on  Resolutions,  to  whom  was  referred 
various  matters,  has  had  the  same  under  consideration  and 
wishes  to  submit  the  following  report. 

Medical  Defense  Fund 

The  Committee  recommends  the  adoption  of  the  follow- 
ing resolution  submitted  by  the  Board  of  Governors  of  the 
Medical  Defense  Fund: 

Whereas:  There  is  a definite  need  for  revisions  in  the 
Regulations  of  the  Medical  Defense  Fund;  and 


Whereas:  The  Board  of  Governors  has  been  working  on 
such  revisions  during  the  past  few  months  and  has  sub- 
mitted a draft  of  the  same  to  the  Bureau  of  Legal  Medicine 
and  Legislation  of  the  American  Medical  Association,  and 
this  Bureau  has  suggested  the  advisability  of  making  further 
study  before  final  adoption  of  the  revisions ; and 

Whereas:  To  avoid  possible  involvements  it  is  essential 
that  the  Medical  Defense  Fund  start  operating  under  re- 
vised regulations  as  soon  as  possible;  therefore  be  it 
Resolved:  That  the  House  of  Delegates  authorize  the 
Board  of  Governors  to  revise  the  Regulations  of  the  Medi- 
cal Defense  Fund  with  the  advice  and  aid  of  counsel  and 
in  cooperation  with  the  Bureau  of  Legal  Medicine  and 
Legislation ; and  be  it  further 

Resolved:  That  these  revisions  be  submitted  to  the  Board 
of  Trustees  of  Washington  State  Medical  Association  for 
approval,  and  that  the  Medical  Defense  Fund  be  permitted 
to  operate  under  the  revised  regulations  as  soon  as  the 
Board  of  Trustees  approve  them,  subject  to  final  action  by 
the  House  of  Delegates  at  the  next  meeting. 

The  Committee  recommends  the  adoption  of  the  three 
following  resolutions  referred  with  recommendations  for 
favorable  action  from  the  House  of  Delegates: 

Army  Medical  Library 

Resolved:  That  Washington  State  Medical  Association 
record  its  approval  of  the  law  enacted  by  the  Seventy-fifth 
Congress,  authorizing  the  Secretary  of  War  to  construct  a 
building  to  replace  the  present  Army  Medical  Library  and 
Museum  Building; 

That  it  express  the  desire  of  the  medical  profession  of 
this  state  for  an  appropriation  adequate  to  carry  out  the 
provisions  of  this  law ; 

That  copies  of  this  resolution  be  sent  to  the  President  of 
the  United  States,  the  Secretary  of  War,  the  Director  of  the 
Budget,  the  Surgeon  General  of  the  Army,  and  to  each 
member  of  the  Washington  Congressional  delegation. 

Snohomish  County  Medical  Society,  Inc. 

Whereas:  Snohomish  County  Medical  Society  was  dis- 
banded March  9,  1939,  and  Snohomish  County  Medical  So- 
ciety, Inc.,  was  organized  in  its  place;  and 

Whereas:  The  Board  of  Trustees  has  approved  the  Con- 
stitution and  By-Laws  of  the  new  Society,  as  required  un- 
der Article  IV,  Sec.  3,  of  the  By-Laws  of  this  Association, 
and  granted  it  a temporary  charter  at  the  April  16,  1939, 
meeting  of  the  Board  of  Trustees;  therefore  be  it 

Resolved:  That  the  House  of  Delegates  issue  a perma- 
nent charter  to  the  Snohomish  County  Medical  Society,  Inc. 

Approved  Exhibits 

Resolved:  That  no  appliances,  articles  or  medicines,  which 
are  on  the  disapproved  list  of  any  Council  of  the  American 
Medical  Association,  be  permitted  to  be  exhibited  at  any 
future  meeting  of  Washington  State  Medical  Association. 

Medical  Executives  Conference 
The  Committee  recommends  the  adoption  of  the  follow- 
ing resolution  in  place  of  the  resolution  which  was  referred 
with  recommendations  for  favorable  action  from  the  Board 
of  Trustees: 

Resolved:  That  Washington  State  Medical  Association 
become  a participating  member  of  the  Pacific  Sfates  Medi- 
cal Executives  Conference,  provided  that  a budget  for  this 
purpose  be  submitted  to  the  Finance  Committee  for  its  ap- 
proval before  any  expenses  are  incurred. 

Committee  on  Industrial  Insurance 
The  Committee  has  read  with  great  interest  the  report  of 
the  Committee  on  Industrial  Insurance  and  heartily  ap- 
proves of  the  action  taken  by  the  Committee  in  working 
for  “closer  cooperation  between  the  Department  of  Labor 
and  Industries  and  the  medical  profession  of  this  state,”  and 
recommends  the  adoption  of  the  following  resolution: 
Resolved:  That  a Committee  on  Industrial  Insurance  of 
five  members  be  appointed  by  the  Board  of  Trustees  to 
represent  the  Association  in  all  dealings  with  the  Depart- 
ment of  Labor  and  Industries  in  this  state. 
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The  Committee  recommends  that  the  report  of  the  Group 
Hospitalization  Committee  be  placed  on  file  for  further 
consideration  of  the  Board  of  Trustees. 

Articles  of  Incorporation 

The  Committee  recommends  the  adoption  of  the  follow- 
ing resolutions  submitted  by  the  Committee  on  By-Laws 
Revision: 

Resolved.-.  That  the  House  of  Delegates  empower  the 
Board  of  Trustees  and  its  officers  to  make  such  changes  in 
the  Articles  of  Incorporation  as  may  seem  to  be  advisable. 

Maternal  and  Child  Welfare  Committee 

The  Committee  has  considered  the  resolution  submitted 
by  the  Maternal  and  Child  Welfare  Committee  and  appre- 
ciates the  great  value  of  the  work  being  performed,  and 
recommends  that  the  House  of  Delegates  urge  the  Maternal 
and  Child  Wlfare  Committee  to  continue  in  its  important 
educational  program. 

The  Committee  has  considered  the  report  of  the  Resettle- 
ment Committee  on  the  Farm  Security  Administration  plan 
and  recommends  that  it  be  placed  on  file. 

The  Committee  has  considered  the  report  of  the  Com- 
mittee on  Social  Hygiene  and  Syphilis  Control  and  recom- 
mends that  it  be  placed  on  file. 

The  Committee  has  considered  the  request  for  informa- 
tion from  King  County  Medical  Society  relative  to  requir- 
ing United  States  citizenship  as  a prerequisite  to  member- 
ship in  a county  medical  society  and  wishes  to  inform  the 
Society  that  information  on  this  subject  is  available  in, 
and  may  be  secured  from,  the  files  of  the  Central  Office  of 
the  Association. 

Woman's  Auxiliary 

The  Committee  has  studied  carefully  the  report  of  the 
President  of  the  Woman’s  Auxiliary  to  Washington  State 
Medical  Association  and  recommends  the  adoption  of  the 
following  resolution: 

Resolved:  That  the  Association  urge  each  doctor  in  the 
state  to  subscribe  to  Hygeia  and  to  place  his  subscription 
with  the  Auxiliary ; that  County  Medical  Societies  acquaint 
themselves  with  the  program  of  the  auxiliaries  and  give 
them  support  by  encouraging  each  doctor’s  wife  to  become 
an  active  member ; and  be  it  further 

Resolved : That  an  appropriation  of  $150  be  granted  to 
the  Woman’s  Auxiliary  to  Washington  State  Medical  Asso- 
ciation. 

Study  of  Medical  Care 

The  Committee  has  considered  carefully  the  report  and 
the  resolutions  submitted  by  the  Committee  on  the  Study  of 
Medical  Care  and  recommends  the  adoption  of  the  follow- 
ing resolution: 

Whereas:  A study  has  been  made  previously  in  Pierce 
County  of  the  medical  care  received  by  27,000  families,  and 
data  regarding  the  medical  care  received  by  the  medically 
needy  in  this  state  are  available  in  the  files  of  the  State 
Planning  Council;  and 

Whereas:  The  cost  of  a study  of  medical  care  such  as  is 
contemplated  in  the  resolutions  of  the  Committee  on  the 
Study  of  Medical  Care  would  be  prohibitive;  be  it 

Resolved:  That  a Committee  on  the  Study  of  Medical 
Care  be  appointed  by  the  President  to  study  the  informa- 
tion already  available  and  to  report  thereon  to  some  future 
meeting  of  the  Board  of  Trustees. 

Speaker  for  House  of  Delegates 

The  Committee  recommends  the  adoption  of  the  follow- 
ing resolution  based  on  the  report  of  the  Special  Committee 
appointed  to  suggest  amendments  to  provide  for  a speaker 
of  the  House  of  Delegates: 

Resolved:  That,  pending  a complete  revision  of  the  By- 


Laws,  this  House  of  Delegates  elect  a Speaker  of  the  House 
of  Delegates  to  serve  in  that  capacity  during  the  1940  ses- 
sion of  the  House  of  Delegates. 

Public  Health  and  Sanitation 
The  Committee  has  studied  carefully  the  report  and  the 
resolutions  submitted  by  the  Committee  on  Public  Health 
and  Sanitation  and  recommends  the  adoption  of  the  fol- 
lowing resolution: 

Whereas:  The  work  of  the  Committee  on  Public  Health 
and  Sanitation  should  be  based  on  a program  of  continuity 
and  planned  direction  and  organization ; and 

Whereas:  The  best  possible  coordination  should  be  de- 
veloped and  promoted  in  the  public  health  efforts  of  the 
private  physicians  and  the  official  health  agencies,  local  and 
state;  and 

Whereas:  Certain  major  public  health  problems,  as  re- 
ported by  the  Committee,  are  found  to  exist  in  the  State 
of  Washington;  be  it 

Resolved:  That  a Committee  on  Public  Health  and  Sani- 
tation, consisting  of  five  members,  be  elected  by  the  Board 
of  Trustees,  and  that  the  term  of  those  members  shall  be 
for  three  years,  provided  that  at  the  first  election  one  shall 
be  elected  for  a one-year  term,  two  for  two  years,  and  two 
for  three  years;  and  be  it  further 

Resolved:  That  the  Association  urge  the  component  medi- 
cal societies  to  develop  a program  of  education  for  physi- 
cians, stressing  the  importance  of  a program  for  immunizing 
all  children  in  the  first  year  of  life  against  communicable 
diseases,  particularly  smallpox  and  diphtheria,  in  coopera- 
tion with  the  state  and  local  health  departments;  and  be  it 
further 

Resolved:  If  a child  is  not  immunized  by  the  time  it  first 
attends  school,  the  Association  urge  the  component  medical 
societies  to  lend  their  support  to  the  local  health  department 
in  the  immunizing  of  such  child ; and  be  it  further 

Resolved:  That  the  Association  adopt  as  its  policy  the 
proper  reporting  by  physicians  of  deaths  and  all  cases  of 
communicable  diseases  to  the  local  and  state  health  depart- 
ments as  are  required  by  the  laws  of  this  state  and  by  the 
rules  and  regulations  of  the  State  Board  of  Health. 

Radio  Committee 

The  Committee  has  considered  the  resolution  from  the 
Radio  Committee,  together  with  the  recommendations  of 
the  House  of  Delegates,  and  recommends  the  adoption  of 
the  following  resolution: 

Resolved:  That  an  appropriation  of  $450  be  granted  for 
carrying  on  the  work  of  the  Radio  Committee  for  the  bal- 
ance of  the  fiscal  year  1939,  and  that  an  appropriation  of 
$1,000  be  granted  for  this  purpose  for  the  fiscal  year  1940; 
and  be  it  further 

Resolved:  That  the  Radio  Committee  be  urged  to  use  the 
facilities  of  the  central  office  of  the  Association  for  sup- 
plies, stenographic  and  script  writing,  and  that  its  actual 
expenditures  be  reduced  by  the  amount  of  aid  received  from 
the  central  office;  and  be  it  further 

Resolved:  That  the  Association  disapprove  of  the  prin- 
ciple of  purchasing  of  radio  time. 

E.  A.  Nixon  spoke  of  the  value  of  the  radio  work  of  the 
Association  and  of  the  necessity  for  purchasing  radio  time 
for  the  purpose  of  presenting  certain  controversial  subjects 
which  cannot  be  presented  on  the  time  donated  by  the 
radio  stations  and  moved:  “That  the  last  resolving  clause 
be  deleted  before  the  adoption  of  the  resolution.”  After 
general  discussion,  a vote  was  taken  and  the  motion  was 
carried.  A vote  was  then  taken  on  the  adoption  of  the 
resolution  as  amended.  Carried. 

Postgraduate  Medical  Education 
The  Committee  has  studied  carefully  the  report  of  the 
Committee  on  Postgraduate  Medical  Education  and  rec- 
ommends the  adoption  of  the  following  resolution: 

Whereas:  The  House  of  Delegates  of  the  American  Medi- 
cal Association  in  May,  1939,  concurred  in  the  opinion  that 
“the  attention  of  the  constituent  state  societies  of  the  Asso- 
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ciation  should  be  called  to  the  great  importance  of  con- 
trolling the  direction  of  programs  of  postgraduate  educa- 
tion”; and 

Whereas : A need  for  a program  of  postgraduate  medical 
education  exists  in  this  state ; be  it 

Resolved : That  a program  for  providing  postgraduate 
medical  education  in  the  State  of  Washington  be  developed 
by  the  Postgraduate  Medical  Education  Committee  under 
the  general  supervision  of  the  Board  of  Trustees. 

Revision  of  By-Laws 

The  Committee  recommends  the  adoption  of  the  follow- 
ing resolution,  based  on  a recommendation  contained  in  the 
report  of  the  Committee  on  By-Laws  Revision: 

Resolved : That  a Committee  on  By-Laws  Revision  be 
appointed  by  the  President  to  continue  the  study  of  the 
By-Laws  and  to  report  to  the  1940  session  of  the  House  of 
Delegates. 

The  Committee  has  studied  carefully  the  attached  report 
of  the  Committee  on  By-Laws  Revision  proposing  certain 
amendments  to  the  By-Laws  of  this  Association.  The  rec- 
ommendations of  the  Resolutions  Committee  upon  each 
proposed  amendment  follows: 

The  Committee  recommends  the  repeal  of  present  Article 
II  and  the  adoption  of  the  following: 

ARTICLE  II  — PURPOSE 

The  purpose  for  which  this  Association  is  formed  is  to 
advance  the  science  and  art  of  medicine  and  the  better- 
ment of  public  health. 

The  Committee  recommends  that  the  word  “active”  be 
inserted  before  the  word  “members”  in  the  first  line  of 
Section  1 of  Article  III. 

The  Committee  recommends  the  adoption  of  the  follow- 
ing section  in  lieu  of  present  Section  2 of  Article  III: 

Sec.  2.  The  active  members  shall  be  those  members  in 
good  standing  in  the  component  societies,  whose  annual 
dues  have  been  received  by  the  Secretary-Treasurer  of  the 
Association,  in  accordance  with  the  provisions  of  these 
By-Laws. 

The  Committee  recommends  the  adoption  of  the  follow- 
ing section  in  lieu  of  present  Section  4 of  Article  III: 

Sec.  4.  The  fellows  shall  be  those  members  who  have  been 
in  good  standing  in  the  Association  for  20  years,  and  the 
Secretary-Treasurer  each  year  shall  place  all  eligible  mem- 
bers on  the  roll  of  fellows. 

The  Committee  recommends  the  adoption  of  the  following 
sec.ion  in  lieu  of  present  Section  3 of  Article  IV: 

Sec.  3.  Charters  shall  be  issued  by  the  Board  of  Trustees 
and  shall  be  signed  by  the  President  and  Secretary-Treasurer 
of  the  Association. 

The  Committee  recommends  the  adoption  of  the  following 
section  in  lieu  of  present  Section  5 of  Article  IV: 

Sec.  5.  The  secretary  of  each ‘component  society  shall  keep 
a roster  of  its  members,  in  which  shall  be  shown  the  full 
name,  address,  date  of  birth,  college  and  date  of  graduation, 
and  the  date  of  license  to  practice  in  this  state.  He  shall 
forward  to  the  central  office  of  the  Association  each  month 
the  Association  dues  collected  from  the  members,  together 
with  such  data  as  may  be  required  by  the  Association. 

The  Committee  recommends  the  adoption  of  the  following 
section  in  lieu  of  present  Section  7 of  Article  V: 

Sec.  7.  When  a member  in  good  standing  in  a component 
society  moves  into  the  jurisdiction  of  another  component 
society  in  this  state,  he  shall  be  given  without  cost,  at  his 
request,  a written  certificate  of  his  good  standing  to  the  end 
of  the  current  year  by  the  secretary  of  his  society.  Pending 
his  acceptance  or  rejection  by  the  society  into  whose  juris- 
diction he  moves,  such  member  shall  be  in  good  standing  in 
the  society  from  which  he  removed  and  in  this  Association 
only  to  the  end  of  the  period  respectively  for  which  his 
dues  have  been  paid,  and  his  name  shall  then  be  dropped 
automatically  from  the  rolls  of  the  society  of  which  he  was 
formerly  a member. 


The  Committee  recommends  the  adoption  of  a new  sec- 
tion to  be  numbered  Sec.  8 of  Article  V and  the  renumber- 
ing of  present  Sec.  8 and  Sec.  9 to  Sec.  9 and  Sec.  10  re- 
spectively. 

Sec.  8.  In  the  event  a component  society  is  formed  and 
issued  a charter,  all  active  members  of  the  Association 
within  that  jurisdiction  automatically  become  members  of 
that  society. 

The  Committee  recommends  the  adoption  of  the  following 
section  in  lieu  of  present  Section  4 of  Article  VII: 

Sec.  4.  The  Secretary-Treasurer  shall  attend  all  meetings 
of  the  Association  and  shall  keep  minutes  of  its  proceedings. 
He  shall  be  custodian  of  all  records,  books  and  papers  be- 
longing to  the  Association,  and  shall  conduct  its  official 
correspondence,  notifying  members  of  meetings,  officers  of 
their  election,  committees  of  their  appointment  and  duties. 
He  shall  provide  for  the  registration  of  members  at  annual 
sessions  and  keep  a record  of  members  registered  at  each 
annual  session.  He  shall  charge  upon  the  books  the  dues  of 
each  member  of  the  component  societies,  and  shall  demand 
and  receive  all  funds  due  the  Association,  together  with  be- 
quests and  donations.  He  shall  pay  out  of  the  treasury  only 
such  amounts  as  are  approved  by  the  Executive  Secretary 
Committee.  He  shall  be  bonded  always  for  the  full  amount 
in  his  possession. 

Under  the  supervision  of  the  Finance  Committee,  he  shall 
invest  the  funds  under  his  care  only  in  the  highest  grade 
bonds,  such  as  the  obligations  of  the  United  States  and 
Canada,  the  obligations  of  the  different  states  of  this  coun- 
try or  the  provinces  of  Canada,  under  ylng  mortgages  of 
trunk  line  railroads,  or  bonds  of  public  utili.y  companies 
and  industrial  corporations  which  are  given  a rating  AAA 
by  such  investors’  services  as  Moody’s.  Generally  speaking, 
investment  of  these  funds  should  be  limited  to  securities 
qualified  for  investment  in  savings  banks  in  the  State  of 
New  York,  Massachusetts  and  Connecticut. 

The  Secretary-Treasurer  shall  make  an  annual  report  of 
funds  in  his  possession  to  the  Board  of  Trustees.  He  shall 
subject  his  accounts  to  examination  by  a certified  account- 
ant as  of  December  31  of  each  year,  and  shall  make  an 
annual  report  of  his  activities  to  the  Association.  He  may 
secure  such  assistance  as  may  be  ordered  by  the  Board  of 
Trustees.  He  shall  be  secretary  ex-officio  of  the  House  of 
Delegates,  of  the  Board  of  Trustees,  and  of  the  Board  of 
Governors  of  the  Medical  Defense  Fund.  He  shall  report 
annually  all  deaths  occurring  in  the  membership  of  the 
Association  and  shall  perform  such  other  duties  as  may  be 
assigned  to  him. 

The  Committee  recommends  the  adoption  of  the  following 
section  to  be  numbered  Sec.  5 of  Article  VII: 

Sec.  5.  The  Assistant  Secretary  shall  perform  such  duties 
as  may  be  assigned  to  him  by  the  Board  of  Trustees  or  by 
the  House  of  Delegates,  and  in  the  absence  of  the  Secretary- 
Treasurer  he  shall  perform  the  duties  of  the  Secretary- 
Treasurer. 

The  Committee  recommends  the  repeal  of  present  Article 
XI  and  the  adoption  of  a new  Article  XI  with  the  follow- 
ing sections: 

ARTICLE  XI— COMMITTEES 

Sec.  1.  All  Committees  shall  be  appointed  by  the  Presi- 
dent, subject  to  the  approval  of  the  Board  of  Trustees,  ex- 
cept such  as  may  be  otherwise  provided  for  by  these  By- 
Laws,  by  the  House  of  Delegates  or  by  the  Board  of  Trus- 
tees. All  committee  appointments  made  by  the  President 
shall  be  submitted  for  consideration  at  the  next  meeting  of 
the  Board  of  Trustees. 

Sec.  2.  The  annual  reports  of  all  standing  committees 
shall  be  made  in  writing. 

Sec.  3.  The  standing  committees  shall  be  as  follows: 

1.  Board  of  Governors  of  the  Medical  Defense  Fund 

2.  Scientific  Work 

3.  Finance 

4.  Legislative 

5.  Public  Relations 

6.  Executive  Secretary 

7.  Northwest  Medicine 

8.  Postgraduate  Medical  Education. 
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Sec.  3 (a).  The  Board  of  Governors  of  the  Medical  De- 
fense Fund  shall  consist  of  the  President,  Secretary-Treas- 
urer, and  Assistant  Secretary-Treasurer  of  the  Association, 
and  one  member  elected  from  each  of  the  six  governor 
districts.  The  elected  members  shall  serve  for  a three-year 
term,  and  two  members  shall  be  nominated  by  the  Board 
of  Trustees  and  elected  by  the  House  of  Delegates  each 
year.  The  Board  of  Trustees  shall  designate  one  of  the  elec- 
tive members  as  chairman.  The  Board  of  Governors  shall 
direct  the  management  of  the  Washington  State  Medical 
Association  Medical  Defense  Fund. 

Sec.  3 (b).  The  Scientific  Work  Committee  shall  consist 
of  two  elective  members,  with  the  President  and  a member 
of  the  Executive  Secretary  Committee  being  members  ex- 
officio,  the  President  serving  as  chairman.  The  elected  mem- 
bers shall  serve  for  a two-year  term,  and  one  member  shall 
be  elected  by  the  Board  of  Trustees  each  year,  provided 
that  at  the  first  election  one  member  shall  be  elected  for  a 
one-year  term  and  one  for  two  years.  Thereafter,  the  mem- 
ber to  be  elected  each  year  shall  be  elected  from  the  mem- 
bership of  the  society  of  the  county  in  which  the  next 
annual  meeting  of  the  Association  will  be  held. 

The  Committee  shall  have  charge  of  preparing  the  pro- 
gram for  the  annual  meeting  and  also  of  the  scientific 
exhibits.  The  proposed  program  shall  be  submitted  to  the 
central  office  not  less  than  one  month  before  the  date  of  the 
annual  meeting.  The  Committee  shall  be  the  editing  agent 
of  the  Association  and  shall  arrange,  if  ordered  by  the 
House  of  Delegates,  for  the  proper  publication  of  the  trans- 
actions of  the  Association  in  its  official  organ.  It  shall  make 
available  to  the  Public  Relations  Committee  such  papers 
and  material  as  may  be  required.  It  may  delegate  its  powers 
as  it  sees  fit. 

Sec.  3 (c).  The  Finance  Committee  shall  consist  of  three 
members  who  shall  serve  for  a three-year  term,  and  one 
member  shall  be  nominated  by  the  Board  of  Trustees  and 
elected  by  the  House  of  Delegates  each  year.  It  shall  super- 
vise the  funds  and  investments  and  all  expenditures  of  the 
Association.  The  Committee  shall  designate  its  own  chair- 
man. 

Sec.  3 (d).  The  Legislative  Committee  shall  consist  of 
three  members  elected  by  the  Board  of  Trustees,  with  the 
President  and  the  Chairman  of  the  Public  Relations  Com- 
mittee being  members  ex-officio.  Two  of  the  elected  mem- 
bers shall  serve  a two-year  term  and  one  a one-year  term. 
The  Board  of  Trustees  shall  designate  one  of  the  elective 
members  as  chairman. 

The  Committee  shall  review  and  study  all  legislation  per- 
taining to  matters  of  public  health. 

Sec.  3 (e) . The  Public  Relations  Committee  shall  consist 
of  five  members  appointed  by  the  Board  of  Trustees,  and 
the  Board  shall  define  the  duties  and  direct  the  activities 
of  this  Committee. 

Sec.  3 (f).  The  Executive  Secretary  Committee  shall  con- 
sist of  three  members  who  shall  serve  a three-year  term, 
and  one  member  shall  be  nominated  by  the  Board  of  Trus- 
tees and  elected  by  the  House  of  Delegates  each  year.  The 
Committee  shall  designate  its  own  chairman. 

The  Committee  shall  review  and  pass  upon  all  bills  in- 
curred by  the  Association  before  payment  by  the  Secretary- 
Treasurer.  Subject  to  the  approval  of  the  Finance  Com- 
mittee, it  shall  prepare  and  present  a general  fund  budget 
for  the  ensuing  year  at  the  last  meeting  of  the  Board  of 
Trustees  in  the  fiscal  year.  The  Executive  Secretary  shall 
perform  his  duties  under  the  direction  of  the  Committee. 

Sec.  3 (g).  The  Northwest  Medicine  Committee  shall 
consist  of  three  members  who  shall  be  nominated  by  the 
Board  of  Trustees  and  elected  by  the  House  of  Delegates 
each  year.  The  Committee  shall  represent  the  Association 
as  Trustees  for  the  Northwest  Medicine  Publishing  Com- 
pany. 

The  Committee  recommends  the  repeal  of  the  present 
Article  XII  and  the  adoption  of  a new  Article  XII  with  the 
following  sections: 

ARTICLE  XII— RECEIPTS  AND  EXPENDITURES 

Sec.  1.  The  fiscal  year  of  the  Association  and  of  its  com- 
ponent societies  shall  be  from  January  1 to  December  31 
inclusive. 


Sec.  2.  The  annual  Association  dues  of  each  member  of 
component  societies  shall  be  $12  which  shall  include  sub- 
scription to  Northwest  Medicine.  As  of  the  last  day  of 
each  month  the  Secretary-Treasurer  of  the  Association 
shall  submit  the  name  of  each  member  whose  dues  have 
been  received  during  that  month,  together  with  the  proper 
remittance,  to  Northwest  Medicine. 

Dues  shall  be  payable  on  or  before  January  1 of  the 
year  for  which  they  are  levied,  provided  members  elected 
on  or  after  August  1 of  each  year  shall  be  required  to  pay 
but  one-half  the  prescribed  annual  dues.  Any  member, 
whose  dues  have  not  been  received  by  the  Secretary- 
Treasurer  of  the  Association  on  or  before  May  1,  shall 
stand  suspended  until  his  dues  for  the  current  year  are 
received,  and  he  shall  be  notified  by  the  Secretary-Treasurer 
of  the  Association  of  this  suspension.  The  record  of  pay- 
ment of  dues  on  file  in  the  central  office  of  the  Association 
shall  be  final  as  to  the  fact  of  payment  by  a member. 
Honorary  members,  fellows  not  in  active  practice,  and  the 
associate  or  honorary  members  of  county  societies,  whose 
dues  have  not  been  paid  to  the  Association,  when  certified 
as  such  by  the  secretaries  of  the  component  societies,  shall 
have  all  the  privileges  of  the  Association,  except  the  right 
to  vote,  or  to  receive  Northwest  Medicine  unless  indi- 
vidually subscribed  for. 

Sec.  3.  The  remission  of  dues  by  a component  society  to 
those  active  members  who  are  physically  or  mentally  dis- 
abled shall  also  include  the  remission  of  the  Association 
dues  when  the  members’  names  are  certified  to  the  Secre- 
tary-Treasurer by  the  component  societies.  Such  remission 
of  dues  will  not  cancel  membership  in  the  Association,  but 
these  members  will  not  be  entitled  to  vote  nor  to  receive 
Northwest  Medicine,  except  upon  individual  subscription, 
during  the  period  for  which  the  dues  are  remitted. 

Sec.  4.  The  Board  of  Trustees,  except  during  sessions  of 
the  House  of  Delegates,  may  vote  such  amounts  as  may 
be  necessary  to  carry  on  the  work  of  the  Association,  and 
the  general  office  overhead  for  the  supervision  of  the  work 
of  the  Medical  Defense  Fund.  The  Medical  Defense  Fund 
shall  assume  all  expenses  connected  with  its  own  operation. 

No  officer  or  committee,  with  the  exception  of  the  Board 
of  Governors  of  the  Medical  Defense  Fund,  shall  expend 
any  money  not  provided  in  the  budget  as  adopted,  or 
spend  any  money  in  excess  of  the  budget  allotment,  except 
by  the  order  of  the  Board  of  Trustees.  Unexpended  balances 
remaining  in  the  budget  allotment  at  the  end  of  the  fiscal 
year  shall  be  cancelled  automatically. 

The  Committee  recommends  the  repeal  of  present  Article 
XIII  and  the  adoption  of  the  following: 

ARTICLE  XIII— OFFICIAL  ORGAN 

Northwest  Medicine  shall  be  the  official  organ  of  the 
Association,  and  the  transactions  of  the  Association  shall  be 
published  in  it  under  the  direction  of  the  Scientific  Work 
Committee.  The  publishers  of  this  journal  shall  be  recom- 
pensed by  the  Secretary-Treasurer  of  the  Association  under 
the  provisions  of  these  By-Laws,  and  all  active  members 
shall  receive  regularly  this  publication. 

The  Committee  recommends  the  repeal  of  present  Article 
XVI  and  the  adoption  of  the  following: 

ARTICLE  XVI— SEAL 

The  Association  shall  have  a common  seal,  which  shall 
be  the  seal  of  the  State  of  Washington  with  an  upper 
marginal  inscription  of  the  words  WASHINGTON  STATE 
MEDICAL  ASSOCIATION  and  a lower  cons'sting  of  the 
figures  1873  and  1889.  The  Association  may  change  or  re- 
new the  seal  at  pleasure. 

The  Committee  has  considered  the  report  of  the  Public 
Relations  Committee  and  wishes  to  advise  that  this  matter 
is  taken  care  of  in  Article  XI,  Sec.  3 (e)  of  the  amendments 
to  the  By-Laws. 

The  Committee  has  considered  the  letter  from  King 
County  Medical  Society  relative  to  public  relations  proce- 
dure and  recommends  that  the  matter  be  referred  to  the 
Board  of  Trustees  of  Washington  State  Medical  Association. 

The  Committee  has  considered  the  proposed  amendments 
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to  the  By-Laws  submitted  by  Dr.  Sharpies  on  request,  rela- 
tive to  the  period  to  be  served  by  members  appointed  on 
committees  of  the  Association  and  proposing  a committee 
on  credentials,  and  recommends  that  they  be  disapproved. 
A discussion  followed  this  recommendation  and  it  was 
agreed  that  no  action  was  necessary  on  the  first  proposed 
amendment  as  this  was  taken  care  of  in  the  newly  adopted 
By-Laws.  Following  general  discussion  as  to  the  needs  for 
a credentials  committee,  a rising  vote  was  taken  which  dis- 
approved the  amendment. 

Dr.  O’Shea  expressed  the  thanks  of  the  Resolutions  Com- 
mittee to  the  President  and  to  the  mmbers  of  the  House  of 
Delegates  for  their  courtesy  and  attention  during  the  read- 
ing of  the  lengthy  report  and  moved:  “That  the  entire 
report  as  read  and  amended  be  adopted.”  Carried. 

Dr.  Rhodehamel  expressed  the  thanks  of  the  House  of 
Delegates  to  the  members  of  the  Resolutions  Committee  for 
their  efforts  in  this  regard. 

REGISTRATION  PEE 

C.  W.  Knudson  brought  up  the  question  of  charging  a 
registration  fee  at  the  annual  meetings  of  the  Association 
sufficient  to  cover  the  cost  of  providing  the  necessary  en- 
tertainment. A general  discussion  followed.  H.  E.  Nichols 
moved  as  a substitute  to  all  motions  before  the  House: 
“That  the  matter  of  a registration  fee  and  of  its  allocation 
be  referred  to  the  Board  of  Trustees  of  the  Association  for 
consideration  and  possible  action.”  Carried. 

APPROPRIATION  FOR  THE  PRESIDENT 

Dr.  Sharpies  explained  that  it  was  customary  to  make  an 
annual  appropriation  for  the  President’s  office,  and  moved: 
“That  $300  be  appropriated  for  the  President’s  office  for 
the  next  Association  year.”  Carried. 

PUBLISHING  OF  PROCEEDINGS 

Dr.  Spickard  moved:  “That  the  proceedings  of  Golden 
Jubilee  Meeting  of  the  Association  be  published  in  North- 
west Medicine.”  Carried. 

APPRECIATION  TO  THE  SPOKANE  COUNTY 
MEDICAL  SOCIETY 

M.  S.  Jared  mentioned  that  it  was  only  once  in  a lifetime 
that  the  Washington  State  Medical  Association  was  enter- 
tained as  it  had  been  in  Spokane,  and  moved:  “That  this 
House  of  Delegates  express  its  appreciation  to  the  Spokane 
County  Medical  Society  for  the  splendid  entertainment  pro- 
vided during  the  Golden  Jubilee  Meeting.”  Carried  by 
unanimous  rising  vote. 

ELECTION  OF  OFFICERS  AND  COMMITTEE 
MEMBERS 

President-elect,  Homer  D.  Dudley,  Seattle. 

Vice-President,  James  G.  Matthews,  Spokane. 
Secretary-Treasurer,  V.  W.  Spickard,  Seattle. 

Trustees,  Western  Division,  Wilmont  D.  Read,  Tacoma; 
Frank  Douglass,  Seattle. 

Trustees,  Eastern  Division,  A.  E.  Gerhardt,  Wenatchee: 
Donald  G.  Corbett,  Spokane. 

A.M.A.  Delegate,  John  H.  O’Shea,  Spokane. 

A.M.A.  Alternate  Delegate,  Asa  E.  Seeds,  Spokane. 
Governors  of  the  Medical  Defense  Fund,  J.  B.  Blair,  Van- 
couver; Carroll  Smith,  Spokane. 

Speaker  of  the  House  of  Delegates,  Wilmont  D.  Read,. 
Tacoma. 

Member  of  the  Finance  Committee,  C.  W.  Sharpies,  Se- 
attle. 

Northwest  Medicine  Committee,  H.  G.  Willard,  Tacoma; 
Robert  N.  Hamblen,  Spokane;  James  M.  Bowers,  Se- 
attle. 


1940  MEETING  PLACE 

The  House  of  Delegates  accepted  the  invitation  of  Pierce 
County  Medical  Society  to  hold  the  1940  annual  meeting 
of  Washington  State  Medical  Association  in  Tacoma. 

H.  E.  Coe  extended  an  invitation  from  King  County 
Medical  Society  for  the  Association  to  hold  its  1941  annual 
meeting  in  Seattle.  It  was  declared  that,  under  the  By-Laws, 
the  House  of  Delegates  had  not  power  to  accept  the  invita- 
tion for  1941,  but  Dr.  Coe  stated  that  the  invitation  still 
remained  and  would  be  renewed  next  year. 

There  being  no  further  business,  Dr.  Rhodehamel  an- 
nounced that  the  House  of  Delegates  of  the  Fiftieth  Annual 
Meeting  stood  adjourned. 

BOARD  OF  TRUSTEES 

A meeting  of  the  Board  of  Trustees  was  held  immedi- 
ately following  the  adjournment  of  the  House  of  Delegates, 
with  W.  B.  Penney  in  the  Chair.  No  action  was  taken  other 
than  deciding  that  the  next  meeting  of  the  Board  of  Trus- 
tees should  be  held  prior  to  the  last  of  November. 

The  Board  expressed  by  a rising  vote  its  appreciation  for 
the  fine  leadership  shown  during  the  past  year  by  the  retir- 
ing President,  H.  E.  Rhodehamel,  of  Spokane.  The  meeting 
was  then  adjourned. 

V.  W.  Spickard, 

Secretary 


MEDICAL  NOTES 


Washington  State  Obstetrical  Association.  Washing- 
ton State  Obstetrical  Association  held  its  fall  meeting  at 
Everett  October  7.  This  organization,  which  is  making 
valuable  contributions  to  obstetrics  in  the  state,  meets 
twice  each  year  to  hear  papers  from  its  members  and  a 
guest  speaker.  The  October  meeting  was  addressed  by- 
William  Miles  Wilson  of  University  of  Oregon  Medical 
School.  All  sessions  were  held  in  the  Monte  Cristo  Hotel. 
Coming  session  to  be  held  in  April  will  be  held  in  Seattle. 

Army  Medical  Corps  Wants  Doctors.  Applications  are 
being  received  by  the  army  medical  corps  for  service  with 
the  regular  army.  Those  selected  will  receive  rank  of  first 
lieutenant.  Applications  should  be  addressed  to  the  Ad- 
jutant General  of  the  U.  S.  Army,  Washington,  D.  C.,  and 
should  be  mailed  not  later  than  November  18. 

Four-County  Hospital  Plan  Shelved.  Plans  for  a 
four-county  hospital  at  Selah  have  been  temporarily  aban- 
doned and  a portion  of  the  funds  advanced  is  being  re- 
turned. Kittitas  County  has  withdrawn  approximately  70 
per  cent  of  the  $8,000  advanced.  Kittitas  has  also  started 
construction  on  a general  county  hospital  of  forty  beds  at 
Ellensburg. 

New  Wing  for  St.  Luke’s.  Gift  of  Mr.  and  Mrs.  E.  A. 
Shardle  has  made  possible  construction  of  a new  wing  at 
St.  Luke’s  Hospital,  Spokane.  The  new  addition  will  be 
used  for  psychiatric  patients  and  will  increase  the  bed 
capacity  of  the  present  hospital  by  one-third. 

Fire  at  Steilacoom.  Roof  blaze  at  Western  State  Hos- 
pital, Steilacoom,  September  26,  threatened  serious  dam- 
age and  caused  moving  of  fifty  hospital  patients.  Fire 
fighting  equipment  from  Tacoma  and  Fort  Lewis  rushed  to 
the  hospital. 
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Oakhurst  Gets  Radio.  Radio  equipment  for  patients  at 
Oakhurst  Sanatorium  was  dedicated  October  8.  The  equip- 
ment was  donated  by  Grays  Harbor  Scandinavian  lodges. 
Many  loud  speakers  have  been  installed,  as  well  as  head 
phones  for  bed  patients. 

Managers  Change  at  American  Lake.  J.  G.  Cullins, 
formerly  of  Marion,  Indiana,  has  been  assigned  as  manager 
of  the  Veterans  Hospital  at  American  Lake.  He  replaces 
George  E.  Stalter  who  was  transferred  to  Sheridan,  Wyo- 
ming. 

Labor  Camp  Opens.  First  farm  labor  camp  in  Wash- 
ington was  opened  at  Yakima  October  S by  the  Farm 
Security  Administration.  Camp  was  opened  only  to  families 
engaged  in  seasonal  work  in  the  vicinity  of  Yakima.  The 
camp  has  capacity  for  200  families.  W.  F.  Simms  of 
Yakima  has  been  named  camp  physician.  He  will  examine 
each  entrant  and  inoculate  against  typhoid,  diphtheria  and 
smallpox. 

State  Health  Survey.  Adolph  J.  Roth,  formerly  assist- 
ant professor  of  bacteriology  and  public  health  at  Wash- 
ington State  College,  has  been  selected  to  direct  the  health 
education  survey  to  be  conducted  by  the  public  health 
committee  of  the  State  Planning  Council.  The  survey 
looks  toward  establishment  of  health  education  recommen- 
dations for  the  public  schools  and  state  educational  insti- 
tutions. 

Health  Officers  Appointed.  T.  H.  Biggs  has  been  ap- 
pointed district  health  officer  for  Grant  and  Douglas  Coun- 
ties. Wesley  Minzel  of  Colville  and  F.  L.  Peterson  of  Che- 
walah  have  been  appointed  county  physicians.  John  Porter 
has  been  appointed  county  health  officer  for  Kitsap  Coun- 
ty to  replace  T.  C.  Baldwin. 

American  College  Elects.  Six  Washington  surgeons 
were  elected  to  fellowship  in  the  American  College  of  Sur- 
geons during  the  October  meeting  at  Philadelphia.  W.  W. 
Ebling  of  Mt.  Vernon,  W.  Schuler  Ginn  of  Yakima,  David 
Metheny,  B.  P.  Mullen  and  Caleb  Stone,  Jr.  of  Seattle, 
and  Ralph  Taylor  of  Bellingham  were  elected. 

Civil  Service  Examination  at  Tacoma.  Civil  Service 
Commission  of  Tacoma  held  examination  October  27  for 
position  of  city  director  of  health.  Results  of  the  examina- 
tion will  be  used  to  compile  an  eligible  list  from  which 
certification  for  the  office  will  be  made. 

Clark  Coltnty  Office  Gets  Laboratory.  J.  H.  Kahl, 
health  officer  for  Clark  county,  has  recently  installed  equip- 
ment which  will  give  the  County  a completely  modern 
public  health  laboratory. 

Locations.  Marvin  Celmanson,  formerly  of  Portland  and 
a graduate  of  University  of  Chicago,  has  opened  an  office 
in  White  Salmon.  He  has  taken  the  practice  of  J.  R. 
Barber.  H.  J.  Capell,  formerly  of  Kennewick,  has  opened 
an  office  in  Yakima.  W.  M.  Kettleberger  has  taken  over 
the  practice  of  the  late  E.  D.  Reinking  at  Reardon.  Dr. 
Kettleberger  interned  at  St.  Luke’s  Hospital,  Spokane,  in 
1934.  S.  R.  Lantiere  of  Cathlamet  has  retired  from  private 
practice  to  work  with  the  contracting  firm  which  is  erect- 
ing the  Mud  Mountain  Dam  on  the  upper  White  River 
near  Enumclaw.  M.  Madison  Campbell  has  opened  an  of- 
fice in  Seattle.  He  is  also  conducting  a course  on  psychiatry 
at  Washington  State  College  at  Pullman  and  will  spend 
one  day  each  week  in  consultation  work  in  Spokane. 


OBITUARIES 


Dr.  Charles  C.  Kehl  of  Seattle,  Wash.,  died  September 
21  of  nephritis.  He  was  born  48  years  ago  in  Petrosky, 
Michigan.  He  received  his  premedic  education  at  Bethel 
College,  where  he  was  given  a B.A.  degree.  His  medical 
education  was  received  at  University  of  Kansas  School  of 
Medicine,  from  which  institution  he  graduated  in  1920. 
He  served  an  internship  at  Sacramento  General  Hospital, 
following  which  he  took  a course  in  urology  at  the  Post- 
graduate School  of  the  University  of  Pennsylvania.  He 
had  practiced  in  Seattle  since  1923. 

Dr.  John  M.  Gunning  of  Spokane,  Wash.,  died  October 
7.  aged  72.  His  death  followed  heart  disease  from  which 
he  had  been  suffering  for  more  than  a year.  He  was  born 
in  Ireland  but  received  his  medical  education  in  the  U.  S., 
having  graduated  from  University  of  Illinois  College  of 
Medicine  in  1902.  Shortly  after  his  graduation  he  came  to 
Harrington,  where  he  practiced  for  six  years,  then  moved 
to  Spokane.  He  had  been  in  practice  until  his  heart  condi- 
tion forced  retirement  a year  ago. 

Dr.  Earl  E.  Efner  of  Oroville,  Wash.,  died  October  6, 
aged  64.  He  was  born  in  Sioux  City,  Iowa,  October  7, 
1875,  and  after  premedic  education  at  Morningside  College, 
he  took  his  medical  training  at  Sioux  City  College  of 
Medicine,  graduating  in  1901.  After  a short  period  of  prac- 
tice in  Iowa,  he  moved  to  Chelan,  then  to  Waterville,  and 
finally  settled  in  Oroville  in  1913.  He  practiced  until  one 
year  ago,  at  which  time  he  was  forced  to  retire  because  of 
ill  health. 

Dr.  John  William  Adams  of  Waterville,  Wash.,  died 
of  cerebral  hemorrhage  October  10,  aged  78.  He  was  born 
in  Pennsylvania  in  1861  and  received  his  medical  educa- 
tion at  Jefferson  Medical  College  in  Philadelphia.  He 
graduated  in  1887.  He  located  in  Waterville  in  1903  and 
practiced  until  1938.  He  had  held  the  position  of  city 
health  officer  and  county  physician  for  many  years. 

Dr.  John  Gibbs  Lovell  of  Spokane,  Wash.,  died  Octo- 
ber 13  in  Los  Angeles,  where  he  had  gone  last  February 
for  his  health.  He  was  60  years  of  age.  He  received  his 
medical  education  at  Northwestern  LTniversity  Medical 
School,  where  he  graduated  in  1904.  He  had  practiced  in 
Spokane  for  fifteen  years. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  held  a dinner  meeting 
at  Hotel  Monticello,  Longview,  October  18,  with  several 
physicians  from  surrounding  communities  as  guests. 

Eldon  Chuinard  of  Portland,  son  of  I.  C.  Chuinard  of 
Kelso,  spoke  on  anatomy  of  the  foot  and  the  treatment  of 
various  foot  complaints. 

Scott  Goodnight  of  Portland  read  a paper  on  infantile 
paralysis,  discussing  causative  factors,  diagnosis  and  treat- 
ment and  stating  that  use  of  serum  is  still  a debatable 
question.  He  doubts  its  value  in  the  treatment. 

Application  for  membership  was  read  of  Victor  E. 
Bellinger  of  Cathlamet.  Members  voted  to  support  the 
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merchants  association  of  Longview  in  obtaining  funds  for 
Christmas  street  decorations. 

Mrs.  J.  L.  Norris  and  Mrs.  J.  F.  Christensen  were 
hostesses  at  a dinner  meeting  of  the  Woman’s  Auxiliary  of 
Cowlitz  County  Medical  Society  held  the  same  evening  at 
Hotel  Monticello.  A round  table  discussion  on  public  rela- 
tions was  held,  and  Mrs.  P.  H.  Henderson  spoke  on  cur- 
rent news. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  E.  Coe;  Secty.,  David  Metheny 

King  County  Medical  Society  held  a regular  meeting  in 
the  auditorium  of  Medical-Dental  Building,  Seattle,  at 
8: IS  p.  m.,  September  25,  President  H.  E.  Coe  presiding. 

J.  G.  Spendlove  was  elected  to  membership.  Applica- 
tions were  read  of  C.  B.  Qualheim,  M.  J.  Schultz,  J.  G. 
Adams,  A.  F.  Edwards,  J.  L.  Fretz  and  J.  O.  Milligan. 

R.  D.  Forbes  read  a paper  on  “Digestion  After  Partial 
Gastrectomy.”  This  generally  means  removal  of  about  the 
distal  three-fifths  of  the  stomach.  Also  a portion  of  the 
duodenum  is  excised  if  ulceration  is  present,  and  the  stoma 
for  jejunal  ulceration,  and  the  presence  of  cancer  may 
indicate  wider  removal.  Few  unpleasant  sequelae  are  ob- 
served. Little  digestive  disturbance  follows  and  body 
weight  is  well  maintained.  A standard  technic  of  operation 
was  described.  Mortality  is  low.  Six  patients  were  pre- 
sented from  thirty-eight  to  sixty-nine  years  of  age,  all  in 
good  condition,  none  having  had  unfavorable  complica- 
tions. The  paper  was  discussed  by  J.  W.  Baker,  W.  C. 
Speidel  and  J.  K.  Holloway. 

C.  H.  Hofrichter  read  a paper  on  “Diseases  of  the  Liver 
and  Bile  Ducts  from  the  Standpoint  of  the  Medical  Man.” 
There  were  considerations  of  anatomic,  physiologic  and 
pathologic  aspects,  also  functional  and  epithelial  cellular 
pathology.  Diagnosis,  treatment  and  diet  were  explained 
of  numerous  conditions  of  liver  and  gall  bladder.  The 
paper  was  discussed  by  L.  J.  Palmer. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Mattson;  Secty.,  T.  H.  Duerfeldt 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  Medical  Arts  Building,  Tacoma,  October  10 
with  W.  W.  Mattson  in  the  chair.  Minutes  of  the  last 
meeting  were  read  and  approved. 

George  A.  C.  Snyder  read  a paper  on  “Chronic  Sub- 
dural Hematoma,”  in  which  theories  of  causation  were 
fully  discussed  and  the  incidence  and  hematology  given, 
with  comments  on  possible  treatment.  It  was  discussed 
from  a pathologic  standpoint  by  C.  P.  Larson  and  from  a 
clinical  standpoint  by  F.  A.  Plum,  who  made  reference  to 
the  acute  traumatic  type  also. 

Govnor  Teats,  resident  at  Pierce  County  Hospital,  pre- 
sented a report  of  roentgen  therapy  of  chronic  productive 
bronchiectasis  in  a thirty-year-old  male  with  symptoms  of 
nearly  25  years  duration,  followed  in  five  months  by  a 
reduction  of  sputum  from  750  to  8 cc.  daily,  loss  of  fever, 
improved  blood  count,  a gain  of  33  pounds  in  weight,  re- 
lief of  gastric  symptoms  and  ability  to  work  for  the  first 
time  in  his  life.  Discussion  followed  by  John  Steele,  Clif- 
ford Halvorsen,  E.  D.  Warren,  E.  W.  Janes  and  B.  D.  Har- 
rington. 

L.  S.  Baskin  read  a paper  on  “Chronic  Prostatitis  from 
the  Standpoint  of  the  General  Practitioner.”  Occurrence 


associated  with  backache  is  very  high  in  industrial  practice, 
especially  in  the  low  income  bracket,  apparently  resulting 
from  acute  gonorrheal  infection  in  only  one-fourth  of  the 
patients.  The  fact  that  this  condition  is  only  part  of  a 
general  picture  of  focal  infection  was  emphasized,  the 
most  frequent  symptoms  being  pain,  local  or  referred,  pus 
in  the  urine  and  rheumatism.  The  main  treatment  consists 
of  massage,  heat  and  the  removal  of  foci  of  infection,  which 
often  gives  rapid  symptomatic  relief  but  must  be  continued 
over  a long  period  of  time  to  get  permanent  relief.  The 
paper  was  discussed  by  Clyde  Magill,  J.  W.  Gullikson,  C. 
F.  Engells,  W.  W.  Mattson  and  W.  B.  Penney. 


YAKIMA  VALLEY  MEDICAL  SOCIETY 
Pres.,  G.  W.  Cornett;  Secty.,  H.  C.  Lynch 
Regular  meeting  of  the  Yakima  Valley  Medical  Society 
was  held  in  the  Commercial  Hotel,  Yakima,  October  9. 
Meeting  was  addressed  by  Lester  Palmer,  internist  of  Se- 
attle, and  Hale  Haven,  neurosurgeon,  also  of  Seattle. 


BOARD  OF  TRUSTEES  MEETING 


The  Board  of  Trustees  of  Washington  State  Medical  As- 
sociation met  at  Olympic  Hotel,  Seattle,  October  8.  Routine 
matters  of  business  were  handled,  reports  were  received 
from  some  of  the  standing  committees,  an  outline  of  a 
postgraduate  medical  education  program  for  this  state  was 
adopted,  and  approval  was  given  to  the  President’s  com- 
mittee appointments.  As  required  by  the  By-Laws,  the 
Board  of  Trustees  made  appointments  to  certain  commit- 
tees. It  was  announced  that  the  1940  annual  meeting 
would  be  held  in  Tacoma  Monday,  Tuesday,  and  Wednes- 
day, August  26-28,  at  the  Winthrop  Hotel. 

A full  report  of  the  proceedings  at  this  meeting,  togeth- 
er with  a list  of  the  committees  appointed,  will  be  in- 
cluded in  the  December  issue  of  Northwest  Medicine. 


RADIO  PROGRAMS  FOR  1939-1940 


Washington  State  Medical  Association  is  sponsoring  a 
series  of  radio  programs,  entitled  “Appointment  with 
Health,”  which  are  broadcast  from  2:00  to  2:30  p.m. 
each  Sunday.  They  are  released  over  the  following  Mutual 
Network  stations:  KOL,  Seattle;  KGY,  Olympia;  KXRO, 
Aberdeen;  KVOS,  Bellingham;  KIT,  Yakima;  KELA, 
Centralia;  KPQ,  Wenatchee;  KMO,  Tacoma;  KRKO 
Everett. 

At  the  present  time  these  programs  are  being  broad- 
cast from  King  County  Hospital  and  include  an  actual 
review  of  three  hospital  cases.  This  includes  a little  of  the 
background  of  the  particular  case  with  relation  to  the 
illness,  discussion  of  treatment  and  prognosis,  and  the 
patient  is  then  interviewed  in  a general  way  about  health, 
likes  and  dislikes,  etc. 

Each  member  of  the  Association  is  requested  to  listen 
to  the  “Appointment  with  Health”  broadcast  and  to  urge 
his  patients  and  friends  to  do  likewise.  It  would  be  appre- 
ciated if  the  members  and  others  would  write  letters  or 
postcards  to  the  station  of  their  reception,  giving  com- 
ments and  criticisms,  as  such  evidence  of  interest  is  the 
only  way  in  which  the  Association  and  the  radio  stations 
can  find  out  how  the  programs  are  being  received. 
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WOMAN’S  AUXILIARY 


Seattle,  Wash.,  October  25,  1939. 

After  the  inspiring  state  convention  in  Spokane  last  sum- 
mer, counties  are  beginning  their  auxiliary  work  with  re- 
newed energy,  and  accomplishment  promises  to  be  even 
greater  this  year. 

Grays  Harbor  County  met  in  September  at  the  home  of 
Mrs.  M.  P.  Graham,  in  Aberdeen,  organizing  their  plans 
for  the  coming  year.  A letter  of  thanks  was  read  from  the 
nurses  who  held  their  state  convention  in  Aberdeen  last 
June,  and  who  had  been  entertained  by  the  Auxiliary  at 
that  time.  Following  the  business  meeting  Mrs.  M.  F.  Fuller 
reported  on  the  state  convention  and  Mrs.  Harmon  told 
of  her  travels  in  the  east  during  the  summer.  Elach  mem- 
ber was  given  of  copy  of  “On  the  Witness  Stand.”  In 
October,  Grays  Harbor  Auxiliary  met  to  discuss  plans  for 
a permanent  philanthropic  fund  which  will  be  organized  in 
the  near  future.  After  committee  reports,  Mrs.  Swinehart 
read  a paper  on  “Contributions  to  Medical  Science,”  and 
a travelogue  was  given  by  Miss  Edythe  Joneson.  The  doc- 
tors of  the  County  Medical  Society  joined  auxiliary  mem- 
bers for  a supper  party  later  in  the  evening. 

New  officers  were  installed  at  the  September  luncheon 
meeting  of  King  County  Auxiliary,  held  in  Seattle  at  the 
Women’s  University  Club.  In  October,  a membership  tea 
was  given  at  the  home  of  Mrs.  L.  L.  Stephens,  at  which 
time  many  newcomers  were  welcomed  into  the  group. 
Past  presidents  of  the  County  Auxiliary  presided  at  the 
tea  table,  and  county  board  members  assisted.  King  County 
Hygeia  committee  members  have  been  going  to  the  out- 
lying communities  near  Seattle,  securing  new  subscrip- 
tions from  schools  and  doctors,  and  membership  commit- 
tee members  have  been  contacting  prospective  auxiliary 


members  in  person,  thus  fostering  one  of  our  most  impor- 
tant purposes,  that  of  forming  pleasant  social  relations 
among  doctors’  wives. 

On  the  Evergreen  Highway,  overlooking  the  Columbia, 
Clark  County  Auxiliary  met  at  the  home  of  Mrs.  Charles 
Otto  for  their  first  meeting  on  October  3.  After  a dinner 
with  the  medical  society,  each  group  departed  to  separate 
rooms  for  their  business  meetings.  New  officers  of  the  Aux- 
iliary were  installed,  with  Mrs.  L.  E.  Hockett  as  president. 
Mrs.  C.  B.  Hutt,  Hygeia  Chairman,  reported  concerning 
the  forthcoming  Hygeia  contest,  and  Mrs.  J.  C.  Brougher, 
Public  Relations  Chairman,  announced  that  contact  had 
been  made  with  women’s  organizations,  with  many  pro- 
grams arranged  for  the  year  under  the  guidance  of  the 
Auxiliary.  Clark  county  has  for  its  project  this  year  sewing 
for  the  local  hospitals  and  for  various  charities.  Following 
the  business  meeting,  auxiliary  members  again  joined  the 
doctors  for  an  illustrated  lecture  by  Dr.  Beeman,  crim- 
inologist from  Portland. 

A fall  tea  at  the  country  home  of  Mrs.  Christian  Quevli 
in  Tacoma  was  the  occasion  for  the  first  gathering  this 
year  of  Pierce  County  Auxiliary  members.  Many  new 
members  were  present  for  the  first  time,  and  Mrs.  Scott 
S.  Jones,  President-Elect,  called  for  reports  from  each  com- 
mittee. Mrs.  Darcy  Dayton,  the  new  president,  then  as- 
sumed charge  of  the  meeting,  introducing  to  the  auxiliary 
members  of  her  board  for  the  coming  year.  Mrs.  Tracey 
H.  Duerfeldt,  Program  Chairman,  introduced  the  guest 
speaker  for  the  afternoon,  Mrs.  R.  E.  Mosiman  of  Seattle, 
National  Public  Relations  Chairman.  Mrs.  Mosiman  spoke 
on  “The  Purposes  and  Possibilities  of  the  Medical  Aux- 
iliary,” urging  auxiliary  members  to  have  a genuine,  per- 
sonalized interest  in  community  health. 

Mrs.  Souren  H.  Tashian, 
State  Publicity  Chairman. 
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MEDICAL  NOTES 


Fall  Examinations.  Fall  examination  for  medical  lic- 
enses was  held  in  Boise  October  3.  Fourteen  applicants 
were  examined.  Members  of  the  board  are  A.  J.  Coats  of 
Boise,  A.  B.  Pappenhagen  of  Orofino,  Rex  T.  Henson  of 
Coeur  d’Alene  and  Parley  Nelson  of  Rexburg. 

Immunization  Drive.  Diphtheria  immunization  of  all 
children  up  to  ten  years  of  age  is  being  urged  by  H.  L. 
Newcombe  of  the  Kootenai  County  health  unit.  Dr.  New- 
combe  addressed  the  Sand  Point  P.-T.  A.  September  28  on 
modern  methods  of  immunization  for  smallpox  and  diph- 
theria. 

Regular  Monthly  Staff  Meeting.  Staff  meetings  of 
St.  Alphonsus  Hospital  are  held  the  first  Tuesday  and  of 
St.  Luke’s  Hospital  the  second  Tuesday  of  each  month  at 
Boise.  Programs  will  consist  of  brief  discussion  of  cases 
and  presentation  of  scientific  papers.  Visiting  physicians  are 
welcome  to  attend  these  meetings. 

College  of  Surgeons  Elects.  A.  B.  Pappenhagen  of 
Orofino  has  recently  been  named  a fellow  of  the  American 
College  of  Surgeons. 


Remodeling  at  St.  Alphonsus  Hospital,  Boise.  This 
includes  the  remodeling  of  the  main  entrance  and  con- 
struction of  several  reception  rooms.  Recently  a new 
roentgen  department  was  newly  equipped,  including  a new 
therapy  unit.  Plans  for  further  improvement  are  being 
considered. 

Sand  Point  Hospital  Changes  Hands.  W.  R.  Werelius 
has  purchased  the  Page  Hospital  from  O.  F.  Page  at  Sand 
Point.  Dr.  Page  plans  to  retire. 

State  Hospital  Loses  Two  From  Staff.  V.  E.  Fisher 
and  David  E.  Wynegar  have  resigned  from  the  staff  of  the 
State  Mental  Hospital  South  at  Blackfoot. 

Locations.  R.  E.  Newport  is  associated  with  A.  C.  Jones, 
Boise,  in  the  practice  of  eye,  ear,  nose  and  throat.  George 
Jennings,  formerly  of  Buhl  has  opened  officers  for  general 
practice  in  Boise.  Ward  A.  Peterson  is  now  associated 
with  Harmon  Tremain  in  the  practice  of  pediatrics  in 
Boise.  Alfred  M.  Popma  has  recently  taken  charge  of  the 
roentgen  department  of  St.  Alphonsus  Hospital,  Boise.  He 
is  also  in  charge  of  the  same  department  at  St.  Luke’s 
Hospital. 
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SOCIETY  MEETINGS 


NORTH  IDAHO  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  E.  Carssow 
Regular  meeting  of  the  North  Idaho  Medical  Society 
was  held  at  the  Lewis-Clark  Hotel,  Lewiston,  September 
27.  Robert  Stier  of  Spokane  was  guest  speaker.  He  spoke 
on  Clinical  Allergy. 


POCATELLO  MEDICAL  SOCIETY 
Pres.,  D.  C.  Ray;  Secty.,  B.  C.  Eisenberg 
Regular  meeting  of  the  Pocatello  Medical  Society  was 
held  at  Pocatello  October  S.  Guest  speaker  was  T.  J.  Bauer 
of  the  U.  S.  public  health  service.  He  outlined  the  program 
of  the  public  health  service  on  syphilis  and  covered  points 
on  early  diagnosis  and  treatment. 


BOOK  REVIEWS 


The  Surgery  of  Pain.  By  Rene  Leriche,  M.D.,  Lyon; 
LL.D.,  Glasgow;  F.  R.  C.  S.  Eng.  (Hon.  Causa),  etc.  Pro- 
fessor of  Clinical  Surgery,  University  of  Strasbourg.  Trans- 
lated and  Edited  by  Archibald  Young,  B.Sc.,  M.D., 
F.  R.  F.  P.  S.  G.,  F.  A.  C.  S.  (Hon.) ; M.D.,  Strasbourg 
(Hon.  Causa),  etc.  Regius  Professor  of  Surgery,  University 
of  Glasgow,  etc.  S12  pp.  $6.50.  The  Williams  & Wilkins 
Co.,  Baltimore,  1939. 

Two  chapters  of  this  book  deal  with  symptomatology 
and  treatment  of  trigeminal  neuralgia.  This  subject  is  cov- 
ered in  an  orthodox  fashion  and  due  credit  is  given  those 
who  were  active  in  the  development  of  section  of  the  pos- 
terior root  of  the  fifth  nerve  as  a cure  in  the  classic  man- 
ner. With  this  exception,  the  central  nervous  system  must 
play  second  fiddle  to  the  sympathetic  system  as  a factor 
in  production  of  pain.  Other  lectures  which  deal  exclusively 
with  the  sympathetic  embrace  such  conditions  as  painful 
amputation  stumps,  juvenile  arteritis  (thromboarteritis 
obliterans),  causalgia,  Raynaud’s  disease,  angina  pectoris 
and  various  nerve  injuries. 

In  a persuasive,  almost  logical  fashion  the  author  builds 
up  a new  more  practical  physiology.  Local  novocaine  in- 
jections, excision  of  the  stellate  ganglion,  arteriectomy,  peri- 
arterial sympathectomy  and  other  more  radical  sympathetic 
interruptions  open  new  realms  in  pain  relief.  After  having 
relieved  many  sufferers  presenting  the  “syndrome  of  mul- 
tiple useless  operations,”  his  procedures  upon  the  sym- 
pathetic trunks  and  ganglia  must  in  their  success  intrigue 
the  incredulous. 

Many  practical  suggestions  to  aid  in  the  relief  of  intract- 
able pain  are  valuable  to  every  physician,  agreeable  or  not 
to  the  physiologic  interpretation.  A pioneer  and  enthusiast 
in  the  sympathetic  field,  the  author  makes  no  didactic 
claims.  He  “studies  nature,  not  books”;  he  is  not  bound 
by  the  laboratory.  P.  C.  Gunby. 


Pathogenic  Microorganisms.  A Practical  Manual  for 
Students,  Physicians  and  Health  Officers.  By  William  Hal- 
lock  Park,  M.D.  Late  Professor  of  Bacteriology  and  Hy- 
giene, New  York  University  College  of  Medicine,  etc.,  and 
Anna  Wessels  Williams,  M.D.,  Former  Assistant  Director 
of  Bureau  of  Laboratories  of  Department  of  Health, 
New  York  City.  Eleventh  Edition,  Enlarged  and  Thor- 
oughly Revised.  Illustrated  with  247  Engravings  and  13 
Full-Page  Plates.  1056  pp.,  $8.00.  Lea  & Febiger,  Phila- 
delphia, 1939. 

This  excellent  text  has  had  its  subject  matter  thoroughly 
revised  and  a wealth  of  new  material  added,  making  it  all- 
inclusive  and  up  to  date.  The  topics  have  been  somewhat 
rearranged  into  more  logical  sequence  and  a complete  list 
of  bibliography  added  to  each  chapter.  Principles  and 
methods  of  bacteriology  are  described,  followed  by  prin- 
ciples of  infection  and  immunity.  Much  space  is  devoted  to 


pathogenic  microorganisms.  There  is  a new  chapter  on 
bacterial  variability,  in  which  is  a comprehensive  discus- 
sion on  the  general  aspects  of  variability  and  the  signifi- 
cance of  the  various  phases.  The  sections  on  filterable 
viruses,  pathogenic  yeasts,  molds  and  actinomycetes,  and 
pathogenic  protozoa  have  been  largely  rewritten  and  much 
new  material  added.  There  are  numerous  illustrations  and 
thirteen  excellent  colored  plates.  All  aspects  of  the  subject 
are  thoroughly  considered  in  this  volume. 

G.  A.  Magnusson. 


Office  Gynecology.  By  J.  P.  Greenhill,  B.S.,  M.D., 
F.A.C.S.,  Professor  of  Obstetrics  and  Gynecology  Loyola 
University  Medical  School  Chicago,  etc.  406  pp.,  $3.00. 
The  Year  Book  Publishers,  Inc.,  Chicago,  1939. 

This  book  is  intended  to  cover  practically  every  oper- 
ative and  nonoperative  procedure  in  gynecology  that  may 
be  carried  out  in  a doctor’s  office.  Following  a discussion 
of  gynecologic  examination,  there  is  a discussion  of  pro- 
phylactic gynecology.  Chapters  deal  with  diseases  of  the 
vagina  and  cervix,  as  well  as  vulvar  infections  and  dis- 
eases. A chapter  considers  the  pessary,  whose  use  was  for- 
merly universal  for  uterine  misplacements  which  later  were 
widely  supplanted  by  surgical  procedures.  The  author  ex- 
plains the  use  of  the  pessary  for  determining  the  cause  of 
pelvic  pain.  If  this  is  relieved  by  the  pessary  an  operation 
may  be  curative.  Under  obstetric  endocrinology  there  is  a 
discussion  of  pituitary  hormones  and  their  relations  to 
menstruation  and  its  disturbances.  This  is  a handy  volume 
for  ready  information. 

Diseases  of  the  Skin.  By  Richard  L.  Sutton,  M.D., 
Sc.D.,  Ll.D.,  F.R.S.  (Edin.).  Professor  of  Dermatology, 
University  of  Kansas  School  of  Medicine,  and  Richard  L. 
Sutton,  Jr.,  A.M.,  MD.,  L.R.C.P.  (Edin.),  Associate  in 
Dermatology,  University  of  Kansas  School  of  Medicine. 
With  1452  Illustrations  and  21  Color  Plates.  Tenth  Edi- 
tion Revised,  Enlarged  and  Reset.  1549  pp.  $15.  The  C.  V. 
Mosby  Co.,  St.  Louis,  1939. 

By  enlarging  the  page  space  and  condensation  of  type 
this  book  is  said  to  have  100  per  cent  increment  in  num- 
ber of  words  over  the  previous  edition.  The  avoidance  of 
complex  nomenclature  is  noteworthy.  Parapsoriasis,  which 
includes  a large  group  of  different  inflammatory  type 
lesions,  is  classified  with  clarity  and  simply  presented.  The 
chapter  on  diseases  due  to  higher  fungi  contains  a special 
section  which  is  a practical  treatise  for  identification  of 
fungi  that  are  chiefly  responsible  for  producing  mycotic 
infections.  Some  of  the  yeasts  are  included.  Diseases  of 
mucosae  adjoining  the  skin  are  given  lengthy  discussion. 

Under  the  title  pemphigus,  consideration  is  given  that 
group  of  bullous  eruptions  caused  by  superficial  coccic  in- 
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fections,  among  which  pemphigus  acutus  is  frequently  a 
fatal  disorder.  Although  these  particular  diseases  have 
occupied  a doubtful  position  in  the  true  pemphigus  series, 
the  authors  are  inclined  to  believe  they  are  not  pemphigus 
but  a bullous  staphylococcic  dermatitis.  In  the  treatment 
of  urticaria  pigmentosa  it  is  suggested  that  pilocarpine 
and  atropine  are  of  use,  also  a diet  excluding  yellow  pig- 
ment forming  substances.  There  is  a chapter  on  virus  dis- 
eases. 

Methods  employed  and  use  of  special  apparatus  in  ther- 
apy are  only  briefly  discussed.  It  would  seem  that  more 
attention  might  be  given  this  phase  of  dermatology  in  a 
text  of  such  dimensions.  However,  all  the  material  is  well 
organized  and  presented.  There  are  many  photographs  and 
photomicrographs.  The  contributions  of  American  investi- 
gators to  dermatology  are  noticeably  reflected  throughout 
the  book.  S.  T.  Mercer. 


Caesarian  Section.  Lower  Segment  Operation.  By  C. 
McIntosh  Marshall,  F.R.C.S.  (Eng.).  Honorary  Assistant 
Surgeon,  Liverpool  Maternity  Hosp.,  etc.  With  2 Plates 
and  107  Illustrations.  223  pp.  $6.50.  The  Williams  and 
Wilkins  Co.,  Baltimore,  1939. 

This  comprehensive  monograph  is  generously  illustrated 
and  considers  the  various  phases  of  this  subject  in  a con- 
cise and  straightforward  manner.  The  reader  will  find  its 
perusal  thoroughly  profitable.  The  author  has  done  246 
lower  segment  operations,  preferring  local  anesthesia  and 
a transverse  incision  in  the  uterus.  Considerable  space  is 
devoted  to  the  detailed  report  of  these  cases  and  to  the 
technic  and  difficulties  encountered.  A chapter  is  devoted 
to  the  infected  patient  and  an  especially  good  chapter 
considers  placenta  previa.  The  bibliography  is  complete  and 
up-to-date. 

We  are  all  reluctant  to  abandon  the  classic  section;  it  is 
so  easy  to  perform.  The  superiority  of  the  lower  segment 
operation  is  being  demonstrated  in  so  many  clinics,  how- 
ever, that  if  we  are  to  do  justice  to  our  patients,  we  must 
employ  it  increasingly.  This  book  sets  forth  the  case  for 
lower  segment  operation  in  a very  instructive  manner  and 
represents  a very  timely  addition  to  our  medical  literature. 

P.  R.  Rollins 


Stedman’s  Practical  Medical  Dictionary.  By  Thomas 
Lathrop  Stedman,  A.M.,  M.D.,  Editor  of  the  Twentieth 
Century  Practice  of  Medicine,  and  Stanley  Thomas  Garber, 
B.S.,  M.D.  Fourteenth  Revised  Edition,  With  Etymologic 
and  Orthographic  Rules.  1303  pp.,  $7.50.  The  Williams  & 
Wilkins  Company,  Baltimore,  1939. 

An  up-to-date  medical  dictionary  is  essential  for  every 
physician.  So  many  new  words  are  being  constantly  added 
to  medical  vocabulary  that  no  one  is  able  to  keep  abreast 
of  them  without  assistance  of  a standard  dictionary.  For 
fifty  years  the  author  of  this  volume  has  been  distin- 
guished for  his  medical  literary  accomplishments.  For  more 
than  half  of  that  period  he  has  edited  this  dictionary,  be- 
ing an  authority  on  medical  orthography,  etymology  and 
lexicography.  This  edition  contains  many  new  titles  and 
subtitles.  Beside  presenting  accurate  definitions,  it  offers 
much  condensed  information.  Under  arteries,  muscles, 
nerves  and  other  headings  are  presented  condensed  sum- 
maries of  essential  data.  In  the  appendix  appear  a table 
of  drugs  with  doses  and  uses,  weights  and  measures,  a 
digest  of  important  pathogenic  microparasites  for  man, 
with  essential  laboratory  data  concerning  each.  Too  much 


commendation  cannot  be  offered  for  so  valuable  a publi- 
cation. 


The  Infant  and  Child  in  Health  and  Disease.  With 
Special  Reference  to  Nursing  Care.  By  John  Zahorsky, 
A.M.,  M.D.,  F.A.C.P.  Professor  of  Pediatrics  and  Direc- 
tor of  the  Department  of  Pediatrics,  St.  Louis  University 
School  of  Medicine,  etc.,  and  Elizabeth  Noyes,  R.N.  Super- 
visor and  Instructor  of  Pediatrics,  Children’s  Hospital,  San 
Francisco.  Second  Edition.  496  pp.,  $3.00.  The  C.  V. 
Mosby  Co.,  St.  Louis,  1939. 

This  second  edition  is  published  under  a new  title  and 
with  material  changes  in  its  text  to  meet  the  requirements 
of  the  new  curriculum  recently  adopted  by  the  National 
League  of  Nursing  Education.  Its  size  and  clear  type  make 
it  easy  to  read  and  the  illustrations  are  unusually  good. 
The  various  subjects  and  their  subdivisions  covering  the 
normal  and  sick  infant  and  child  are  well  discussed.  The 
book  is  up  to  date,  concise  and  practical,  and  can  be  highly 
recommended  as  a text  for  those  teaching  pediatrics  to 
nurses.  W.  B.  Seelye. 


Principles  of  Chemistry,  with  Laboratory  Experi- 
ments. By  Joseph  H.  Roe,  Ph.  D.,  Professor  of  Biochem- 
istry, School  of  Medicine,  George  Washington  University, 
Washington,  D.  C.,  etc.  Fifth  Edition.  503  pp.,  $3.00.  The 
C.  V.  Mosby  Company,  St.  Louis,  1939. 

This  book  is  written  primarily  for  the  instruction  of 
nurses  and  students  to  present  fundamental  principles  of 
inorganic  chemistry,  with  selected  phases  of  organic  chem- 
istry. Special  efforts  have  been  made  to  use  simple  and 
popular  language  consistent  with  scientific  writing.  Part  I 
covers  principles  of  chemistry  in  thirty-four  chapters 
which  consider  the  various  phases  of  organic  and  inor- 
ganic chemistry.  Part  II  describes  laboratory  experiments 
explained  under  thirty-four  exercises,  illustrating  the  prin- 
ciples previously  presented.  This  book  offers  useful  in- 
formation for  students  seeking  basic  knowledge  of  chem- 
ical problems. 


Communicable  Diseases  for  Nurses.  By  Albert  G. 
Bower,  A.B.,  M.S.,  M.D.,  Head  of  Department  of  Com- 
municable Diseases  and  Clinical  Professor  of  Medicine, 
University  of  Southern  California,  Los  Angeles,  and  Edith 
B.  Pilant,  R.N.,  Director  of  Nursing,  Los  Angeles  County 
Hospital,  Fourth  Edition,  Revised.  550  pp.  $3.00.  W.  B. 
Saunders  Company,  Philadelphia  and  London,  1939. 

While  this  book  is  primarily  intended  for  student  nurses, 
information  on  common  diseases  which  it  contains  is  serv- 
iceable for  physicians.  A simple  and  practical  technic  is 
presented  for  care  of  different  diseases  at  home  as  well  as 
in  the  hospital.  After  a discussion  of  general  principles  of 
nursing  care,  all  the  common  communicable  diseases  are 
discussed,  describing  pathology,  symptoms,  complications, 
diagnosis  and  treatment.  Following  this  is  a description  of 
nursing  which  would  be  employed  in  the  care  of  each  dis- 
ease. In  addition  to  the  common  diseases  of  childhood  are 
included  typhus,  dysentery,  influenza,  tuberculosis,  gon- 
orrhea, syphilis,  as  well  as  scabies,  impetigo  and  pediculosis. 


Medical  Record  Visiting  List  or  Physicians’  Diary  for 
1940,  Revised.  The  Williams  & Wilkins  Company,  Balti- 
more, 1939. 

This  standard  visiting  list  has  long  been  known  to  the 
medical  profession.  It  needs  no  words  of  explanation.  The 
price  list  is  $1.75,  30  patients  per  week;  $2.00,  60  pa- 
tients per  week;  $2.50,  90  patients  per  week. 
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QuAt  fe&fpsve  Mte.  Gan  Jd  Sealed . . . 

To  prevent  oxidation  or  change  in  the  physical  or  chemical  composi- 
tion of  S.M.A.,  the  atmosphere  is  exhausted  from  the  container  and  is 
replaced  with  nitrogen  which  keeps  the  contents  — S.M.A. — fresh 
and  sweet  in  any  climate. 

The  physical  and  chemical  character  of  S.M.A.  is  always 
the  same,  providing  a vitamin  A,  B1}  and  D activity  in 
each  feeding  that  is  constant  throughout  the  year. 

S.M.A.  feedings  are  always  uniform  whether  they  are 
prepared  in  Maine  or  California. 

NORMAL  INFANTS  RELISH  S. M. A.  — DIGEST  IT  EASILY  AND  THRIVE  ON  IT! 


S.  M.  A.  is  a food  for  infants  — derived 
from  tuberculin  tested  cows'  milk,  the 
fat  of  which  is  replaced  by  animal  and 
vegetable  fats  including  biologically 
tested  cod  liver  oil;  with  the  addition 
of  milk  sugar  and  potassium  chloride; 


altogether  forming  an  antirachitic  food. 
When  diluted  according  to  directions,  it 
is  essentially  similar  to  human  milk 
in  percentages  of  protein,  fat,  carbohy- 
drate and  ash,  in  chemical  constants 
of  the  fat  and  in  physiaal  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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The  Rectum  and  Colon.  By  E.  Parker  Hayden,  A.B., 
M.D.,  F.A.C.S.  Assistant  in  Surgery  in  the  Harvard  Medi- 
cal School,  etc.  Illustrated  with  169  Engravings.  434  pp. 
$5.50.  Lea  & Febiger,  Philadelphia,  1939. 

The  author  states  that  unnecessary  and  unimportant 
details  are  not  included.  The  first  chapter  is  devoted  to 
anatomy  of  the  rectum  and  colon.  One  important  detail 
which  might  have  been  included  is  a broader  description 
of  the  external  sphincter  mechanism  and  its  relationship. 
In  another  chapter  the  important  lymphopathia  venera  is 
gone  into  thoroughly.  All  other  important  questions  of 
proctology  are  treated  well.  This  book  can  be  recom- 
mended to  anyone  interested  in  rectal  work. 

G.  R.  Marshall. 


A Topographic  Atlas  for  X-Ray  Therapy.  By  Ira  I. 
Kaplan,  B.S.,  M.D.,  Director,  Radiation  Therapy  Depart- 
ment, Bellevue  Hospital,  etc.,  and  Sidney  Rubenfeld,  B.S., 
M.D.,  Associate  Visiting  Radiation  Therapist,  Bellevue  Hos- 
pital, etc.  $4.00.  The  Year  Book  Publishers,  Inc.,  304  South 
Dearborn  St.,  Chicago,  Illinois,  1939. 

This  is  a small  compact  atlas,  consisting  of  fifty-five  full 
page  illustrations,  semidiagrammatic,  to  illustrate  the  sur- 
face relationships  of  the  various  internal  organs  in  order 
that  x-radiation  may  be  applied  to  the  best  advantage. 
The  draining  lymphatics  of  the  various  organs  are  also 
included  in  the  illustrations  so  that  proper  application  of 
x-rays  is  made  easy.  The  book,  therefore,  is  of  particular 
value  to  those  doing  x-ray  therapy.  H.  B.  Thompson. 

The  International  Medical  Annual.  A Year  Book  of 
Treatment  and  Practitioner’s  Index.  Editors,  H.  Letheby 
Tidy,  M.A.,  M.D.,  F.R.C.P.,  and  A Rendle  Short,  M.D., 
B.S.,  B.Sc.,  F.R.C.S.  Fifty-seventh  Year.  602  pp.,  $6.00. 
The  Williams  & Wilkins  Company,  Baltimore,  1939. 

This  volume  covers  treatment  of  all  diseases  which  the 
average  practitioner  will  encounter.  These  are  arranged 
alphabetically,  beginning  with  abdominal  surgery  and  end- 
ing with  yaws.  There  are  thirty-seven  contributors;  each 
is  connected  with  one  of  the  medical  colleges  or  educational 
institutions  of  Great  Britain.  There  are  seventy-two  full 
page  plates,  some  in  color,  with  124  other  illustrative  fig- 
ures. For  convenience  of  reference,  there  is  a general  index 
filling  twenty-eight  pages.  No  publication  includes  in- 
formation on  more  subjects  than  is  contained  in  this  vol- 
ume. 

Textbook  of  Medical  Treatment.  By  Various  Authors. 
Edited  by  D.  M.  Dunlop,  B.A.  (Oxon.),  M.D.,  F.R.C.P. 
(Edin.),  Professor  of  Therapeutics  and  Clinical  Medicine, 
University  of  Edinburgh,  etc;  L.  S.  P.  Davidson,  B.A. 
(Camb.),  M.D.,  F.R.C.P.  (Edin.),  M.R.C.P.  (Lond.),  Pro- 
fessor of  Medicine,  University  of  Edinburgh,  etc;  J.  W. 
McNee,  D.S.O.,  D.Sc.,  M.D.  (Glas.),  F.R.C.P.  (Lond.), 
Regius  Professor  of  Practice  of  Medicine,  University  of 
Glasgow,  etc.  1127  pp.,  $8.00.  The  Williams  & Wilkins 
Company,  Baltimore,  1939. 

This  volume  summarizes  therapeutic  advances  that  have 
occurred  during  the  present  century.  It  is  primarily  devoted 
to  treatment,  although  under  some  headings  there  are  brief 
references  to  etiology  and  pathology.  The  authors  are  ex- 
plicit in  regard  to  therapy  recommended.  There  is  limita- 
tion in  the  employment  of  drugs,  with  explanations  for 
exclusion  of  some  drugs  and  methods  formerly  employed. 
The  size  of  the  volume  is  explained  by  the  vast  scope  of 
diseases  considered.  So  numerous  are  they  that  forty-two 
pages  are  devoted  for  indexing  them.  Diseases  are  grouped 
under  headings  such  as  skin,  blood  and  circulation,  alimen- 
tary canal,  liver,  kidney  and  nervous  system.  Infectious 


diseases,  septicemia,  tuberculosis  and  venereal  diseases  are 
also  included.  There  is  a consideration  of  psychotherapy 
and  technical  procedures,  including  many  special  thera- 
peutic -measures.  These  great  varieties  of  therapeutic  dis- 
cussions are  presented  by  distinguished  English  physicians 
who  are  authoritative  in  their  special  lines  of  practice. 
Although  this  is  a bulky  volume,  it  contains  much  thera- 
peutic information  handily  arranged  for  ready  reference. 

Proctology  for  the  General  Practitioner.  By  Fred- 
erick C.  Smith,  M.D.,  M.Sc.  (Med.).  F.A.C.S.  Proctologist 
to  St.  Luke’s  and  Children’s  Hospital,  Philadelphia,  etc. 
Illustrated  with  142  Halftones  and  Line  Engravings  and 
three  Color  Plates.  386  pp.  $4.50.  F.  A.  Davis  Co.,  Phila- 
delphia, 1939. 

This  text  should  be  of  considerable  value  to  the  general 
practitioner  and  the  proctologist  as  well.  It  is  well  illus- 
trated under  the  various  chapters  and  all  the  principle 
phases  of  rectal  work  are  considered.  The  first  chapter  is 
interesting  from  the  standpoint  of  symptoms.  The  impor- 
tant symptom  of  bleeding  is  discussed  and  some  significant 
points  are  brought  out.  From  cover  to  cover  important 
problems  in  proctology  are  stressed  in  a style  that  is  pleas- 
ant and  interesting  to  read.  G.  R.  Marshall. 

Primer  of  Allergy.  A Guidebook  for  Those  Who  Must 
Find  Their  Way  Through  the  Mazes  of  this  Strange  and 
Tantalizing  State.  By  Warren  T.  Vaughn,  M.D.,  Richmond, 
Virginia.  With  Illustrations  by  John  P.  Tillery.  140  pp., 
$1.50.  The  C.  V.  Mosby  Company,  St.  Louis,  1939. 

Allergy  occupies  much  attention  of  physicians  and  lay- 
men, so  much  so  that  it  has  become  a household  word. 
Eventually  investigators  will  solve  the  riddle  of  its  exist- 
ence. At  present,  relief  for  its  victims  must  be  obtained 
as  far  as  possible.  This  book  outlines  the  principles  to  at- 
tain this  end.  In  the  form  of  questions  and  answers,  all 
phases  of  this  condition  are  discussed  in  terms  understood 
by  the  layman  as  well  as  the  physician. 

Eye,  Ear,  Nose  and  Throat  Manual  for  Nurses.  Roy 
H.  Parkinson,  M.D.,  D.A.C.A.  Head  Oculist  and  Aurist  to 
St.  Joseph’s  Hospital,  San  Francisco,  California,  Fourth 
Edition.  243  pp.  $2.25.  The  C.  V.  Mosby  Co.,  St.  Louis, 
1939. 

The  reason  for  this  book  was  that  none  on  this  subject 
was  available  for  classroom  work  in  nurses  training  schools. 
It  is  not  intended  to  present  a thorough  course  in  diagnosis 
or  treatment,  but  to  present  a general  idea  of  what  is  en- 
countered in  these  classes  of  patients.  There  are  descrip- 
tions of  throat,  nose,  ears,  and  eyes  with  elementary  physi- 
ology and  anatomy,  followed  by  chapters  dealing  with  the 
diseases  of  these  illnesses.  At  the  end  of  each  chapter  is  a 
quiz,  the  questions  bearing  on  the  subject  which  has  been 
discussed. 

The  New  International  Clinics.  Edited  by  George 
Morris  Piersol,  M.D.  Professor  of  Medicine,  Graduate 
School  of  Medicine,  University  of  Pennsylvania,  Philadel- 
phia. With  seventeen  collaborators.  332  pp.  $3.00.  Volume 
III,  New  Series  two.  J.  B.  Lippincott  Company,  Philadel- 
phia, Montreal,  New  York.  1939. 

This  volume  includes  papers  by  sixteen  contributors,  with 
six  clinical  reports,  these  covering  a wide  range  of  subjects. 
There  are  papers  dealing  with  various  phases  of  diseases  of 
the  heart  and  the  circulatory  system  by  distinguished 
members  of  the  profession,  diseases  of  the  spinal  cord, 
spleen,  and  genitourinary  tract.  These  are  suggestions  of 
the  subjects  considered  in  this  volume  that  are  of  special 
interest. 
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NATIONAL  PHYSICIANS’  COMMITTEE 

Due  to  the  marked  increase  of  public  interest  in 
medicine  and  medical  practice,  together  with  the 
severe  criticism  of  the  medical  profession  voiced 
from  various  places  both  high  and  low,  it  now  be- 
comes clear  that  the  medical  profession  must  aban- 
don some  of  its  long  established  customs  of  con- 
servatism and  reticence.  It  must  embark  upon  a 
campaign  of  public  enlightenment  which  will  not 
only  answer  those  unjust  and  unfair  statements  but 
will  lead  the  way  in  continued  development  of  med- 
ical services  and  their  wider  application  to  the 
needs  of  the  people.  We  have  too  long  obeyed  the 
biblical  injunction  to  turn  the  other  cheek  and  have 
ignored  the  one  which  directs  the  rendering  unto 
Cesar  that  which  is  rightfully  his.  We  have  allowed 
the  public  to  forget  that  certain  phases  of  medicine 
are  rightfully  those  of  the  government  but  that 
others  must  necessarily  be  cared  for  on  a private 
basis,  if  medicine  is  to  continue  to  progress.  Indeed, 
it  is  becoming  fairly  clear  that  socialized  medicine 
would  soon  lead  to  socialized  law,  socialized  indus- 
try and  socialized  everything  else  so  that  no  longer 
would  this  country  maintain  that  liberty  which 
has  so  long  distinguished  it  and  which  in  so  many 
places  on  the  earth  has  disappeared  from  the  vision 
of  men. 

This  duty  of  the  profession  to  lead  the  way  back 
to  a sane  appreciation  of  values  is  quite  necessarily 
divorced  from  its  scientific  and  organizational  func- 
tions. Certain  members  are  undoubtedly  more  gift- 
ed in  their  ability  to  organize,  certain  others  to 
conduct  scientific  studies  and  still  others  to  take 
before  the  public  the  records  of  achievement  and 
plans  for  development  which  are  universally  under- 
stood among  medical  men.  To  these  individuals 
must  go  the  duty  of  acquainting  the  public  with 
our  accomplishments,  about  which  they  may  have 
forgotten  or  perhaps  never  known,  and  the  pro- 
posals which  we  feel  will  more  firmly  than  ever 
establish  this  country  as  leader  of  the  world  in 
medical  service. 
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To  this  end,  therefore,  has  been  established  the 
National  Physicians’  Committee  for  the  Extension 
of  Medical  Service.  It  is  composed  of  one  hundred 
twenty-six  members  from  all  parts  of  the  country 
who  are  entirely  familiar  with  the  acute  problems 
which  have  arisen  in  recent  years  and  who  by  their 
records  have  shown  ability  to  lead  the  way  in  meet- 
ing them. 

While  the  situation  faced  by  this  committee  is 
extremely  complex  and  while  many  groups  both 
friendly  and  hostile  must  be  met  in  order  to  find 
solution  of  common  problems,  there  are  two  strik- 
ing needs  upon  which  the  group  will  proceed  at 
once.  These  are,  first,  the  fact  that  steps  must  be 
taken  to  make  available  to  the  indigent  and  low 
income  groups  the  most  effective  medicine,  medi- 
cal practice  and  hospitalization  that  can  be  offered 
and  generally  provide  the  widest  possible  distribu- 
tion of  the  most  effective  methods  and  equipment 
in  medicine  and  surgery;  second,  it  is  apparent,  if 
the  public  interest  is  to  be  best  served,  it  is  essen- 
tial that  the  general  public  be  familiarized  with  the 
record  and  achievements  of  American  medicine. 

Other  activities  will  undoubtedly  appear  as  the 
committe  continues  to  function  but  at  first  the 
meeting  of  these  two  situations  is  of  paramount  im- 
portance to  the  profession.  That  the  committee  will 
be  able  to  accomplish  much  in  this  new  field  is 
attested  by  the  names  of  those  who  have  been 
selected  to  compose  the  central  committee  and 
those  who  have  been  named  to  the  executive  board. 
Northwest  members  of  the  central  committee  may 
be  found  in  the  official  reports  in  the  state  sec- 
tions of  this  issue.  The  executive  board  is  composed 
of  Edward  H.  Cary  of  Dallas,  chairman;  Austin 
Hayden  of  Chicago,  secretary;  N.  S.  Davis  III  of 
Chicago,  treasurer;  Irvin  Abell  of  Louisville,  F.  F. 
Borzell  of  Philadelphia,  William  F.  Braasch  of 
Rochester,  John  A.  Hartwell  of  New  York,  Roger 
I.  Lee  of  Boston,  Alphonse  McMahon  of  St.  Louis, 
E.  H.  Skinner  of  Kansas  City  and  Charles  B. 
Wright  of  Minneapolis. 

This  committee  will  be  able  to  do  much  that  no 
other  group  or  organization  has  so  far  been  able  to 
accomplish.  It  will  certainly  be  able  to  point  out 
what  the  medical  profession  of  this  country  has 
done,  what  it  can  do,  and  what  it  wishes  to  do 
in  the  future.  It  may  well  lead  the  way  to  a re- 
versal of  the  present  trend  toward  the  left  in  our 
government. 

The  committee  has  prepared  a pamphlet,  The 
Achilles  Heel  of  American  Medicine,  present- 
ing “a  brief  statement  of  the  problem  and  a short 
outline  of  steps  that  are  being  taken  to  offset  the 


destructive  processes  which  are  undermining  the 
profession  and  the  industry.”  This  features  the  best 
health  record,  independence  threatened,  ruthless 
attack,  the  national  health  bill,  new  bill  imminent, 
the  A.  M.  A.  stand  and  other  pertinent  important 
facts.  Every  physician  will  profit  by  reading  this 
pamphlet. 

MEDICAL  SERVICE  FOR  LOW  WAGE 
EARNERS 

Attacks  on  the  medical  profession  from  many 
sources  during  recent  years  have  been  founded  on 
the  alleged  deficient  medical  service  for  low  wage 
earners.  This  was  the  basis  for  introduction  of  the 
Wagner  Act,  through  which  it  was  proposed  to 
place  national  medical  service  under  federal  author- 
ities, and  to  regiment  the  medical  profession  under 
lay  supervision.  To  counteract  these  assaults  on  the 
profession  in  different  states,  studies  have  been 
conducted  concerning  the  deficient  medical  serv- 
ices said  to  exist,  and  various  plans  have  been 
proposed  as  remedies. 

At  the  Conference  of  Secretaries  of  Constituent 
State  Medical  Associations  in  Chicago  last  month, 
an  afternoon  program  was  devoted  to  reports  of 
medical  service  plans.  The  secretary  of  Michigan 
State  Medical  Society  presented  the  plan  proposed 
for  adoption  in  that  state,  resulting  from  nine  years 
of  study  and  an  expenditure  of  $30,000.  Under  the 
title  “Michigan  Medical  Service,”  a plan  is  pre- 
sented to  extend  medical  service  to  low  wage  earn- 
ers on  a monthly  prepayment  plan,  including  serv- 
ice to  members  of  the  family.  Arrangements  for 
carrying  out  this  plan  were  presented  in  much  de- 
tail, naturally  leaving  much  later  to  be  accom- 
plished when  it  is  put  into  practical  effect.  The 
executive  assistant  of  Medical  Society  of  New  Jer- 
sey also  read  an  outline,  leading  to  the  adoption 
of  “The  Medical  Service  Plan  of  New  Jersey.” 
By-Laws  were  presented  for  adoption  by  the  state 
society  leading  to  the  adoption  of  this  plan  which 
also  involves  monthly  prepayments  for  the  insured, 
with  explanations  as  to  physicians’  fees,  subscrib- 
ers and  other  matters.  A year  ago  Oregon  State 
Medical  Society  adopted  a plan  for  low  wage  earn- 
ers after  a year’s  intensive  study  of  the  problem. 
During  the  past  year  this  plan  has  been  in  the 
process  of  adoption  on  the  part  of  various  county 
societies,  embodying  the  above  mentioned  princi- 
ples. All  of  these  schemes  provide  for  inauguration 
of  the  plan  by  the  state  associations  and  their  sup- 
ervision over  their  adoption  by  county  societies. 

Also  on  this  program  was  presented  a paper  by 
V.  W.  Spickard,  secretary  of  Washington  State 
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Medical  Association,  explaining  the  Medical  Serv- 
ice Bureau  plan  which  has  been  in  operation  in  his 
state  by  eleven  county  societies  for  six  to  ten  years, 
differing  in  some  respects  from  the  plans  above 
mentioned.  In  his  state  the  unit  is  the  county 
society,  each  of  which  has  devised  its  own  setup, 
with  determination  of  the  amount  of  monthly  pre- 
payments, physicians’  fees  and  other  details  in 
accordance  with  prevailing  conditions  in  different 
sections  of  the  state.  The  function  of  the  State 
Medical  Service  Bureau  has  been  purely  advisory 
for  the  purpose  of  coordinating  the  county  bureaus, 
with  no  authority  over  them  or  their  administra- 
tions. 

Illustrating  the  working  out  of  this  plan,  Dr. 
Spickard  described  in  some  detail  its  administra- 
tion by  King  County  Medical  Service  Bureau  dur- 
ing the  past  six  years,  which  covers  the  largest 
clientele  of  the  county  bureaus.  Out  of  a member- 
ship in  the  county  society  of  more  than  600,  it  is 
reported  that  475  are  members  of  the  Service  Bu- 
reau and  are  eligible  for  choice  of  the  insured.  At 
the  present  time  the  bureau  has  37,000  subscribers, 
representing  a thousand  firms  or  employers.  During 
1938  receipts  were  over  $600,000,  of  which  70 
per  cent  was  allotted  for  physicians’  fees,  7 per 
cent  being  for  overhead  and  the  balance  applied  to 
expenditures  for  hospitals,  laboratories,  nurses,  ap- 
pliances and  other  incidentals.  It  was  explained 
that  the  bureau  has  functioned  for  a sufficient 
length  of  time  to  become  an  established  feature  of 
medical  practice  in  the  county.  Similar  reports  on 
a smaller  scale  could  be  presented  by  the  bureaus 
of  other  county  societies. 

It  is  generally  admitted  that  these  plans  for  pro- 
viding medical  service  are  more  or  less  experiment- 
al. They  are  venturing  into  untried  fields,  in  which 
experience  will  solve  problems.  The  longer  any  plan 
functions,  the  more  stable  it  will  become  and  more 
efficient  in  meeting  and  determining  unknown  con- 
ditions. A survey  of  the  intricate  requirements  and 
uncertain  features  of  this  method  of  practice  offers 
illuminating  suggestions  as  to  what  might  be  anti- 
cipated, were  the  federal  government  to  undertake 
the  execution  of  plans  proposed  by  the  Wagner 
Act.  One  can  easily  envision  the  army  of  bureau- 
cratic employes  that  would  be  settled  upon  the 
states,  the  insured  and  the  medical  profession.  All 
who  have  at  heart  the  welfare  of  the  low  wage 
earners  and  the  physicians  who  care  for  their  medi- 
cal needs  will  unite  in  the  sincere  hope  that  these 
efforts  will  evolve  plans  for  medical  service  which 
may  help  to  forestall  and  prevent  the  establishment 
of  much  discussed  state  medicine. 


PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

While  the  American  Medical  Association  has 
long  advocated  certain  principles  and  proposed  or 
even  urged  certain  developments  in  the  various 
phases  of  private  and  public  health  service,  it  has 
not,  until  the  present,  made  any  clear  and  com- 
prehensive statement  to  the  public  of  its  stand  on 
such  matters.  In  short,  it  has  not  had  a platform. 
Lack  of  such  statement  may  be  attributed  to  the 
conservatism  which  has  long  been  the  strength 
of  the  profession  and  also  to  the  fact  that  no  neces- 
sity for  such  a move  had  ever  been  made  apparent. 

Now,  however,  due  to  the  misunderstandings 
which  have  arisen  and  the  persecutory  tactics  of 
certain  individuals  and  groups,  it  becomes  appar- 
ent that  the  Association  should  very  positively  de- 
fine its  stand.  It  seems  that  now  the  public  should 
be  apprised  in  a simple,  direct  statement  of  the  ob- 
jects of  our  advocacy. 

Accordingly,  the  Board  of  Trustees  has  devel- 
oped a platform  of  eight  sections  which  will  quickly 
acquaint  one  one  with  these  principles  which  the 
American  Medical  Association  believes  will  best 
promote  high  quality  medical  services  for  all  the 
people  of  this  country.  The  platform  is  as  follows: 

1.  The  establishment  of  an  agency  of  federal  govern- 
ment, under  which  shall  be  coordinated  and  administered 
all  medical  and  health  functions  of  the  federal  government 
exclusive  of  those  of  the  Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress  may 
make  available  to  any  state  in  actual  need  for  the  preven- 
tion of  disease,  the  promotion  of  health  and  the  care  of 
the  sick  on  proof  of  such  need. 

3.  The  principle  that  the  care  of  public  health  and  pro- 
vision of  medical  service  to  the  sick  is  primarily  a local 
responsibility. 

4.  The  development  of  a mechanism  for  meeting  the 
needs  of  expansion  of  preventive  medical  services  with  local 
determination  of  needs  and  local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indigent  and 
the  medically  indigent  with  local  determination  of  needs 
and  local  control  of  administration. 

6.  In  the  extension  of  medical  services  to  all  the  people, 
the  utmost  utilization  of  qualified  medical  and  hospital 
facilities  already  established. 

7.  The  continued  development  of  private  practice  of 
medicine,  subject  to  such  changes  as  may  be  necessary  to 
maintain  the  quality  of  medical  services  and  to  increase 
their  availability. 

8.  Expansion  of  public  health  and  medical  services  con- 
sistent with  the  American  system  of  democracy. 

These  eight  planks  need  little  explanation  or  dis- 
cussion. They  fully  show  what  the  American  Medi- 
cal Association  stands  for  and  they  contain  only 
those  principles  which  have  met  the  approval  of 
the  House  of  Delegates.  They  may  stand  before 
the  public  as  a solid  foundation,  upon  which  to 
continue  the  building  of  the  world’s  finest  medical 
service. 
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APPROVAL  OF  LABORATORIES* 
William  Levin,  Dr.  P.H. 

Director,  State  Hygienic  Laboratory 
PORTLAND,  ORE. 

In  the  general  election  held  in  November,  1938, 
the  citizens  of  Oregon  overwhelmingly  approved  of 
a measure  requiring  both  applicants  for  a marriage 
license  to  submit  to  a mental  and  physical  examina- 
tion which  must  show  “that  each  of  the  persons 
thus  seeking  to  enter  the  marriage  relation  is  free 
from  contagious  or  infectious  venereal  disease,  epi- 
lepsy, feeble-mindedness,  insanity,  drug  addiction 
or  chronic  alcoholism.  Before  issuing  such  certifi- 
cates, the  examining  physician  shall  apply  or  have 
applied  by  an  approved  licensed  laboratory,  a rec- 
ognized blood  test,  approved  by  the  State  Board  of 
Health,  for  the  determination  of  syphilis,  and  shall, 
when  considered  necessary,  examine  or  have  ex- 
amined microscopically  smears  from  the  mucous 
membranes  of  the  sex  organs  in  determining  the 
possible  presence  of  gonorrheal  infection.” 

This  law  made  it  mandatory  for  the  State  Board 
of  Health  to  pass  upon  the  qualifications  of  medi- 
cal laboratories  as  to  their  fitness  to  perform  the 
required  tests.  The  machinery  for  the  approval  of 
laboratories  had  already  been  set  up  by  a legisla- 
tive act  in  1935.  This  act  provided  for  the  registra- 
tion of  all  medical  laboratories  and  for  the  appoint- 
ment of  an  advisory  committee  by  the  State  Medi- 
cal Society  of  four  members,  “one  of  whom  shall 
be  a layman  laboratory  operator,  two  of  whom  shall 
be  members  of  the  State  Medical  Society  and  lab- 
oratory operators,  and  one  of  whom  shall  be  a 
member  of  the  State  Board  of  Health.”  The  func- 
tion of  this  committee  was  “to  advise  the  State 
Board  of  Health  concerning  what  regulations  of 
such  laboratories  were  necessary  for  the  protec- 
tion of  the  public  from  the  spread  of  communicable 
diseases  resulting  from  the  operation  of  such  lab- 
oratories.” The  State  Board  of  Health  was  author- 
ized to  issue  certificates  of  approval  to  laboratories 
which  after  inspection  were  found  to  conform  to 
the  standards  required. 

From  its  inception  in  1935  until  late  in  1938  the 
Advisory  Committee  held  numerous  meetings.  Dis- 
agreement among  its  own  membership  and  the  re- 
fusal of  the  State  Board  of  Health  to  accept  its  in- 
frequent recommendations  led  to  an  impasse  until 
late  in  1938  when  the  remaining  point  at  issue,  the 
qualifications  of  the  laboratory  director,  was  finally 

♦Read  before  the  Western  Branch,  American  Public 
Health  Association,  Oakland,  Calif.,  July  24,  1939. 


agreed  upon.  The  State  Board  of  Health  always 
held  that  its  interest,  as  defined  by  law,  was  lim- 
ited to  that  portion  of  medical  laboratory  work  per- 
taining to  public  health.  Its  own  laboratory  had 
never  performed  any  tests  lying  without  the  do- 
main of  public  health  and  it  saw  no  reason,  there- 
fore, for  drawing  up  regulatory  requirements  for 
laboratories  covering  all  fields  of  medical  labora- 
tory work. 

As  finally  agreed  upon,  the  qualifications  for  the 
director  of  a laboratory  were  defined  as  follows: 
“The  director  of  an  approved  laboratory  shall  pos- 
sess the  educational  requirements  for  a doctorate 
degree  in  science,  public  health  or  medicine  as  pre- 
scribed by  a university  holding  membership  in  the 
Association  of  American  Universities.  He  shall  have 
had,  subsequent  to  graduation,  four  years  of  ap- 
proved training  or  experience  in  pathology  and  bac- 
teriology or  bacteriology  alone.  Approval  shall  be 
limited  to  those  laboratories  whose  directors  are 
devoting  the  major  part  of  their  time  to  laboratory 
duties.  Any  person  serving  as  a director  of  a lab- 
oratory established  prior  to  the  date,  on  which  the 
laboratory  registration  law  became  effective,  may 
continue  to  serve  as  director  of  such  a laboratory, 
and  such  a laboratory  may  be  given  approval,  if  it 
meets  the  other  requirements  set  forth  therein.” 

Insofar  as  the  qualifications  of  other  technical 
laboratory  workers  were  concerned,  approval  was 
to  be  limited  to  those  laboratories  whose  techni- 
cians have  been  graduated  from  a school  approved 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association.  Laboratories 
established  prior  to  1935  which  met  the  other  re- 
quirements for  approval  were  allowed  to  retain  lab- 
oratory technicians  who  were  not  graduated  from 
such  a school. 

Since  the  law  permiting  approval  of  laboratories 
was  not  mandatory,  but  left  to  the  laboratories 
themselves  the  choice  of  requesting  approval,  and 
since  they  all  seemingly  preferred  the  status  quo, 
there  was  not  a single  approved  laboratory  in  the 
state  prior  to  the  general  election  of  1938.  The 
passage  of  the  marriage  law  precipitated  the  long 
delayed  requests  for  approval. 

The  reaction  of  the  marrying  and  marriageable 
portion  of  the  public  to  the  new  marriage  law  was 
at  first  one  of  extreme  hostility  and  defiance.  The 
neighboring  states  reaped  a golden  harvest  from 
Oregon  marriage  applicants.  County  clerks,  county 
courts  and  even  the  general  public  began  to  com- 
plain about  the  loss  of  the  marriage  market.  To  in- 
sist upon  the  high  requirements  for  approval  at  this 
time  would  have  seriously  jeopardized  the  existence 
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of  the  new  law;  threats  of  a referendum  were  being 
heard.  The  State  Board  of  Health,  therefore,  wisely 
decided  to  make  haste  slowly,  and  to  approve  lab- 
oratories which  could  meet  the  minimum  require- 
ments of  personnel  qualifications,  equipment  and 
housing.  Regulations  were  drawn  up,  submitted  to 
the  Advisory  Committee  for  its  consideration  and 
approval,  and  were  then  approved  by  the  State 
Board  of  Health.  The  regulations  now  in  force  are 
as  follows: 

1.  General  Requirements.  Only  those  labora- 
tories in  which  the  space,  equipment,  management, 
personnel  and  records  are  such  as  will  insure  hon- 
est, efficient,  and  accurate  work  will  be  granted 
approval. 

2.  Location,  Housing  and  Equipment.  The  hous- 
ing and  light  shall  be  adequate  for  the  proper  func- 
tioning of  the  laboratory.  The  equipment  shall  be 
sufficient  to  permit  the  essential  technical  proced- 
ures to  be  properly  carried  out. 

3.  Qualifications  of  Personnel.  Approval  will  be 
granted  only  to  those  laboratories  whose  personnel 
shall  have  satisfied  the  State  Board  of  Health,  by 
investigation  or  examination,  or  both,  that  they  are 
fully  competent  to  carry  out  the  necessary  lab- 
oratory procedures. 

4.  Reports.  An  approved  laboratory  shall  make 
its  reports  through  the  director.  Reports  shall  only 
be  made  to  persons  duly  licensed  to  practice  by  the 
Oregon  State  Board  of  Medical  Examiners,  except 
that  such  reports  shall  be  made  to  the  State  Board 
of  Health  as  are  required  by  law  or  by  the  regula- 
tions of  the  Board. 

5.  Records.  Full  records  of  all  examinations 
made  by  the  laboratory,  suitably  indexed  and  filed, 
shall  be  kept.  Every  specimen  analyzed  in  the  lab- 
oratory shall  be  given  a serial  number,  which  shall 
follow  that  specimen  in  the  records  and  reports.  All 
records  shall  be  open  to  inspection  by  representa- 
tives of  the  State  Board  of  Health. 

6.  Written  Agreement,  a.  That  the  conduct  of 
said  laboratory  will  be  in  accordance  with  recog- 
nized standards  of  laboratory  ethics,  and  that  no 
procedures  or  conditions  will  prevail  which  do  not 
meet  the  minimum  requirements  of  the  Oregon 
State  Board  of  Health. 

b.  To  allow  inspection  of  the  equipment,  pro- 
cedures, reagents  and  any  other  part  of  the  lab- 
oratory by  the  State  Health  Officer  at  any  time  dur- 
ing the  hours  of  business  of  said  laboratory. 

c.  To  file  with  the  Oregon  State  Board  of  Health 
a detailed  description  of  the  methods  employed  in 
the  performance  of  these  tests  for  which  approval 
is  requested. 


d.  Upon  request  of  the  State  Health  Officer,  to 
submit  samples  of  any  antigens,  stains,  antisera  or 
other  reagents  used  in  said  laboratory. 

e.  To  examine  and  render  reports  on  specimens 
submitted  from  time  to  time  by  the  State  Hygienic 
Laboratory  for  purposes  of  testing  the  efficiency 
and  accuracy  of  procedures  used  in  said  laboratory. 

f.  To  notify  the  State  Health  Officer  at  once  of 
any  change  in  the  following:  (1)  location  of  lab- 
oratory, (2)  technic  used  in  tests,  (3)  personnel  of 
laboratory. 

g.  To  keep  copies  of  all  reports  issued  from  the 
laboratory  for  a period  of  at  least  two  years  from 
date  of  issue,  and  that  these  copies  of  reports  will 
be  available  at  any  time  to  the  State  Health  Officer. 

h.  To  keep  on  file,  with  proper  identification,  for 
a period  of  six  months,  all  stained  slide  specimens 
on  which  positive  laboratory  diagnoses  have  been 
made. 

i.  To  return  the  Certificate  of  Approval  to  the 
Oregon  State  Board  of  Health  under  any  of  the 
following  conditions:  (1)  on  December  31  of  each 
year,  (2)  upon  written  request  of  the  State  Health 
Officer. 

j.  Not  to  state,  advertise  or  imply  that  said  lab- 
oratory is  approved  for  all  types  of  public  health 
work,  or  for  any  tests  other  than  those  specifically 
enumerated  in  the  certificate  which  may  be  issued 
to  the  laboratory. 

The  Kolmer  complement  fixation  test  and  the 
Kahn  precipitation  test  were  declared  by  the  State 
Board  of  Health  to  be  the  official  serologic  tests  for 
syphilis  to  be  performed  on  marriage  applicants. 

Each  laboratory  applying  for  approval  was  sent 
a form  on  which  were  to  be  listed  the  names  and 
qualifications  of  all  workers,  the  various  pieces  of 
equipment  and  apparatus  available,  and  the  size 
and  location  of  the  laboratory.  In  addition,  detailed 
data  on  the  technic  used  in  the  performance  of  the 
tests  for  which  approval  was  asked  were  also  to  be 
furnished.  Upon  the  receipt  of  the  written  agree- 
ment (the  contents  of  which  have  already  been 
discussed)  a personal  inspection  of  the  laboratory 
was  made.  Adherence  to  standard  technic  in  the 
performance  of  the  Kahn  and  Kolmer  tests  was  a 
rigid  requirement.  Such  equipment  as  56°  C.  water 
baths,  standard  Kahn  antigen  vials,  standard  sero- 
logic pipettes  and  test  tubes,  drying  ovens,  proper 
saline  solution  and  stains  had  to  be  obtained,  if 
not  already  available,  before  approval  would  be 
considered. 

It  is  interesting  to  note  that  of  the  forty  lab- 
oratories now  approved  the  following  deviations 
from  the  requirements  were  found: 
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Twenty-six  laboratories  had  to  obtain  standard 
Kahn  antigen  vials.  Three  laboratories  had  to  ob- 
tain standard  serologic  test  tubes. 

Ten  laboratories  had  an  insufficient  number  of 
serologic  pipettes  to  take  care  adequately  of  their 
routine  number  of  specimens. 

One  laboratory  used  extremely  dirty  pipettes. 

Five  laboratories  had  to  buy  56°  C.  water  baths. 
Their  method  of  inactivation  was  to  heat  the  sera 
in  a water  bath  over  a free  flame,  and  watch  the 
thermometer  for  the  required  period  of  time. 

Five  laboratories  were  without  means  of  drying 
their  glassware. 

Three  laboratories  used  no  controls  whatsoever 
in  performing  their  serologic  tests;  twice  as  many 
used  control  sera  only  when  available. 

Two  laboratories,  while  performing  the  author- 
ized tests,  yet  deviated  so  much  from  the  author’s 
procedures  that  the  only  thing  they  had  in  com- 
mon was  the  name. 

Ten  laboratories  kept  either  inadequate  or  no 
records  of  their  tests.  Once  a report  left  the  labora- 
tory it  could  not  be  replaced. 

When  writen  notice  was  obtained  that  all  the 
recommendations  had  been  complied  with,  the  cer- 
tificate of  approval  was  granted.  In  several  cases  a 
second  inspection  was  made. 

Forty  laboratories  were  approved  as  complying 
with  the  requirements  heretofore  set  forth.  One  lab- 
oratory was  not  approved  because  of  lack  of  proper 
facilities;  it  recently  has  made  reapplication  for 
approval,  having  made  the  necessary  changes.  One 
laboratory  was  not  approved  because  the  techni- 
cian did  not  have  the  required  qualifications.  Four 
laboratories  which  had  asked  for  approval  have  not 
thus  far  indicated  that  they  have  carried  out  the 
recommendations  of  the  State  Board  of  Health  and 
their  applications,  therefore,  have  not  been  granted. 

Early  in  January,  1939,  a meeting  of  laboratory 
workers  was  called  by  the  State  Board  of  Health, 
at  which  time  there  was  a full  discussion  of  the  re- 
quirements for  approval,  and  a presentation  of  the 
procedure  now  employed  by  Kolmer  and  Kahn  in 
the  performance  of  their  tests.  Late  in  March  the 
State  Hygienic  Laboratory  made  available  free 
Kahn  standard  antigen  to  the  approved  labora- 
tories. Thus  far,  twenty,  or  half  of  the  approved 
laboratories,  have  availed  themselves  of  this  serv- 
ice. A list  of  the  approved  laboratories  was  sent  out 
to  most  physicians  and  all  county  clerks  in  April, 
and  formal  notice  was  given  that  hereafter  reports 
from  approved  laboratories  alone  would  be  accepted 
for  marriage  license  applicants. 

The  steps  taken  thus  far  assured  each  commun- 


ity in  Oregon  the  facilities  of  an  approved  labora- 
tory. It  did  not,  however,  vouch  for  the  compe- 
tency of  the  laboratories.  In  keeping  with  the  rec- 
ommendation made  at  the  Serologic  Conference  at 
Hot  Springs,  Ark.,  in  October,  1938,  a study  was 
made  in  February  and  March,  1939,  of  the  serologic 
accuracy  of  the  approved  laboratories.  Eight  speci- 
mens of  sera,  previously  tested  at  the  State  Hy- 
gienic Laboratory,  were  sent  to  each  laboratory  on 
which  to  run  the  test  or  tests  for  which  it  was 
approved.  Other  tests  could  be  made  but  would  not 
be  considered  officially.  Results  obtained  were  to  be 
reported  as  “positive,”  “doubtful”  or  “negative,”  in 
accordance  with  the  procedure  recommended  at  the 
Hot  Springs  Conference. 

Reports  on  317  specimens  were  received.  Twen- 
ty-eight laboratories  reported  the  Kahn  test  alone, 
eleven  both  the  Kahn  and  Kolmer  tests,  and  one 
the  Kolmer  test  alone.  Additional  serologic  tests  run 
but  not  counted  in  the  results  were:  Hinton,  one 
laboratory;  Kline,  five  laboratories.  Of  the  317  re- 
ports there  was  complete  agreement  between  the 
State  Hygienic  Laboratory  and  the  approved  lab- 
oratories in  254,  or  80.1  per  cent.  There  was  slight 
disagreement  in  19  specimens,  making  a corrected 
agreement  in  86.1  per  cent,  and  a disagreement  in 
13.9  per  cent. 

It  was  felt  that  a fairer  test  of  the  efficiency  of 
the  laboratories  could  be  made  if  whole  blood  were 
submitted  instead  of  inactivated  serum.  Last  June, 
therefore,  ten  blood  specimens  were  sent  to  each 
laboratory.  These  specimens  were  taken  at  the 
Venereal  Disease  Clinic  of  University  of  Oregon 
Medical  School,  on  persons  previously  serologically 
and  clinically  diagnosed  syphilitic,  many  of  whom 
had  been  under  long  and  intensive  treatment.  A few 
blood  specimens  were  also  obtained  on  some  of  the 
internes  and  laboratory  technicians,  presumably 
normal  persons,  for  the  several  negative-reacting 
sera  sent  to  the  laboratories.  Three  groups  of  twelve 
laboratories  checked  against  each  other  as  well  as 
the  State  Hygienic  Laboratory,  while  one  group  of 
three  laboratories  checked  against  each  other  and 
the  State  Laboratory.  In  addition,  each  laboratory 
was  sent  five  smears  for  examination  for  N.  Gonor- 
rhea; three  of  the  smears  were  made  from  bacterio- 
logically  and  clinically  diagnosed  gonorrheal  pa- 
tients, and  two  were  made  from  sputum  submitted 
for  examination  for  M.  Tuberculosis.  It  may  be  said 
in  passing  that  only  one  laboratory  found  the  elu- 
sive gonococcus  in  the  sputum. 

Of  the  375  reports  received  on  the  blood  speci- 
mens, there  was  complete  agreement  between  the 
State  Laboratory  and  the  approved  laboratories  in 
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306  specimens,  or  81.6  per  cent,  divided  into  149 
positive,  23  doubtful  and  134  negative  specimens. 
The  disagreeing  results  are  herewith  tabulated: 

State  Laboratory  Approved  Laboratories 

Positive  20.  Doubtful  11;  negative  9. 

Doubtful  44.  Positive  21 ; negative  23. 

Negative  5.  Doubtful  S. 

Some  of  the  disagreement  in  readings  were  so 
slight  that  thirteen  specimens  could  be  considered 
in  agreement  with  the  State  Laboratory;  hence  the 
corrected  agreement  in  results  is  85.1  per  cent,  dis- 
agreement, 14.9  per  cent.  These  are  practically  the 
same  percentages  obtained  in  the  earlier  evaluation 
study. 

The  laboratories  performing  the  Kahn  and  Kol- 
mer  tests  were  in  agreement  much  more  frequently 
with  each  other  in  the  results  of  the  Kahn  than  of 
the  Kolmer  test.  Sixteen  specimens  reported  giv- 
ing some  precipitation,  either  doubtful  or  positive 
results,  were  reported  completely  negative  by  the 
Kolmer  test.  On  the  other  hand,  only  one  specimen 
reported  giving  some  complement  fixation  was  com- 
pletely negative  by  the  Kahn  test. 

While  several  laboratories  reported  “doubtful” 
reactions  among  the  normal  persons,  not  a single 
false  positive  result  was  reported.  On  the  other 
hand,  one  laboratory  reported  negative  two  speci- 
mens which  the  twelve  other  laboratories  reported 
positive  (444);  and  one  laboratory  reported  four 
negatives  out  of  five  specimens  reported  positive 
(444)  by  twelve  other  laboratories.  The  certificate 
of  approval  of  the  latter  has  been  revoked. 

While  the  Oregon  State  Hygienic  Laboratory 
does  not  consider  itself  perfect  in  the  performance 
of  its  serologic  tests  for  syphilis,  it  has  been  classi- 
fied as  satisfactory  by  the  U.  S.  Public  Health  Serv- 
ice and  the  Committee  on  the  Evaluation  of  Sero- 
diagnostic  Tests  for  Syphilis  both  in  1938  and  in 
1939.  To  thus  qualify,  the  laboratory  must  attain  a 
sensitivity  rating  of  not  more  than  10  per  cent  be- 
low7 that  of  the  control  laboratory,  and  a specificity 
rating  of  not  less  than  99  per  cent.  Obviously  an 
equal  measuring  stick  should  apply  to  any  labora- 
tory approved  for  the  performance  of  the  serodiag- 
nostic  tests  for  syphilis.  Under  such  a measuring 
stick  only  twenty-three  of  the  thirty-nine  labora- 
tories just  evaluated  in  Oregon  would  qualify,  as 
indicated  by  the  following  table: 

Percentage  Agreement  With 

Number  of  Laboratories  Slate  Laboratory 


13 

100 

10 

90 

12 

80 

1 

75 

1 

70 

1 

60 

1 

10 

A study  of  the  tabulated  readings  obtained  with 
the  Kahn  test  on  the  various  specimens  shows  that 
differences  were  marked  among  the  sera  of  long 
continued  treated  cases.  In  other  words,  thirty-two 
sera  classified  as  “positive”  or  “doubtful”  by  the 
State  Laboratory  were  called  negative  by  the  ap- 
proved laboratories.  While  the  sensitivity  of  the 
various  antigens  used  may  be  questioned  and  might 
be  considered  the  reason  for  the  discrepancies,  it 
may  be  considered  only  as  one  of  the  reasons,  for 
several  of  the  laboratories  which  reported  poor  re- 
sults were  using  the  antigen  furnished  by  the  State 
Laboratory. 

Obviously,  other  factors  than  antigen  enter  into 
discordant  results.  Improperly  prepared  saline  solu- 
tion was  given  as  the  reason  for  the  failures  of  the 
laboratory  which  only  reported  10  per  cent  agree- 
ment. Another,  and  probably  the  most  important 
reason,  is  the  inability  of  the  average  technician  to 
see  and  read  the  fine  precipitates  obtained  in  the 
so-called  1-)-  and  + tubes.  In  many  of  the  labora- 
tories the  technician  seldom  meets  with  a positive 
reaction  and  less  frequently  with  a doubtful  one. 
To  overcome  this  difficulty  the  State  Hygienic  Lab- 
oratory will  offer  the  technicians  of  approved  lab- 
oratories the  opportunity  of  visiting  the  laboratory 
and  observing  the  procedures  used  there  in  the  per- 
formance of  its  serologic  tests. 

In  the  examination  of  the  smears  for  N.  Gonor- 
rhea thirty  laboratories  were  agreed  in  the  results 
of  all  specimens;  eight  reported  one  positive  smear 
as  negative;  and  one  reported  one  negative  smear 
as  positive  as  well  as  reporting  one  positive  smear 
as  negative.  A positive  report  was  based  on  the  find- 
ing of  Gram  negative  intracellular  diplococci  of 
typical  morphology. 

SUMMARY  AND  CONCLUSIONS 

Forty  laboratories  have  been  approved  by  the 
Oregon  State  Board  of  Health  to  perform  the  Kahn 
or  Kolmer  test  and  to  examine  smears  for  N.  Gon- 
orrhea in  accordance  with  the  requirements  of  the 
State  Marriage  Law.  Approval  has  been  based  on 
the  fulfilment  of  minimum  requirements  for  quali- 
fications of  personnel,  equipment  and  housing. 
Evaluation  studies  of  the  serodiagnostic  tests  used 
by  the  approved  laboratories  indicate  that  forty 
per  cent  would  not  qualify  as  satisfactory,  if  rated 
by  the  recommended  procedure  of  the  Committee 
on  Improvement  of  Methods  for  Determining  the 
Efficiency  of  Serologic  Test  Performance.  This  fig- 
ure, while  high,  is  not  alarming,  since  much  of  it  is 
based  upon  the  inability  of  most  of  these  labora- 
tories to  agree  upon  the  so-called  “doubtful”  re- 
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acting  cases.  Actually,  only  three  laboratories  were 
found  to  be  really  inefficient.  There  is  every  rea- 
son to  believe  that  in  the  next  evaluation  study 
more  laboratories  will  be  rated  satisfactory.  Never- 
theless, immediate  steps  will  be  taken  to  raise  the 
efficiency  of  the  laboratories.  The  distribution  of 
the  free  Kahn  standard  antigen  will  be  increased. 
Another  conference  of  laboratory  workers  will  be 
called  and  the  results  of  the  evaluation  studies  will 
be  thoroughly  discussed.  Opportunity  for  observa- 
tion at  the  State  Hygienic  Laboratory  will  be  made 
available  to  all.  Emphasis  will  be  made  on  the 
necessity  of  obtaining  a satisfactory  rating. 

A few  Oregon  residents  have  their  laboratory  ex- 
aminations made  in  neighboring  states.  This  brings 
up  the  question  of  accepting  results  from  labora- 
tories whose  status  is  unknown.  It  is  to  be  hoped 
that  the  Pacific  Coast  states  and  possibly  even  all 
the  Western  states  may  work  out  some  standard 
method  for  approval,  whereby  all  laboratories  per- 
forming public  health  tests  may  be  properly  classi- 
fied. 

The  response  of  the  laboratories  and  of  the  physi- 
cians to  the  idea  of  approval  has  been  most  hearty 
and  cooperative.  Requests  have  already  come  for 
approval  of  other  public  health  laboratory  tests. 
A better  and,  shall  I say,  kindlier  feeling  now  ex- 
ists among  the  laboratory  workers,  both  towards 
each  other  and  to  the  State  Board  of  Health.  High- 
er standards  of  laboratory  work  in  Oregon  are  being 
attained,  slowly  to  be  sure,  but  with  the  full  coop- 
eration of  everyone  concerned. 

PERINEAL  PRURITUS  AN  ALLERGIC 
MANIFESTATION?* 

Banner  R.  Brooke,  M.D. 

PORTLAND,  ORE. 

For  years,  in  fact  ever  since  infection  has  been 
recognized  as  the  almost  universal  cause  of  disease, 
the  above  condition  has  been  regarded  as  an  in- 
fectious skin  disorder.  There  is  considerable  evi- 
dence supporting  the  belief  and  this  evidence  has 
satisfied  the  majority.  Many  writers  are  so  con- 
vinced of  the  case  that  they  feel  no  further  room 
for  argument  exists.  They  have  definitely  decided 
that  the  conception  is  clinically,  histopathologically 
and  bacteriologically  proven. 

At  the  outset  one  must  grant  that  general  pruri- 
tic skin  conditions,  which  may  be  found  in  any 
part  of  the  body,  are  not  the  typical  anal  or  perin- 
eal pruritis  which  we  desire  to  consider.  Nor  are 
many  other  specific  dermites,  which  affect  the  skin 

* Read  before  the  Sixty-fifth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Gearhart,  Ore.,  Sept.  6-9,  1939. 


in  other  parts,  to  be  confused  with  this  indefinable 
disorder.  We  shall  call  this  condition,  for  conven- 
ience sake,  true  pruritus  ani.  Cases  that  involve 
abnormal  uric  acid  metabolism,  cases  of  high  blood 
nonprotein  nitrogen,  high  cholesterin  or  high  sugar 
in  the  blood,  which  produce  general  pruritus,  are 
not  included.  I would  likewise  not  include  those 
cases  resulting  from  pin-worms  or  fungi. 

In  excluding  the  later  from  the  true  pruritus  ani 
classification,  I realize  that  many  believe  fungi  are 
the  etiologic  factor  in  almost  all  pruritus  ani.  How- 
ever, I do  not  desire  to  exclude  those  cases  wherein 
fungus  infection  is  merely  suspected.  I refer  to 
those  cases  where  mycotic  infection  is  definitely 
and  decisively  proven  to  exist.  In  my  experience 
these  cases  were  very  few,  two  to  be  exact.  The 
lesion  was  not  in  either  instance  typical  of  true 
pruritus  ani  and  the  response  to  fungicide  treat- 
ment was  immediate  and  complete.  One  suspects 
that  temporary  clinical  improvement  following  the 
use  of  fungicides  is  the  sole  evidence  that  many 
have  behind  their  belief  that  mycotic  infection  is 
the  cause  of  true  pruritus  ani. 

Most  of  the  remaining  cases,  after  weeding  out 
the  above  exclusions  and  possibly  a few  minor 
skin  irritations  such  as  those  produced  by  drugs, 
poison  oak,  trichomonas,  trauma  and  the  like, 
constitute  the  real  true  pruritus  ani.  Until  we  un- 
derstand the  condition  better,  the  disease  will  re- 
sist more  accurate  definition.  Clinically  it  happily 
does  not  present  such  difficulty  in  identification. 
The  confusing  alternate  possibilities  may  be  readily 
eliminated.  If  they  do  eliminate,  the  pruritus  is 
true. 

Although  the  perineal  area  is  conspicuously  re- 
sistant to  surface  infections,  such  as  herpes,  im- 
petigo and  erysipelas,  yet  the  theory  of  skin  infec- 
tion etiology  in  true  pruritus  is  widely  advanced. 
The  evidence  sifts  down  to  the  following: 

1.  Various  bacteria  and  fungi  have  ben  recov- 
ered at  the  site. 

2.  Antiseptics  and  fungicides  have  given  relief. 

3.  Vaccine  treatment  has  improved  many  cases. 

4.  Localized  anal  and  perianal  areas  of  infec- 
tion sometimes  exist  coincident  with  a pruritus. 
Their  cure  has  frequently  been  followed  by  subsi- 
dence of  the  pruritus.  Such  lesions  are  anal  crypt- 
itis,  skin  tabs,  ulcer,  papillitis,  perianal  abscesses, 
hemorrhoids,  polypi,  fistula  and  similar  pathology 
of  the  anus  and  rectum. 

The  presence  of  various  fungi  or  bacteria  on  the 
surface  of  the  pruritic  skin  area,  where  they  are  of 
no  consequence,  proves  nothing.  The  same  organ- 
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isms  can  be  found  on  the  unaffected  skin  of  normal 
individuals  equally  as  often.  This  has  been  demon- 
strated so  many  times  that  its  truth  is  universally 
admitted.  Occasional  bacilli  or  cocci  have  been 
shown  in  tissue  section  beneath  the  surface  of  the 
pruritic  skin.  The  recognized  cellular  response  to 
pathologic  invasion  has  not  been  demonstrated  in 
these  sections.  Their  presence  may  likewise  be  re- 
garded as  inconsequential.  They  may  readily  have 
been  introduced  by  the  assault  (scratching)  which 
the  individual  has  made  in  his  effort  to  relieve  him- 
self. 

A dermatologic  condition  which  seems  in  every 
respect  quite  comparable  to  pruritus  is  dermatitis 
of  the  ear.  Here  also  a host  of  flora  and  fungi  have 
at  various  times  been  recovered  from  the  surface. 
Antiseptics  of  various  kinds  have  brought  relief, 
fungicides  also.  Vaccines  and  roentgen  rays  have 
given  results  quite  like  they  have  in  pruritus.  His- 
topathologic sections  are  nearly  identical.  The  same 
surface  therapy  in  either  area  is  equally  accom- 
plishing and  equally  unreliable.  Numerous  investi- 
gators have  ascribed  the  condition  to  various  speci- 
fic organisms,  but,  just  as  in  pruritus,  Koch’s 
postulates  remain  unfulfilled. 

Antiseptics  and  fungicides,  particularly  the 
stronger  ones,  sterilize  the  secondary  infections 
occasioned  by  relief  assault  and  cause  desquama- 
tion of  the  irritating  lichenified  surface  of  the  prur- 
itic area.  When  this  relief  has  been  given,  the  above 
medicaments  are  merely  irritating  and  must  needs 
be  abandoned  for  something  more  soothing  and 
Leafing.  If,  during  the  time  of  their  use,  the  afflict- 
ed individual  can  refrain  from  his  assault,  the  sur- 
face lesions  may  temporarily  heal  and  great  relief 
be  experienced.  An  equal  result  is  noted  when  the 
individual  is  drugged  with  sedatives  for  a few 
days,  to  such  an  extent  that  he  is  able  to  abandon 
scratching.  Dramatic  improvement  in  the  character 
of  the  skin  surface  transpires. 

A great  number  of  cases  have  improved  with 
vaccine  treatment  and  possibly  as  many  have 
benefited  from  roentgenotherapy.  Many  have  done 
well  with  milk  or  peptone  injections  likewise.  A 
far  greater  number  have  been  relieved  by  introduc- 
tion of  various  drugs  beneath  the  surface  of  the 
affected  site.  These  ventures  in  therapy  will  be 
discussed  later. 

There  can  be  no  slightest  question  that  the  pres- 
ence of  local  or  even  comparatively  distant  pathol- 
ogy of  the  anal,  perianal  or  rectal  regions  is  a de- 
cided etiologic  factor  in  many  cases  of  this  kind. 
Many  cases  are  cured  by  removal  of  these  factors. 
Those  cases,  whose  foci  are  distant  from  the  site, 


are  called  by  Montague  “indirect  pruritus.”  Those 
cases,  whose  irritating  foci  are  anal  or  perineal,  are 
termed  “direct  pruritus.”  Naturally,  those  cases 
for  which  he  can  detect  no  immediate  or  distant 
etiology  are  also  direct.  This  classification  will  be 
considered  later. 

Let  us  now  consider  the  histopathologic  picture. 
It  is  not  easy  to  obtain  a slide  of  the  acute  onset 
of  pruritus.  In  fact,  it  is  hard  to  persuade  individ- 
uals to  allow  a biopsy  at  any  stage.  I have  had 
considerable  difficulty  in  this,  especially  since  I 
have  conducted  my  study  among  private  clientele. 
However,  a few  contrast  slides  have  shown  the 
acute  onset  as  chiefly  characterized  by  cellular  in- 
filtration beneath  the  rete  Malpighii,  spongiosis 
among  the  prickle-cells,  parakeratosis  and  begin- 
ing  lichenification  of  the  stratum  corneum. 

The  chronic  histopathologic  situation  is  progres- 
sive. Acanthosis  squeezes  the  papillary  bodies 
which  narrow  and  elongate,  later  showing  fibrous 
change.  There  is  less  spongiosis  and  greater  lichen- 
ification. The  latter  plugs  hair  and  sebaceous  fol- 
licles, with  some  destruction  of  both.  The  sweat 
pores  remain  patent  in  both  the  eccrine  and 
apocrine  glands.  Apparently  there  is  no  cessation 
of  sweat  function.  This  latter  situation  is  of  espe- 
cial interest,  inasmuch  as  sudor  is  certainly  irritat- 
ing to  the  abraded  region. 

I have  checked  this  function  roughly  by  the 
Minor  test  and  the  results  are  surprising  and  will 
be  made  the  subject  of  a later  report.  Suffice  it  to 
say,  that  sweating  seems  more  intense  in  the  prur- 
itic region  than  elsewhere  on  the  body  surface  and 
considerably  more  active  in  this  area  than  in  unaf- 
fected individuals.  This  assertion  will  require  fur- 
ther proof  before  it  can  be  absolutely  affirmed. 
Possibly  this  will  not  be  until  Yas  Kuno  has  given 
us  the  sudor-meter  that  he  has  been  trying  for  so 
many  years  to  perfect. 

The  histopathologic  changes  above  enumerated 
are  not  the  typical  changes  of  any  type  of  skin 
infection.  There  are  no  ulcers,  vesicles,  pustules, 
plaques  or  composite  lesions  from  which  specific 
organisms  are  recoverable.  An  innocent  scratch 
papule  or  surface  ulceration  is  occasionally  found 
and  some  of  these  show  evidence  of  surface  infec- 
tion. Otherwise  the  microscopic  section  is  infection- 
negative. It  is,  however,  the  typical  picture  of  con- 
tact dermatitis,  atopic  eczema,  chronic  urticaria, 
epidermophytid,  bacterid  or  neurodermite. 

These  are  all,  with  the  possible  exception  of  the 
last,  manifestations  of  allergic  skin  disorder.  Likely 
neurodermite  is  also.  The  psychogenic  or  neuro- 
genic factors  in  allergy  are  not  capable  of  exact 


464 


PERINEAL  PRURITUS BROOKE 


Vol.  38,  No.  12 


evaluation.  They  cannot  be  definitely  determined  in 
allergic  skin  disorder,  although  they  are  admitted- 
ly great.  If  they  do  not  of  themselves  alone  induce 
allergic  conditions,  it  cannot  be  gainsaid  that  they 
definitely  lower  the  sensitivity  threshold.  These 
factors  are  likewise  of  great  importance  in  pruritus, 
as  anyone  can  vouchsafe  who  has  had  much  experi- 
ence with  the  condition. 

The  histopathologic  similarity  of  pruritus  and 
the  allergic  skin  manifestations  is  not  conclusive 
evidence  that  pruritus  is  allergic.  However,  some 
cases  very  definitely  are.  It  is  a gratifying  experi- 
ence to  find  a case  now  and  then  that  is  purely 
contact  dermatitis. 

One  example  is  that  of  an  elderly  gentleman  who  wore 
woolens  and  gave  a positive  patch  test  to  wool.  He  had  run 
the  therapeutic  gamut  and  strangely  had  a persistent  fissure, 
for  the  cure  of  which  he  had  been  referred  to  me.  In  the 
course  of  routine  examination  he  was  found  positive  to  a 
wool  patch.  As  a matter  of  interest  the  fissure  was  ignored 
and  cotton  shorts  prescribed.  His  cure  was  immediate  and 
striking. 

The  limitations  of  a paper  of  this  kind  prevent 
further  development  of  this  subject.  There  is  much 
yet  to  say  and  a great  deal  of  work  has  to  be  done. 
Two  matters,  refered  to  earlier,  have  to  be  recon- 
sidered. The  first  of  these  is  Montague’s  conception 
of  “direct”  and  “indirect”  pruritus.  I recognize  no 
direct  pruritus.  The  classic  example  would  be,  if 
anything  can  be,  a pruritus  apparently  resultant 
from  an  infected  anal  fissure,  the  cure  of  which 
cures  the  pruritus.  In  this  case  as  in  others  cited  by 
Montague,  there  is  no  direct  extension  of  the  in- 
fective process  from  the  ulcer  to  the  pruritic  lesion. 
The  ulcer  is  the  focus;  the  pruritus  is  the  bacterid. 
The  “id,”  in  my  opinion,  might  be  cured  by  auto- 
genous vaccine  made  from  swab  of  the  ulcer  base, 
even  if  the  ulcer  is  untreated.  In  other  words,  all 
pruritus  is  indirect.  Properly,  in  the  above  case, 
vaccine  therapy  should  be  instituted  and  the  ulcer 
excised. 

The  second  matter  left  for  further  consideration 
is  that  of  therapy  by  subdermal  injection  of  vari- 
ous drugs.  It  is  of  little  moment  what  medicament 
is  utilized.  Alcohol,  phenol,  local  anesthetics,  pep- 
tone, milk,  paraffine,  cinnabar,  quinine  and  urea 
hydrochloride,  collosal  iron  or  copper  and  even  dis- 
tilled water  have  been  used.  All  produce  a histo- 
pathologic picture  that  is  exactly  like  the  cellular 
end  result  of  roentgen  therapy.  It  is  fibrosis  be- 
neath the  rete  Malpighii.  It  has  been  proven  by 
various  investigators  that  roentgen  ray  and  irritant 
subdermal  injection  alike  produce  mobilization  of 
histiocytes;  and  what  is  histiocytosis  but  a mani- 
festation of  mesenchymal  defense,  whose  end  is 
fibrosis? 


The  approach  toward  solution  of  baffling  pruri- 
tus has  been  generally  therapeutic  or,  in  other 
words,  by  the  unscientific  method  of  trial  and  error. 
It  is  wholly  empiric.  It  can  only  be  rationalized 
by  understanding.  The  allergic  conception  gives  an 
approach  toward  needed  rationality.  Subdermal  in- 
jections produce  blockade  of  sensitivity.  Non- 
specific protein  desensitization  gives  allergic  re- 
lief. Antiseptic  and  fungicide  treatment  produce 
surface  improvement.  Hypnotics  and  sedatives 
lessen  relief  assault  and  raise  the  sensitivity  thresh- 
old. The  cure  of  local  pathology,  which  has  tended 
to  increase  sensitivity,  is  frequently  followed  by 
permanent  remission.  Contact  cases  are  cured  by 
removal  of  the  contact.  Specific  vaccine  therapy, 
where  it  can  be  accomplished,  will  likely  produce 
absolute  cure  also.  Such  cures  are  the  real  thera- 
peutic triumphs  in  the  contention  against  this  most 
obstinate  of  diseases. 

The  allergic  conception  of  pruritus  is  not  utterly 
new  but  it  has  never  been  positively  affirmed.  It  is 
rational.  It  rationalizes  all  of  the  irrationality  of 
diagnosis,  histopathology  and  therapy.  The  scope 
of  a paper  of  this  kind  necessitates  more  of  dogma 
than  argument,  but  I realize  that  too  much  data 
cannot  be  published  in  one  single  article.  For  this 
reason  many  slides  of  tissue  sections,  case  and  lab- 
oratory reports,  as  well  as  other  interesting  investi- 
gations have  been  eliminated. 

CONCLUSIONS 

1.  There  is  little  evidence  leading  to  the  con- 
clusion that  pruritus  is  a manifestation  of  either 
mycotic  or  bacterial  site  invasion. 

2.  Histopathologically  the  typical  pruritic  skin 
lesion  is  quite  like  the  typical  allergic  dermite. 

3.  The  allergic  conception,  especially  the  idea 
that  pruritis  is  an  id,  gives  rationality  to  the  lesion, 
its  behavior,  its  confusing  therapy  and  its  infre- 
quent cure.  How  effective  this  idea  is  in  its  clinical 
application  will  be  made  the  subject  of  future  re- 
ports. Suffice  it  to  say,  that  cases  of  this  kind  are 
no  longer  unwelcome  at  my  office. 

I have  read  rather  widely  upon  this  subject  and 
regret  my  inability  exactly  to  credit  each  author 
for  his  individual  contribution.  The  appended 
names  are  listed  as  those  to  whom  I feel  most  in- 
debted, with  deepest  regret  if  some  unmentioned 
individual  has  been  inadvertently  overlooked:  Yas 
Kuno,  Hamilton  Montgomery,  William  M.  Wilson, 
Frederick  C.  Smith,  Louis  A.  Buie,  Ralph  Fenton, 
Hans  Buley,  Stuart  Way,  Warren  Vaughan,  Arthur 
Coca,  Frank  Perlman,  Olaf  Larsell  and  Lee  Mc- 
Carthy. 
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PNEUMONECTOMY 

CASE  REPORT 

Alfred  H.  Winkel,  M.D. 
and 

Edgar  A.  Rogge,  M.D. 

SEATTLE,  WASH. 

The  successful  surgical  treatment  of  carcinoma 
of  the  lung  became  a reality  for  the  first  time  in 
1933,  when  Graham  and  Singer1  removed  the  en- 
tire left  lung  of  a physician  by  a single  stage  opera- 
tion. Previous  to  this  time  pneumonectomy  had 
been  employed  mainly  in  the  treatment  of  bron- 
chiectasis and  accomplished  by  two  or  more  stage 
operations.  To  Nissen  of  Berlin  is  given  most  of 
the  credit  for  the  development  of  the  technic  of  this 
type  of  surgery.  In  his  case  he  ligated  one  lobe  of 
the  lung  and  allowed  it  to  slough  off.  His  work  was 
reported  in  1931.  In  the  United  States,  following 
Nissen’s  method,  Cameron,  Haight  and  Winds- 
burg  in  1932  successfully  performed  the  first  oper- 
ations of  this  kind. 

The  incidence  of  carcinoma  of  the  lung  is  be- 
tween five  and  ten  per  cent  of  all  carcinomas,  its 
frequency  thus  being  comparable  with  tumors  of 
the  large  bowel.  The  location  in  the  lung  is  un- 
equally divided  betwen  the  bronchial  and  alveolar 
types,  the  former  being  more  frequent.  The  fact 
that  these  tumors  are  unresponsive  to  roentgen 
therapy  leaves  only  two  other  agents  in  present 
day  medical  practice,  namely,  surgery  and  radium 
implantation.  Of  these  two  there  has  been  no  case 
reported  which  has  survived  more  than  one  year 
following  treatment  by  radium.  Early  surgical  re- 
moval at  the  present  time  offers  the  only  encourag- 
ing method  in  treatment  of  this  condition. 

Early  diagnosis  of  bronchiogenic  carcinoma  is 
imperative,  in  order  to  initiate  any  effective  treat- 
ment. Bronchoscopic  examination  should  be  made 
available  for  any  nontuberculous  middle  aged  indi- 
vidual who  has  attacks  of  hemoptysis  or  evidence 
of  bronchial  obstruction  as  demonstrated  by  roent- 
genogram. Sizeable  quantities  of  tissue  can  now  be 
removed  by  use  of  the  bronchoscope,  making  it 
possible  for  the  pathologist  to  make  an  accurate 
histopathologic  diagnosis.  An  exploratory  thoraco- 
tomy is  a procedure  which  we  feel  should  be  em- 
ployed much  more  frequently  than  it  is,  inasmuch 
as  it  is  very  helpful  in  diagnosis  of  difficult  and 
obscure  cases. 

Our  purpose  in  summarizing  this  case  is  to  em- 
phasize that  elderly  persons  can  well  be  included 
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in  this  type  of  surgery.  In  the  pneumonectomy  that 
we  are  reporting  the  patient  was  sixty-six  years  of 
age  and  his  physical  condition  at  the  time  of  oper- 
ation was  unsatisfactory  because  his  carcinoma  had 
progressed  to  the  extent  of  considerable  involve- 
ment of  the  lung. 

CASE  REPORT 

C.  W.,  white,  male,  age  sixty-six ; occupation,  baker.  In 
1933  he  noted  “baker’s  asthma.”  The  first  sympton  was  a 
productive  cough,  with  increasing  amount  of  mucoid 
sputum.  The  cough  was  spasmodic  throughout  the  day, 
becoming  progressively  worse  at  night.  During  these  at- 
tacks he  was  somewhat  dyspneic.  These  symptoms  were 
present  until  the  early  part  of  1936,  at  which  time  he 
noted  that  his  sputum  was  blood-streaked  and  he  was 
losing  weight.  His  weight  reduced  from  one  hundred  and 
thirty-eight  to  one  hundred  twenty-five  pounds  during  the 
first  half  of  1936.  No  other  symptoms  were  noted. 

He  consulted  a physician  January,  1936,  because  he  was 
coughing  up  considerable  blood.  Roentgen  and  broncho- 
scopic examinations  revealed  that  he  had  a tumor  mass 
which  blocked  the  left  lower  main  bronchus.  Cut  sections 
from  the  biopsy  showed  a small  portion  of  cartilage  sur- 
rounded by  a fibrous  tissue  and  invaded  by  plaques  of 
atypical  epithelial  cells  resembling  squamous  epithelium. 
The  cells  showed  hyperchromatosis,  mitotic  figures,  and 
distinct  lawless  arrangement.  Diagnosis  was  that  of  a bron- 
chiogenic carcinoma,  grade  III.  During  the  period  of  1937- 
1938  he  had  three  bronchoscopic  aspirations  which  relieved 
his  dyspnea  to  some  extent,  but  his  bronchial  obstruction 
progressed  so  as  to  involve  both  lobes. 

Surgical  consultation  was  obtained  March  26,  1938.  At 
that  time  physical  findings  were  as  follows:  Elderly  white 
male,  dyspneic  and  pale,  respirations  forced  and  painful, 
coughs  frequently ; holds  his  left  side  as  though  in  con- 
siderable pain.  There  was  fullness  at  the  base  of  neck  with 
distention  of  veins  and  the  accessory  muscles  of  respira- 
tion were  prominent. 

Examination  of  the  chest  revealed  diminished  respira- 
tory excursion  on  left  side,  vocal  fremitus  increased  over 
this  entire  side,  anteriorly  and  posteriorly.  There  was  dull- 
ness on  percussion  throughout,  especially  over  the  base 
posteriorly.  Breath  and  voice  sounds  were  increased 
throughout  the  left  side.  Numerous  moist  rales  were  heard 
over  the  left  lung  field.  The  right  lung  was  emphysematous 
but  otherwise  essentially  negative. 

The  point  of  maximum  intensity  of  the  heart  was  located 
in  the  sixth  interspace,  7 cm.  to  left  of  midsternal  line, 
rate  108,  regular.  The  sounds  were  distant  but  no  murmurs 
elicited. 

There  were  no  palpable  masses  in  the  abdomen.  The 
musculature  of  the  extremities  were  of  poor  quality  with 
considerable  atrophy. 

Laboratory  findings  were  r.b.c.  3,540,000;  Hbg.  60  per 
cent;  w.b.c.  15,000;  84  per  cent  polys;  16  per  cent  lympho- 
cytes. 

Roentgenographic  studies  revealed  complete  atelectasis 
of  left  lung  with  fluid  accumulation.  Insofar  as  he  had 
been  given  a hopeless  outlook  and  his  life  was  unbearable 
under  the  present  conditions,  it  was  suggested  than  an  ex- 
ploratory thoractomy  might  reveal  the  condition  as  oper- 
able. The  patient  readily  acquiesced  and  the  following  pro- 
cedure was  instituted. 

Under  cyclopropane  anesthesia  an  incision  was  made, 
starting  at  anterior  axillary  line  at  ninth  rib,  following 
the  course  of  this  rib  posteriorly  to  within  a few  inches  of 
the  spinal  column,  then  upward  between  the  scapula  and 
spine.  The  incision  was  carried  to  the  bony  thorax  and  the 
left  scapula  was  dislocated.  The  sixth,  seventh  and  eighth 
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ribs  were  cut  close  from  their  spinal  attachments.  The 
latissimus  dorsi  muscle  was  retracted  medially  and  the 
incision  extended  through  the  intercostal  muscles  and 
pleura  through  the  entire  exposed  sixth  intercostal  space. 
Exploration  now  revealed  that  pneumonectomy  might  be 
attempted  because  very  little  difficulty  was  encountered  in 
mobilizing  the  tumor-bearing  area.  Also,  at  this  time  the 
patient’s  condition  was  such  that  radical  surgery  was  not 
contraindicated. 

The  pulmonary  ligament  was  severed  and  ligated  as  were 
adhesions  about  the  base  of  the  lung.  Both  lobes  were 
mobilized  after  excising  the  pleural  attachments  in  the 
mediastinum.  The  lung  was  amputed  at  the  hilum  by  mass 
ligation,  using  the  cord  of  the  proximal  tourniquet  as  part 
of  the  permanent  ligation.  The  stump  was  further  secured 
by  transfixing  with  double  braided  silk  and  chromic  catgut. 
Phenol  was  applied  to  the  lumen  of  the  bronchus  which 
was  then  inverted,  using  No.  2 chromic.  Individual  liga- 
tion of  the  bronchial  structures  was  not  feasible  because 
of  inflammation  and  edema  of  the  hilum. 

Several  hard  and  indurated  glands  in  the  mediastinum 
were  removed  and  carbolized.  All  bleeding  points  were 
secured  and  the  field  was  left  entirely  dried.  A no.  30  soft 
rubber  catheter  was  introduced  through  the  ninth  inter- 
space and  secured  to  the  dome  of  the  diaphragm.  The  end 
of  the  catheter  reached  as  far  as  the  hilal  stump.  Closure 
of  the  wound  was  accomplished  by  layer  approximation 
with  catgut  and  silk. 

The  patient  was  given  a blood  transfusion  after  the 
operation  and  returned  to  bed  in  good  condition.  Pulse  100, 
respiration  28,  no  evidence  of  cyanosis,  blood  pressure 
systolic  110,  diastolic  90.  He  was  placed  in  an  oxygen  tent 
for  approximately  ninety-six  hours.  The  catheter  was  at- 
tached to  a water  pump  and  continuous  negative  pressure 
of  twenty  cm.  of  water  was  maintained  during  the  first 
twenty-four  hours  postoperatively.  Six  hundred  and  fifty 
cc.  of  serosanguinous  fluid  was  aspirated  by  this  method. 
The  catheter  was  removed  from  the  chest  on  the  eighth 
day.  On  the  fourteenth  day  a small  fluctuant  swelling  was 
noted  in  line  of  incision  near  the  angle  of  the  scapula.  This 
mass  was  probed  and  found  to  be  an  accumulation  of  fluid 
communicating  with  a bronchial  fistula.  The  fistula  caused 
the  patient  some  discomfort  especially  while  talking.  How- 
ever, it  did  not  in  any  way  retard  his  progress.  By  May  3, 
less  than  four  weeks  after  surgery,  the  patient  was  able  to 
be  up  and  around  in  the  hospital.  By  this  time  he  showed 
a marked  clinical  improvement,  as  evidenced  by  a steady 
gain  in  weight,  disappearance  of  cough  and  fever. 

Roentgenogram  at  this  time  showed  the  heart  and  me- 
diastinum displaced  to  the  left,  practically  obliterating  the 
left  pleural  cavity.  This  obliteration  was  further  aided  by 
collapse  of  the  chest  wall  and  shingling  of  the  ribs.  The 
cavity  with  some  fluid  remained  as  long  as  the  fistula  was 
present.  This  tract  remained  patent  until  June  20,  ten 
weeks  postoperatively.  During  his  convalescence  in  the  hos- 
pital he  was  given  a full  course  of  deep  roentgen  therapy. 

After  being  discharged  from  the  hospital  in  June  he 
went  to  visit  a relative  in  another  state.  He  was  in  good 
health  and  lived  a normal  life,  greatly  relieved  from  pre- 
vious distress.  He  continued  in  this  manner  for  the  follow- 
ing six  months. 

Then,  about  November  25,  the  patient  developed  a cough 
with  bloody  sputum,  fever  and  loss  of  weight.  He  was 
admitted  to  the  hospital  shortly  after  the  onset  of  these 
symptoms.  He  went  into  a general  decline  with  aggrava- 
tion of  the  above  symptoms  and  expired  December  28, 
nine  months  after  pneumonectomy. 

Postmortem  findings:  Emaciated  white  male.  There  is 
a healed  surgical  incision  extending  from  above  angle  of 
left  scapula  anteriorly  to  postaxillary  line  at  level  of  sixth 
rib.  There  is  considerable  atrophy  of  extremities,  especially 
of  left  arm.  Head  and  neck:  No  glandular  adenopathy. 
Chest:  The  medastinum  is  shifted  to  the  left.  Left  border 


of  right  lung  extends  two  cm.  beyond  left  border  of  ster- 
num. All  three  lobes  of  lung  are  emphysematous.  Cut  sec- 
tion reveals  no  evidence  of  consolidation.  There  are  no 
pleural  adhesions  present.  Left  pleural  cavity  contains  a 
dense  mass  which  is  firmly  adherent  to  parietal  pleura. 
This  mass  appears  to  arise  from  amputated  stump  of  lung 
hilum  and  adjoining  pleura.  This  irregular  mass  fills  upper 
one-third  of  cavity  and  extends  into  chest  wall  and  has 
eroded  through  the  third  and  fourth  ribs.  The  amputated 
stump  of  lung  is  a fibrotic  mass,  containing  sutures  of  liga- 
ture. There  is  no  evidence  of  invasion  of  tumor  into  distal 
one-third  of  trachea  or  its  bifurcation.  Right  main  bron- 
chus is  patent  and  left  main  bronchus  is  patent  to  the  site 
of  ligature.  Apparently  carcinomatous  invasion  took  place 
through  dense  adhesions  on  posterolateral  aspect  of  lung, 
thereby  entering  chest  wall.  Heart:  Greatly  shifted  to  the 
left  in  close  proximation  to  ribs.  Pericardium  is  adherent 
to  tumor  mass  above  it.  Heart  is  found  lying  free  in  peri- 
cardial sac.  Valves  of  the  heart  show  no  evidence  of  dis- 
ease. The  muscle  is  pale,  thin  and  friable.  Liver,  stomach, 
spleen,  intestines  examined  in  situ.  No  evidence  of  metasta- 
sis is  found.  No  important  changes  noted.  Kidney,  ureter, 
bladder  not  examined. 

Anatomic  diagnosis:  invasive  bronchiogenic  carcinoma 
of  the  pleura.  Toxic  myocarditis. 

COMMENT 

This  patient  was  suffering  presumptively  from 
carcinoma  of  the  bronchus  for  some  time  prior  to 
bronchoscopic  examination  which  positively  re- 
vealed carcinoma.  After  roentgen  diagnosis  was 
made  in  1936  of  a tumor  formation,  a period  of 
two  years  elapsed  before  active  treatment  was  at- 
tempted. During  this  time  there  was  a continual 
extension  of  the  tumor  process,  first  involving  the 
lower  and  then  upper  lobe  of  the  lung. 

An  interesting  fact  about  this  case  is  that  our 
patient  was  sixty-six  years  of  age.  As  such  a time 
any  major  surgical  proceeding  is  not  without  haz- 
ard. Yet  he  successfully  withstood  the  removal  of 
an  entire  lung,  although  at  this  time  he  was  not 
what  would  be  considered  a good  surgical  risk. 

There  are  many  hazards  and  difficulties  in  per- 
forming a pneumonectomy,  yet  we  feel  that  old  age 
is  not  a prohibitive  factor.  Successful  pneumo- 
nectomy can  be  performed  on  elderly  people  with 
complete  eradication  of  carcinoma  in  the  early 
stages.  In  this  case  it  is  our  opinion  that,  if  surgery 
had  been  suggested  at  the  time  of  the  initial  diag- 
nosis, when  the  carcinoma  was  small  and  limited 
to  one  lobe,  a complete  cure  could  probably  have 
been  accomplished. 

SUMMARY 

1.  Carcinoma  of  the  lung  occurs  as  frequently 
as  carcinoma  of  the  large  bowel. 

2.  Early  diagnosis  depends  on  roentgenography 
and  bronchoscopy. 

3.  Surgery  offers  the  only  permanent  cure,  if 
performed  early. 

4.  A case  is  reported  of  successful  pneumo- 
nectomy at  age  of  66. 
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SIMPLE  METHODS  FOR  STUDYING  SKIN 
FACTORS  IN  LIVER  EXTRACT 

• CLINICAL  OBSERVATIONS  ON  CASES  OF  ACNE 
VULGARIS* 

Wallace  Marshall,  M.D. 

APPLETON,  WIS. 

Interesting  observations  have  been  noted  which 
may  be  of  added  service  in  the  treatment  of  acne 
vulgaris  with  liver  extract.* 1  I have  been  interested 
in  attemping  to  determine  what  substance  or  sub- 
stances are  responsible  for  the  apparent  improve- 
ment which  one  obtains  with  a few  months  treat- 
ment of  acne  vulgaris  patients  who  have  had  liver 
extract**  administered  to  them  subcutaneously. 

RECENT  STUDIES  BY  OTHER  OBSERVERS 

It  has  been  stated  by  Fouts,  Lepkovsky,  et  al2 
that  vitamin  B2  complex  contains,  among  other  sub- 
stances, three  separate  materials  of  dermatologic  in- 
terest which  have  been  demonstrated  by  various  ex- 
perimental studies  on  animals.  These  substances  are 
(a)  vitamin  B2  (ruboflavin)  (b)  vitamin  B6L 

The  present  literature  does  not  contain  much  in- 
formation on  the  third  factor  of  dermatologic  inter- 
est, (c),  the  vitamin  H (Gyorgy).  However,  it  seems 
well  to  mention  that  present  opinion  states  that  this 
substance  is  a distinctly  different  material  than  is 
vitamin  B6,  since  these  two  factors  have  been  occa- 
sionally mistaken  for  one  another.  Burch,  Gyorgy 
and  Harris3  have  noted  that  vitamin  B6  deficiency 
is  distinct  from  “egg-white”  injury,  which  is  caused 
by  vitamin  H.  The  avitaminosis  or  deficiency  of 
vitamin  Be  may  be  responsible  for  the  production 
of  the  pink  disease,  Swift’s  disease,  or  acrodynia, 
which  has  been  produced  experimentally  in  rats, 
while  the  so-called  “egg-white”  injury  is  caused  by 
Boas  X factor,  which  corresponds  with  Gyorgy’s 
vitamin  H.  These  authors  feel  that  the  two  can  be 
separated  both  clinically  and  chemically.  Vitamin 
H is  an  acid  amypholyte,  while  vitamin  B0  is  basic 
and  is  supposed  to  be  an  amino-acid  (Gorter4). 


♦ From  Appleton  Clinic,  Appleton,  Wis. 
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29:2831,  1935. 

tSince  this  paper  was  written,  viatmin  B6  has  been  syn- 
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the  same  publication  and  date. 
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It  so  happened  that,  in  attempting  to  determine 
if  the  contents  of  a vial  of  liver  could  be  sterilized 
in  boiling  water  to  permit  withdrawal  of  the  con- 
tents for  chemical  analysis,  we  wished  to  determine 
if  the  boiling  “killed”  the  potency  of  the  S (skin) 
factor  in  the  liver.5  The  results  indicated  that  the 
boiling  process  (one-half  hour  in  the  sealed  bottles) 
definitely  increased  the  skin  factor  material  of  the 
liver  extract.  The  results  were  based  on  the  clini- 
cal observation  of  several  cases,  the  findings  of 
which  were  reported  in  the  above  paper.  Since  vita- 
min H has  been  reported  to  increase  with  the  usual 
household  boiling  processes  (Stepp,  et  al6),  it  was 
assumed  that  the  material  responsible  for  the  clini- 
cal improvement  noted  in  our  cases  of  acne  vulgaris 
under  treatment  with  the  boiled  liver  extract,  might 
have  been  due  to  an  increase  in  the  vitamin  H con- 
tent of  the  extract. 

However,  Nielson' t believes  that  vitamin  H can- 
not be  obtained  by  extraction  in  the  preparation  of 
the  liver  extract.  This  substance,  vitamin  H,  is  only 
set  free  by  proteolytic  fermentation,  and  may  not 
be  present  in  the  liver  extract  which  is  being  em- 
ployed in  this  work. 

The  usual  time  to  demonstrate  definite  clinical 
improvement  of  acne  cases  with  the  unboiled  ma- 
terial is  usually  from  two  to  three  months.  The  dos- 
age was  usually  two-tenths  of  one  cubic  centimeter 
of  the  liver  extract  (Abbott),  administered  sub- 
cutaneously twice  a week  (4  U.S.P.  units  per 
week). 

STUDIES  ON  BOILING  THE  SKIN  FACTOR 

With  the  boiled  liver  extract,  subcutaneous  in- 
jections were  given  in  four-tenths  cubic  centimeter 
amounts  daily  (24  to  28  U.S.P.  units  per  week  of 
the  liver  extract).  Clinical  improvement  could  be 
noted  usually  within  the  first  week.  However,  it 
was  found,  on  further  investigation,  that  these  pa- 
tients seemed  to  progress  just  as  rapidly  with  in- 
jections every  other  day  (or  three  times  a week) 
with  the  usual  doses  of  liver  extract. 

It  was  thought  that  the  body  seemed  to  possess 
a point  of  tolerance  for  handling  this  skin  factor, 
since  certain  limits  seemed  to  be  evident  when  this 
therapy  was  pushed  with  the  higher  dosages.  No 
ill  effects  were  noted,  however,  except  that  clinical 
improvement  of  the  acne  seemed  to  be  dependent 
upon  some  time  factor  in  conjunction  with  physio- 
logic absorption,  metabolism  and  the  direct  appli- 

5.  Marshall,  W. : Further  Studies  on  Therapy  of  Acne 
Vulgaris  with  Modified  Liver  Extract.  J.  Invest.  Dermat. 
2:205-218,  Aug.,  1939. 

6.  Vide  reference  4 supra. 

tfPersonal  communication  from  Dr.  J.  F.  Biehn,  Abbott 
Laboratories,  in  regard  to  Mr.  Nielson’s  opinion  (Dept. 
Nutrition  and  Vitamins). 
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cation  of  the  skin-fortifying  factor.  These  results 
have  been  repeated  on  five  additional  cases  of  acne 
with  the  same  observations. 

DOES  THIS  BOILED  EXTRACT  AID  IN 
OTHER  CONDITIONS 

Boiled  liver  extract  has  been  used  by  the  author 
in  other  dermatologic  conditions  with  uniformly 
satisfactory  results.7  A recent  study  of  the  use  of 
this  preparation  on  a marked  case  of  seborrhea 
capitis  is  worthy  of  mention. 

Miss  E.  G.,  roentgen  technician,  had  been  both- 
ered with  this  type  of  disorder  which  necessitated 
having  her  hair  shampood  twice  weekly.  The  usual 
dosage  of  the  boiled  extract  was  used,  and  after  a 
week’s  therapy  she  had  noticed  a decrease  in  the 
amount  of  oil  in  her  hair.  She  could  go  nearly  twice 
as  long  without  a shampoo  because  of  a reduction 
in  the  amount  of  the  seborrhea. 

This  same  observation  was  noted  in  the  treat- 
ment of  another  acne  problem  in  a girl  of  nine 
years.  This  patient  gave  the  voluntary  observation 
that  she  did  not  have  to  wash  her  hair  more  than 
once  a week  because  of  the  excess  oil  in  it.  Prior 
to  the  treatment,  her  hair  had  to  be  shampooed 
twice  a week. 

The  improvement  of  the  seborrhea,  which  ac- 
companies the  acne  vulgaris  complex,  has  been  de- 
scribed in  another  paper.  The  overproduction  of 
oily  secretion  in  these  cases  may  have  a relationship 
to  the  seborrhea  of  acne  vulgaris,  since  both  types 
of  disorders  improve  when  subjected  to  therapy 
with  the  boiled  extract. 

The  common  cold  sore  (herpes  labialis)  has  im- 
proved nicely  under  therapy  with  our  prepared 
liver  extract  (boiled).  One  case  was  in  a lad  of 
twenty-one  years.  He  was  troubled  with  this  type 
of  eruption  for  several  years,  but  with  therapy  his 
trouble  cleared  away  in  eight  biweekly  injections. 

Another  case  of  herpes  labialis  in  a girl  of  fif- 
teen cleared  with  six  injections.  She  has  had  a 
weekly  dose  of  the  liver  extract  in  order  to  prevent 
recurrence  of  the  eruption. 

FURTHER  STUDIES  ON  PRESSURE  COOKING 

The  question  arose  as  to  the  possibility  of  form- 
ing more  of  the  skin  factor  in  the  extract,  if  it 
would  be  subjected  to  pressure  cooking.  Hence,  a 
vial  of  the  stoppered  liver  extract  was  autoclaved 
for  one-half  hour  under  twenty  pounds  pressure  of 
steam. 

Four- tenths  of  a cubic  centimeter  of  the  auto- 
claved extract  was  administered  to  a new  case  of 
acne  vulgaris.  The  following  day  the  patient  re- 
ported for  further  therapy,  but  she  exhibited  an 

7.  Vide  reference  5 supra. 


erythmatous  eruption  which  immediately  raised  the 
question  as  to  whether  or  not  the  autoclaving  proc- 
ess had  created  a toxic  material.  However,  her  skin 
showed  marked  improvement  so  far  as  the  acne  was 
concerned. 

After  some  delay  another  new  case  of  acne  vul- 
garis was  treated  in  like  manner.  This  case  showed 
noticeable  improvement  the  day  after  the  primary 
injection  of  four-tenths  of  one  cubic  centimeter  of 
the  autoclaved  extract.  No  erythema  was  noted. 

Three  other  new  acne  vulgaris  cases  were  given 
the  same  therapy,  and  again  noticeable  improve- 
ment was  observed  on  the  following  day  with  all 
three  cases. 

However,  another  series  of  three  new  cases  did 
not  fare  so  well  when  they  were  given  the  auto- 
claved liver  extract.  Their  complexions  improved 
for  a few  weeks,  but  they  suffered  remissions  with 
the  material,  so  that  this  method  of  preparing  the 
liver  extract  was  discarded. 

IRRADIATION  OF  THE  LIVER  EXTRACT 

It  was  thought  advisable  to  determine  whether 
or  not  the  B2  and  the  B6  factors  of  the  vitamin 
B2  complex  had  a role  in  causing  improvement  in 
the  treatment  of  our  cases. 

Consequently,  a new  case  of  the  acne  indurata 
type  in  a woman  thirty-two  years  old  was  treated 
with  riboflavin^ (vitamin  G)  (B2).  She  was  given 
two  milligrams  of  the  material  orally  three  times  a 
day  after  each  meal.  In  a week’s  time  she  appeared 
at  the  office  and  threatened  to  give  up  any  further 
treatment  of  her  case.  Her  face  had  become  mark- 
edly worse  since  using  the  material.  Consequently, 
this  therapy  was  discontinued  and  she  was  given 
the  irradiated  liver  extract  which  will  be  described 
in  detail  later.  Her  face  improved  markedly  with 
five  treatments. 

From  this  rather  limited  observation  it  was  de- 
duced that  the  B2  factor  apparently  had  little  if 
anything  to  do  with  the  improvement  noted  with 
liver  extract  therapy.  It  was  thought  that,  by  de- 
stroying the  B2  and  also  the  BG  factors  in  the  liver 
extract,  one  could  definitely  rule  out  therapeutic 
results  which  might  have  resulted  from  the  pres- 
ence of  these  materials  in  the  injectable  material. 

I have  noted  that  Stepp,  et  al8  have  written  that 
“irradiation  with  visible  and  ultraviolet  light  de- 
stroys the  vitamin  (lactoflavin)  by  splitting  up  the 
hydrocarbon  chain”  and  that  “by  radiation  with 
visible  and  ultraviolet  light,  B«  is  destroyed.” 

Hence,  the  contents  of  several  bottles  of  the  in- 
jectable liver  extract  (Abbott)  were  placed  in  an 
open-faced  glass  dish.  The  empty  vials  were  washed 

8.  Vide  reference  4 supra,  pp.  41  and  48. 


December,  1939 


OPACITIES  OF  CORNEA KIEHLE 


469 


several  times  with  distilled  water  and  drained  again. 
The  liver  extract  was  irradiated  with  a Burdick 
quartz  lamp  two  feet  from  the  top  of  the  dish  for 
one-half  hour.  The  dish  was  shaken  repeatedly  to 
assure  adequate  irradiation  within  the  allotted  time. 
The  irradiated  material  was  replaced  in  the  thor- 
oughly washed  empty  bottles  which  were  then 
boiled  for  thirty  minutes. 

Ten  new  cases  of  acne  vulgaris  were  treated  with 
the  boiled  and  irradiated  material  (minus  the  in- 
activated or  destroyed  B2  and  B(1  factors  in  the 
liver  extract).  Clinical  improvement  appeared  to 
be  even  more  prompt  with  this  material  than  it  was 
with  merely  the  boiled  extract.  Improvement  of  all 
cases  has  been  rather  constant  up  to  the  time  of 
this  writing. 

According  to  my  limited  knowledge,  only  the  B2 
and  B6  factors  and  vitamin  H have  something  to 
do  with  dermatologic  improvement  in  experimental 
animals.  Since  the  latter  substance  may  not  be  pres- 
ent in  the  liver  extract,  and  since  B2  and  B6  prob- 
ably have  been  rendered  inert  by  radiation,  I am  at 
a loss  to  know  why  the  efficiency  of  the  liver  extract 
appears  to  be  increased  by  irradiation  and  boiling. 
It  may  be  that  an  unknown  substance,  which  I have 
termed  the  S (skin)  factor,  may  have  been  forti- 
fied by  the  above  treatment. 

Since  the  observer  must  rely  upon  the  clinical 
improvement  which  can  be  noted,  this  method  is 
open  to  much  just  criticism,  because  of  the  fact 
that  good  controls  for  this  work  are  not  available 
as  yet.  However,  if  the  physician  is  able  to  effect 
rapid  and  lasting  clinical  improvement  in  these 
erstwhile  troublesome  and  seldom-improved  acne 
vulgaris  cases,  exact  controls  are  not  so  important 
to  both  the  patient  and  physician  as  is  the  ameliora- 
tion of  the  disfiguring  eruption,  which  has  done  so 
much  to  bring  unhappiness  to  its  many  victims; 
this  is  paramount  in  the  minds  of  all  those  con- 
cerned. 

SUMMARY 

Of  course,  no  conclusions  can  be  drawn  from  the 
observations  which  have  been  offered.  Nevertheless, 
it  appears  that  boiling  liver  extract  for  thirty  min- 
utes seems  to  increase  the  potency  of  the  extract  to 
improve  acne  vulgaris.  When  liver  extract  is  auto- 
claved and  is  then  injected  into  acne  cases,  the  re- 
sults are  not  constant.  If  liver  extract  is  irradiated 
for  one-half  of  an  hour  and  then  boiled  for  a half 
hour,  there  seems  to  be  a further  increase  in  the 
therapeutic  clinical  improvement  in  cases  of  acne 
vulgaris  and  herpes  labialis. 
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OPACITIES  OF  THE  CORNEA  AND  THEIR 
TREATMENT* * 

Frederick  A.  Kiehle,  M.D. 

PORTLAND,  ORE. 

Subjects  along  highly  technical  lines  are  seldom 
of  interest  to  the  general  practitioner  but  the  ex- 
cuse for  this  particular  paper  is  that  it  deals  with 
reconstruction  surgery.  And  certainly  today  any 
treatment  that  tends  to  rehabilitate  patients  and 
restore  them  to  economic  independence  should  in- 
terest us  all. 

Ocular  function  is  dependent  on  the  possession 
of  a transparent  cornea.  All  other  structures  may 
be  perfectly  normal  but,  if  light  rays  are  obstructed 
by  an  opaque  cornea  and  prevented  from  reaching 
the  retina,  no  visual  images  can  be  formed  and  the 
eye  is  useless.  The  size  and  extent  of  these  opacities 
vary  greatly  and  their  density  ranges  from  a slight 
cloudiness  or  nebula  to  the  absolutely  opaque 
leucoma. 

Dense  opacities  present  many  and  difficult  prob- 
lems but  even  diffuse  nebulae  often  cause  annoying 
subjective  symptoms  such  as  photophobia,  lacrima- 
tion  and  fatigue.  In  fact,  a dense  leucoma  that  is 
well  defined  will  often  cause  the  subject  less  annoy- 
ance than  a thinner  opacity,  for  the  reason  that  the 
dense  scar  prevents  all  light  from  reaching  the  retina 
and  an  absolute  scotoma  exists,  while  through  a 
haze  some  light  may  filter  and  the  indefinite  images 
interfere  with  clear  vision. 

The  structure  of  the  cornea  is  best  explained  as 
consisting  of  a stroma  of  interlaced  connective  tis- 
sue fibers,  in  the  interstices  of  which  are  fixed  and 
wandering  cells,  the  latter  being  leukocytes.  The 
anterior  limiting  membrane  is  known  as  Bowman’s, 
the  inner  one  is  Descemet’s  and  is  exceedingly  re- 
sistant. Within,  on  the  surface  of  this  membrane, 
is  a single  layer  of  endothelial  cells.  Bowman’s 
membrane  is  surmounted  by  epithelium  comprising 
several  layers  of  basal  cells  that  are  cylindrical, 
gradually  merging  into  flat  epithelium. 

By  reason  of  the  cornea  being  avascular,  all  its 
pathologic  processes  are  necessarily  sluggish.  Nour- 
ishment is  by  dialysis  from  the  periphery.  Any 
deviation,  however  slight,  from  normal  tissue  ten- 
sion causes  edema,  and  edematous  corneal  tissue, 
on  loss  of  its  superficial  cells,  produces  an  ulcer. 
Such  a denuded  area  is  filled  in  by  granulation  tis- 
sue which  becomes  fibrous,  and  later  is  changed 
into  connective  tissue.  Hence,  the  deeper  the  ulcer 
the  denser  the  scar  and  the  more  serious  and 

* From  the  Department  of  Ophthalmology,  University  of 
Oregon  Medical  School. 
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permanent  the  effect.  When  the  loss  of  tissue  in- 
volves only  the  epithelium,  the  cells  are  quickly 
regenerated  and  the  area  remains  transparent. 
Sometimes  an  erosion  that  involves  Bowman’s 
membrane  and  even  the  outer  layers  of  the  stroma 
may,  after  healing,  still  remain  transparent.  But 
an  opacity  always  results  when  the  trauma  in- 
volves as  much  as  one-third  of  the  corneal  depth. 

Where  an  ulcer  has  occurred,  epithelium  is 
promptly  deposited  over  the  denuded  area  and  as 
repair  takes  place  the  regenerating  fibers  of  the 
parenchyma  push  the  newly  formed  epithelium  up 
toward  the  surface.  So  persistently  does  the  epi- 
thelium reform  that  it  is  even  seen  at  times  covering 
the  surface  of  a foul  ulcer.  This  accounts  for  the 
necessity  of  curetting  such  an  ulcer  thoroughly,  well 
down  to  healthy  tissue.  Bowman’s  membrane,  once 
destroyed,  is  never  reformed. 

As  explained,  a trauma  that  destroys  surface  tis- 
sue and  produces  an  ulcer  causes  an  opacity  of  the 
cornea  in  that  area.  On  the  other  hand,  an  infiltra- 
tion of  the  cornea,  even  without  loss  of  surface 
tissue,  if  not  completely  absorbed,  leaves  an  opacity. 

Occasionally  we  see  opacities  of  the  cornea  that 
are  congenital.  It  is  a mooted  question  whether 
such  opacity  at  birth  has  arisen  from  maldevelop- 
ment  of  the  structure  or  has  resulted  from  intra- 
uterine inflammation.  Such  a corneal  scar  may  be 
permanent,  or  may  clear  wholly  or  partially  with 
time.  This  condition  usually  marks  an  abnormally 
thin  cornea  and  is  often  the  forerunner  of  a 
buphthalmos. 

In  this  connection,  while  requiring  no  treatment, 
arcus  senilis  should  be  mentioned.  It  is  probably 
due  to  a fatty  degeneration  of  the  cornea  near  the 
limbus  and  is  usually  an  accompaniment  of  age.  It 
is,  however,  undoubtedly  an  indication  of  the  con- 
dition of  the  vascular  system  and,  when  seen  in 
early  adult  life,  should  not  be  regarded  lightly. 

The  corneal  opacities  resulting  from  interstitial 
keratitis  usually  clear  up  surprisingly  well,  particu- 
larly in  the  young.  They  leave,  however,  practically 
always  a diffuse  central  haze  or  irregular  lines  as 
an  aftermath.  Fine  opaque  lines  running  toward  the 
opacity  represent  persistent  empty  blood  vessels 
and  are  definite  and  permanent  proof  of  the  previ- 
ous existence  of  interstitial  keratitis  and  an  evidence 
of  hereditary  syphilis.  Many  other  conditions  of 
the  cornea  which  we  cannot  here  discuss  may  re- 
sult in  opacity. 

Coming  to  their  treatment,  we  have  to  consider 
the  following  methods:  (1)  optical,  (2)  medical, 
(3)  physical  and  (4)  surgical. 

Optical  treatment  consists  of  very  careful  refrac- 


tion, to  correct  astigmatism  and  irregular  corneal 
curvature  that  are  produced  by  the  contraction  of 
the  scars.  A stenopaic  disc  or  slit  may  often  be  of 
great  use  in  improving  vision. 

As  to  drugs,  a great  variety  have  been  advanced 
as  of  use  in  clearing  up  these  opaque  areas.  Many 
favorable  reports  have  been  published  following  the 
use  of  mercury,  dionin,  jequirity  and  powdered 
calomel.  Quinine  bisulphate,  perhaps,  gives  as  good 
results  as  any.  Subconjunctival  injections  of  iodine, 
sodium  chloride,  sodium  salicylate  and  magnesium 
salts  have  also  been  favorably  reported.  The  pur- 
pose of  all  drug  treatment  is  to  increase  the  vas- 
cularity to  the  part  in  the  hope  of  hastening 
absorption.  But  it  must  be  remembered  that  there 
is  a natural  tendency  for  these  scars  to  become 
thinner  with  time,  and  credit  that  is  due  to  nature 
should  not  be  attributed  to  the  use  of  any  particular 
drug.  Lime  burns  of  the  cornea  should  be  treated 
promptly  and  often  with  a neutral  solution  of  am- 
monium bitartrate.  This,  if  used  early  and  fre- 
quently, is  almost  a specific  in  preventing  the 
formation  of  a corneal  scar. 

Physical  treatment  comprises  massage,  electroly- 
sis, galvanism,  diathermy,  electromassage,  ultra- 
violet ray,  roentgen  ray,  radium,  ionophoresis  with 
iodine,  potassium  iodine  and  sodium  salicylate. 
Again,  the  curative  power  of  nature  may  after  all 
have  been  the  essential  factor  in  the  partial  clearing 
of  opacities  following  the  use  of  these  means. 

There  is  much  that  can  be  done  surgically  in  the 
presence  of  this  condition.  First,  should  be  men- 
tioned tattooing  with  india  ink.  Where  only  a 
cosmetic  effect  is  desired  a round  black  pupil  can 
be  tattooed  in  the  center  of  the  cornea.  It  can  also 
be  used  to  good  advantage  to  give  a definite  outline 
to  a hazy  scar,  inasmuch  as  previously  stated,  a scar 
with  a definite  outline  causes  less  trouble  from  the 
visual  standpoint  than  a haze. 

If  an  area  of  clear  cornea  can  be  found,  a piece 
of  the  iris  back  of  it  may  be  removed.  This  is 
known  as  performing  an  optical  iridectomy,  or  to 
the  laity  making  an  artificial  window  for  the  eye. 
But  two  factors  often  arise  that  bring  disappoint- 
ment following  this  procedure.  The  first  is  that  in 
the  presence  of  an  optical  iridectomy  (and  this  by 
the  way  is  usually  performed  down  and  in  to  facili- 
tate vision  in  convergence),  it  is  peripheral  refrac- 
tion that  must  be  depended  on  and  this  is  never  as 
clear  as  central  refraction.  In  the  second  place, 
despite  the  fact  that  we  seem  to  be  selecting  a clear 
area  of  cornea,  when  once  the  iris  is  removed  and 
the  cornea  is  seen  against  a dark  background,  we 
may  find  there  is  a uniform  thin  haze  present. 
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Much  can  be  done  toward  removal  of  these  scars 
by  dissecting  off  the  anterior  layers  of  the  cornea. 
Meyer  Wiener  of  St.  Louis  in  1926  and  W.  L.  Bene- 
dict of  Rochester  in  1934  have  each  described  a 
method  for  the  surgical  removal  of  these  opacities. 
It  consists  essentially  in  peeling  off  the  anterior 
layers  of  the  opaque  cornea.  As  much  as  two-thirds 
or  three-fourths  of  its  depth  may  be  removed.  Start- 
ing with  a cruciform  incision,  Dr.  Wiener  dissects 
back  each  quadrant  from  the  center  of  the  cornea, 
taking  care  to  remove  the  same  thickness  of  tissue 
in  all  quadrants.  The  Benedict  technic  uses  a quad- 
rilateral incision  and  starts  the  peeling  at  one  cor- 
ner. The  end-result  is  usually  good,  as  the  regen- 
erated structure  is  always  thinner  and  more 
translucent  than  the  removed  tissue.  The  surface 
epithelializes  with  surprising  promptness.  No  start- 
ling improvement  in  vision  is  ever  obtained,  but  it 
must  be  remembered  that  even  a slight  increase, 
particularly  peripherally,  is  exceedingly  valuable  to 
the  patient. 

We  have  recently  heard  much  of  corneal  trans- 
plants, the  substituting  of  a clear  cornea  of  one  eye 
for  the  opaque  area  of  another.  For  a hundred  years 
efforts  have  been  made  to  make  successful  this 
procedure  which  seems  so  rational,  and  an  immense 
amount  of  experimentation  has  been  done  toward 
this  end.  Unfortunately  all  tissue  from  animal  eyes 
must  be  ruled  out  as  no  experiment  involving  het- 
erogenous tissue  has  ever  been  successful.  Such  a 
graft  invariably  becomes  opaque. 

Within  the  past  few  years  somewhat  encouraging 
results  have  been  attained  by  substituting  a disc  of 
clear  human  cornea  for  the  opaque  cornea.  Filatov 
of  Odessa  even  uses  the  cornea  of  cadavers.  He  has 
reported  favorable  results  in  some  four  hundred 
cases.  Castrovejo  of  New  York  also  has  done  much 
work  along  this  line,  making  use  of  eyes  that  have 
been  enucleated  for  other  causes  or  those  of  a fetus. 
Thomas  of  London  has  reported  successes  and 
quite  recently  Kirwan  of  Calcutta  secured  20/20 
vision  in  an  eye  with  cornea  opaque  following  inter- 
stitial keratitis. 

But  in  general  it  must  be  said  that  the  procedure 
is  not  yet  perfected,  that  results  are  often  uncertain 
and  that  considerable  deformity  persists  on  account 
of  the  tendency  of  the  transplant  to  become  opaque. 
Possibly  certain  laws  of  biochemistry,  with  which 
we  are  as  yet  unfamiliar,  may  govern  the  principles 
that  will  ultimately  aid  us  in  solving  this  problem. 

CONCLUSINOS 

Corneal  opacities,  whatever  their  origin,  prevent 
the  proper  functioning  of  an  eye  that  may  be 
normal  in  all  other  characteristics.  Hence,  any 


measures  tending  to  alleviate  this  defect,  even  par- 
tially, are  to  be  welcomed. 

Three  factors  are  to  be  kept  in  mind  as  influenc- 
ing permanent  results:  the  age  of  the  patient,  the 
density  and  extent  of  the  scar  and  its  duration.  All 
corneal  opacities  have  a tendency  to  clear  up  spon- 
taneously with  passage  of  time  and  the  thinner  the 
opacity  the  more  probable  the  improvement.  The 
younger  the  patient  the  better  the  outlook. 

Much  can  now  be  done  surgically  for  these  con- 
ditions that  was  considered  impossible  a few  years 
ago.  Even  a slight  increase  in  visual  acuity,  particu- 
larly if  accompanied  by  an  increase  in  peripheral 
vision,  is  greatly  to  be  desired. 

ACUTE  OTITIS  MEDIA  IN  THE  NEWBORN 

REPORT  OF  FOUR  CASES 

Louis  A.  Parsell,  M.D. 

SPOKANE,  WASH. 

Although  there  has  been  a definite  increase  in 
the  number  of  cases  of  otitis  media  in  infants  since 
the  adoption  of  routine  aural  examination  by  pedia- 
tricians, reports  of  middle  ear  infection  in  the  new- 
born are  rare. 

Dolan  and  Grand1  found  one  case  of  frank 
purulent  otitis  media  in  a survey  of  8000  newborn 
babies.  Granting  that  infants  are  more  subject  to 
upper  respiratory  infection,  due  to  the  shortness 
and  relative  increase  in  width  of  the  eustachian 
tube,  other  factors  must  be  considered.  Druss2  in  a 
review  of  the  literature  found  that  an  exudate  in  the 
middle  ear  and  mastoid  was  noted  postmortem  by 
various  authors  in  50-95  per  cent  of  all  infants  up 
to  six  months  of  age.  Opinions  differ  in  the  interpre- 
tations of  this  exudate. 

One  group  believes  that  this  material  is  of  an 
infectious  nature  while  another  group  believes  that 
it  is  physiologic  and  is  the  product  of  birth,  namely, 
amniotic  fluid,  vernix  caseosa  and  meconium.  This 
would  tend  to  support  the  contention  of  Leroux3 
(quoted  by  Dolan  and  Grand)  that  a latent  otitis 
is  the  rule  in  every  neonatal  infant.  There  are  two 
main  differences  between  the  external  auditory 
canal  of  the  infant  at  term  from  the  adult:  (1)  in 
the  infant  there  is  no  bony  meatus  and  the  drum 
membrane  lies  in  a more  nearly  horizontal  plane; 
(2)  the  entire  external  canal  of  the  infant  is  mem- 
branous with  the  floor  of  the  canal  in  contact  with 
the  roof  (Kerrison4). 

1.  Dolan,  D.  J.  and  Grand,  M.  J.  H. : Purulent  Otitis 
Media  In  Newborn.  New  York  State  J.  M.,  35 : 669-670, 
July  1,  1935. 

2.  Druss,  J.  G. : Infection  of  Ear  in  Cases  of  Infection  of 
Gastro-Intestinal  Tract  in  Infants.  Am.  J.  Dis.  Chil.,  43 : 
356-364,  Feb.,  1932. 

3.  Leroux,  R. : Otitis  Media  in  Infants.  Presse  Med.,  29: 
999-1001,  Dec.  17,  1921. 

4.  Kerrison,  P.  D. : Diseases  of  Ear,  p.  6.  J.  B.  Lippin- 
cott  Co.,  Philadelphia,  1923. 
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Before  a thorough  examination  can  be  made, 
suitable  restraint  of  the  infant  and  adequate  illum- 
ination are  necessary.  The  patient  should  be 
wrapped  in  a sheet  in  order  that  the  nurse  can 
control  movements  of  the  shoulders  and  head.  A 
good  electric  otoscope,  equipped  with  magnifying 
lens,  enables  the  examiner  not  only  to  inspect  and 
remove  cerumen  and  debris  from  the  canal  with 
less  trauma  to  the  walls  but  to  observe  and  accur- 
ately record  changes  in  the  middle  ear. 

Many  have  noted  the  flushed  appearance  of  the 
drum  with  injection  along  the  handle  of  the  malleus 
following  removal  of  cerumen.  Subsequent  exami- 
nation should  be  made  before  proceeding  with  a 
myringotomy  in  the  absence  of  fever.  A peripheral 
flushing  with  engorgement  of  the  vessels  is  an  early 
sign  of  a beginning  otitis.  Again,  the  drum  may 
present  no  injection  but  appears  glazed  and  thick- 
ened with  loss  of  landmarks.  The  so-called  bulging 
red  drum  is  usually  seen  late  in  the  disease.  Punc- 
ture of  the  tympanic  membrane  is  of  little  value, 
while  a free  incision  carried  from  below  upward  in 
the  posterior  segment  is  the  method  of  choice.  Re- 
incision may  be  performed  w7here  drainage  appears 
inadequate.  Spontaneous  ruptures,  however,  will 
occur  in  apparently  normal  drums. 

CASE  REPORTS 

Case  1.  Baby  C.  Low  forceps  delivery  at  Sacred  Heart 
Hospital,  November  5,  1936,  by  F.  M.  Hoag.  Two  days 
following  birth  patient  had  a temperature  of  103°.  A urin- 
analysis  revealed  10-15  pus  cells,  plus  albumin  and  granular 
casts.  Elevation  in  temperature  persisted  with  no  change 
in  urinary  findings.  E.  J.  Barnett,  a pediatrician,  examined 
the  patient  on  November  13,  and  noted  that  at  the  onset 
the  cause  of  the  temperature  seemed  to  be  pus  in  the  urine 
or  inanition  fever.  With  a return  of  fever  the  baby  began 
to  vomit.  Abdomen  tense.  Right  ear  might  be  red.  The 
fontanelle  was  not  bulging  and  the  chest  was  clear. 

November  14,  the  baby  was  a difficult  problem.  Had 
fever  and  vomited.  More  pus  in  the  urine.  Had  right  sided 
cephalohematoma.  The  abdomen  soft.  Both  ears  seemed 
red  (E.J.B.).  The  baby  appeared  listless  and  had  a whining 
type  of  cry.  Both  drums  appeared  glazed.  The  light  reflex 
was  absent.  Nose  and  throat  were  negative.  I incised  both 
drums  which  resulted  in  a serosanguineous  discharge  under 
pressure  from  the  left  ear  but  no  discharge  from  the  right. 
Sterile  cotton  was  loosely  inserted  near  the  meatus.  No 
irrigations  used.  On  the  following  day  the  temperature  was 
lower  and  the  ears  were  dry.  Gradual  improvement  fol- 
lowed despite  some  vomiting  and  on  November  21  patient 
left  the  hospital. 

Case  2.  Baby  R.C.G.  A male  child  was  born  at  the 
Deaconess  hospital,  January  12,  1937.  Normal  delivery  by 
R.  N.  Hamblen.  Roentgenogram  of  chest  reported  no  ab- 
normalities of  the  heart  or  lungs  (Dr.  Harris). 

January  14,  the  third  day,  the  baby  had  a temperature 
of  101°  and  was  isolated.  Urinalysis  showed  a faint  trace 
of  albumin  and  3-5  pus  cells.  I saw  the  patient  at  noon. 
Both  drums  appeared  glazed  with  no  light  reflex.  Nose 
and  throat  negative.  Both  drums  were  incised  with  a rather 
copious  sero  sanguineous  discharge  from  right  ear  but  little 
from  left.  Warm  saline  irrigations  ordered. 

January  16,  right  ear  was  discharging  but  left  was  drv. 


Still  had  elevation  of  temperature.  Formula,  lactic  acid 
milk.  Culture  from  the  ears  nonhemolytic  cocci  in  clumps. 
For  four  days  the  temperature  remained  normal  and  then 
rose  to  101.5°.  The  left  drum  was  reincised  accompanied  by 
serous  drainage. 

January  27,  there  was  a spontaneous  discharge  from  left 
ear.  January  30,  watery  discharge  was  present  in  both  ears. 
In  the  week  that  followed  the  temperature  remained  ele- 
vated, although  the  otitic  condition  seemed  somewhat  im- 
proved. February  6,  consultation  with  F.  G.  Sprowl.  No 
definite  mastoiditis  as  yet.  Suggested  boric  acid,  alcohol 
drops  following  irrigations.  March  3,  right  ear  was  dry  but 
a slight  discharge  persisted  from  left.  Allowed  to  leave  hos- 
pital. March  10,  patient  readmitted  to  hospital.  Mother  had 
sore  throat.  No  change  noted  in  ears  until  March  30,  when 
beginning  resolution  of  left  drum  became  apparent  and 
irrigations  were  discontinued.  April  14,  both  ears  were  dry. 
The  baby  looked  exceptionally  well. 

I next  saw  the  patient  July  18,  when  his  mother  stated 
that  ten  days  previously,  Dr.  Barnett  had  treated  him  for 
an  upper  respiratory  infection,  later  incising  the  left  drum. 
The  canal  was  filled  with  thick,  foul-smelling  pus.  The 
drum  was  doughy  with  slight  sagging  of  posterior  superior 
canal  wall.  Advised  removal  of  tonsils  and  adenoids.  Oper- 
ation was  performed  and  five  days  later  patient  left  the 
hospital.  Drainage  from  the  ear  persisted  until  August  10, 
when  treatment  was  discontinued. 

Case  3.  Baby  girl  B.,  weight  8 lbs.,  was  born  at  Deacon- 
ess hospital  January  30,  1937.  Normal  delivery  by  E.  M. 
Welty.  Patient  had  occasional  periods  of  cyanosis  but  re- 
sponded to  carbogen.  A roentgenogram  showed  slight  wid- 
ening of  mediastinum  and  roentgen  treatment  was  given 
by  Dr.  Harris.  February  3,  temperature  was  102°  and  rose 
to  103.4°.  Mother  had  a cold  and  the  infant  was  placed  in 
isolation.  On  examination  right  drum  was  red  with  slight 
bulging  of  posterior  segment.  Left  drum  appeared  normal. 
The  nose  was  negative  but  the  throat  was  inflamed. 

I incised  right  drum,  releasing  a serous  discharge.  Irriga- 
tions were  not  ordered.  February  4,  the  -temperature 
dropped  to  100.4°,  following  myringotomy.  There  was  very 
little  discharge  from  right  ear.  February  6,  right  ear  was 
dry.  Temperature  was  normal  and  has  remained  so  since 
yesterday.  February  9,  a roentgenogram  of  chest  showed 
no  widening  of  the  superior  mediastinum.  Patient  was  dis- 
charged from  the  hospital  -two  days  later. 

Case  4.  Baby  K.  The  patient  was  born  at  Deaconess  hos- 
pital March  30,  1938.  Weight  7 lbs.  14  oz.  Normal  delivery 
by  S.  P.  Seaberg.  The  infant  was  placed  on  a lactic  acid 
milk  formula  by  the  attending  pediatrician,  E.  J.  Barnett. 
April  1,  the  baby  acted  quite  fussy  and  had  temperature 
102°.  Dr.  Barnett  thought  the  temperature  was  due  to  the 
ears.  The  left  drum  was  uniformly  inflamed  but  not  bulg- 
ing, while  the  right  appeared  somewhat  glazed.  Both  drums 
were  incised  with  a dry  tap  from  the  right  and  a few 
drops  of  serum  from  the  left.  At  10  p.m.,  temperature 
had  dropped  to  100°  and  by  morning  was  99.2°.  April  4, 
both  ears  were  dry  yesterday  and  temperature  has  remained 
down. 

COMMENTS 

Four  cases  of  acute  otitis  media  in  the  newborn 
were  seen.  In  case  1,  the  patient  had  a temperature 
of  103°  with  pus  in  the  urine.  However,  middle  ear 
involvement  associated  with  gastrointestinal  dis- 
turbance did  not  occur  until  the  eighth  day.  The 
otitis  must,  therefore,  be  regarded  in  this  instance 
as  a contributing  factor  but  not  the  true  cause  for 
the  illness. 

In  case  2,  with  onset  of  fever  a bilateral  otitis 
media  was  observed  in  an  infant  three  days  old  and 
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a nonhemolytic  organism  isolated.  The  patient  had 
prolonged  illness  with  latent  mastoiditis.  Improve- 
ment followed  removal  of  tonsils  and  adenoids. 

In  case  3,  the  patient  had  an  enlarged  thymus 
and  was  given  roentgen  therapy.  An  otitis  was  noted 
on  the  fourth  day,  following  temperature  of  102°- 
103-4°.  Prompt  recovery  followed  myringtomy. 

In  case  4,  physical  examination  was  negative  ex- 
cept for  reddened  drums  in  an  infant  three  days  of 
age  with  temperature  of  102°.  Upon  incision  of 
tympanic  membranes  there  was  immediate  improve- 
ment. 

CONCLUSIONS 

1.  Otitis  media  in  the  infant  may  be  a contrib- 
uting factor  in  the  disease  or  exist  as  a clinical 
entity. 

2.  The  onset  of  middle  ear  infection  in  the  new- 
born is  a problem  requiring  combined  study  by  the 
pediatrician  and  otologist. 


INVERSION  OF  UTERUS 

REPORT  OF  CASE* 

Raymond  M.  McKeown,  M.D. 

MARSHFIELD,  ORE. 

Inversion  of  the  uterus  is  sufficiently  uncommon 
to  warrant  our  consideration  of  a case.  The  inci- 
dence of  this  calamity,  according  to  Cohen* 1  and 
Mason,2  is  variable,  ranging  from  1 in  200,000  to  1 
in  60,000.  There  is  too  wide  a spread  in  the  avail- 
able figures  to  permit  us  to  believe  them  entirely 
reliable.  One  might  conclude  that  there  is  too  great 
a hesitancy  on  the  part  of  obstetricians  in  report- 
ing inversions  of  the  uterus  as  they  occur. 

In  the  past,  inversion  of  the  uterus  has  been  con- 
sidered as  largely  due  to  obstetric  mismanagement. 
However,  as  the  result  of  more  thorough  study  in 
recent  years,  there  has  been  a decided  change  in 
our  former  opinion  regarding  the  etiology  of  this 
unfortunate  occurrence. 

Etiologically,  inversion  of  the  uterus  is  divisible 
into,  first,  those  cases  of  rather  rare  gynecologic 
origin  such  as  those  produced  by  the  gradual  trac- 
tion of  a polyp  or  a pedunculated  myoma,  and,  sec- 
ond, those  inversions  of  obstetric  or  puerperal 
origin.  Those  of  obstetric  origin  are  by  far  the 
more  common,  and  the  greatest  single  contributory 
factor  to  their  production  is  uterine  atony  with  a 
patulous  cervix. 

In  addition,  other  factors  of  obstetric  origin 
commonly  given  are  forceful  efforts  to  extract  the 

*Read  before  the  Sixty-fifth  Annual  Meeting  of  Oregon 
State  Medical  Society,  Gearhart,  Ore.,  Sept.  6-9,  1939. 

1.  Cohen,  J.  P. : Acute  Puerperal  Inversion.  Boston  M. 
& S.  J„  186:352-357,  March  16,  1922. 

2.  Masson,  J.  C. : Acute  Inversion  of  Uterus.  S.  Clin. 
N.  America,  6:1329-1333,  1926. 


placenta  from  an  uncontracted  uterus;  forceful 
traction  on  the  umbilical  cord;  undue  shortening 
of  the  cord  from  actual  shortening  of  the  cord  it- 
self or  shortening  due  to  its  becoming  twisted 
around  the  fetal  neck.  Also  recorded  are  marked 
increases  in  intraabdominal  pressure  from  vomit- 
ing, coughing  or  sitting  up  in  bed. 

It  is  important  to  review  briefly  the  mechanism 
producing  inversion  of  the  uterus.  At  the  begin- 
ning, an  invagination  of  the  fundus  occurs  in  its 
midportion.  Then,  not  unlike  intussusception  of  the 
intestine,  once  the  invaginated  fundus  is  within  the 
grip  of  the  contracting  ring  of  the  body  of  the 
uterus,  the  invaginating  mass  acts  like  a foreign 
body  and  induces  expulsive  uterine  contractions  in 
an  effort  to  rid  the  uterus  of  the  irritative  foreign 
mass.  As  a result,  the  invagination  is  exaggerated 
and  becomes  partial  or  complete,  depending  on  the 
completeness  of  the  expulsive  process. 

From  the  foregoing,  it  appears  that  there  are 
several  necessary  steps  for  the  production  of  inver- 
sion of  the  uterus.  It  is  necessary,  first,  to  have 
some  invagination  of  the  fundus  of  the  uterus,  and, 
second,  from  an  obstetric  viewpoint,  that  this  be 
increased  either  by  expulsive  forces  concerned  with 
the  process  of  labor  itself,  traction  on  a retained 
placenta,  traction  of  a shortened  umbilical  cord,  or 
by  forceful  manipulations  on  the  part  of  the  ac- 
coucheur. There  are  undoubtedly  numerous  cases 
where  the  inversion  does  not  progress  to  comple- 
tion but  reduces  itself  spontaneously  because  par- 
tial invagination  of  the  fundus  is  not  carried  to 
completion  by  a shortened  cord,  obstetric  misman- 
agement, etc. 

I feel  justified  in  stating  that  there  are  prob- 
ably many  cases  of  uterine  inversion  of  a mild  de- 
gree which  fortunately  do  not  continue  on  to  a 
recognizable  state.  Furthermore,  I believe,  on  the 
basis  of  the  wide  range  of  figures  given  for  the  in- 
cidence of  inversion,  that  far  too  many  cases  go 
unreported. 

As  mentioned  above,  two  steps  are  necessary  in 
production  of  inversion.  The  first  is  an  invagination 
of  the  fundus.  I find  no  mention  made  by  any 
available  report  of  uterine  anomalies  as  the  cause 
of  necessary  invagination  of  the  fundus.  It  is  my 
belief  that  rarely  if  ever  does  inversion  occur  in  a 
normal  uterus.  If  such  were  the  case,  the  incidence 
would  be  greater.  Too  many  of  those  engaged  in 
obstetrics  pull  on  the  umbilical  cord,  forcefully 
massage  the  uterus  to  assist  in  expulsion  of  the 
placenta,  and  many  umbilical  cords  are  short. 
That  these  factors  are  but  contributory  to  an  al- 
ready existing  condition  is  my  belief.  I believe 
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the  fundus  in  cases  of  inversion  to  be  already  in- 
vaginated  by  reason  of  a uterine  anomaly,  due  to 
improper  fusion  of  the  Mullerian  ducts  or  im- 
proper resorption  of  the  septum  between  them. 
The  resulting  invagination  of  the  fundus  is  readily 
turned  into  a clinical  inversion  through  manipu- 
lative efforts  that  the  unfortunate  attendant  at  the 
delivery  may  possibly  have  done  hundreds  of 
times  before. 

I should  like  to  report  a case  of  inversion  of 
the  uterus  in  which  my  theory  of  uterine  anomaly 
as  the  causative  factor  seems  indicated. 

The  patient  was  a gravida-II,  age  25,  who  had  previously 
been  pregnant  three  months.  She  lost  the  first  pregnancy  in 
the  second  month  from  a spontaneous  abortion,  following 
excessive  physical  activity  while  moving  into  a new  home. 
At  curettage  following  the  spontaneous  abortion,  nothing 
unusual  was  found  except  a slight  invagination  of  the  fun- 
dus of  the  uterus.  At  that  time  we  attached  no  particular 
significance  to  this  finding,  although  we  did  note  it  in  our 
operative  record  as  a possible  bicornate  uterus. 

Three  months  later,  she  became  pregnant  the  second  time 
and  progressed  quite  normally.  Labor  began  suddenly  at 
6:30  in  the  evening.  There  was  a sudden  sharp  pain,  fol- 
lowed by  a rush  of  amniotic  fluid  and  the  patient  was 
taken  immediately  to  the  hospital.  The  patient  had  an  un- 
usually rapid  and  forceful  delivery  three  hours  after  labor 
began.  Ether  and  nembutal  were  used  in  an  unsuccessful 
effort  to  retard  the  strong  expulsive  forces. 

Twenty-five  minutes  after  delivery  the  placenta  appeared 
in  the  Shultz  position  at  the  vaginal  orifice.  It  was  removed 
and  found  intact.  The  placental  cord  measured  twelve 
inches  in  length  and  appeared  unusually  short.  Apparently, 
throughout  the  twenty-five  minutes  spent  waiting  for  the 
placenta  it  had  been  lying  low  in  the  vaginal  tract.  Due  to 
marked  uterine  flaccidity,  we  made  no  effort  to  express  the 
placenta  during  this  interval  but  preferred  to  await  spon- 
taneous expulsion. 

Following  delivery  of  the  placenta,  inspection  of  the 
cervix  revealed  a soft,  muscular  mass  protruding  midway 
down  the  vagina.  Inversion  of  the  uterus  was  recognized 
at  once.  By  means  of  a large  gauze  sponge  on  a sponge 
forceps  we  were  able  to  reduce  the  inversion  without  diffi- 
culty. Seemingly,  the  corrected  uterus  was  firmly  held  in 
its  normal  position  following  the  injection  of  1 cc.  obstetric 
pituitrin.  There  was  the  usual  amount  of  lochial  flow,  but 
no  hemorrhage. 

The  postpartum  convalescence  remained  uneventful  until 
the  morning  of  the  sixth  day,  when  great  difficulty  with 
voiding  developed.  That  evening  the  uterus  again  inverted. 
After  carefully  considering  the  patient’s  condition  and  her 
comparative  freedom  from  undue  distress  and  shock,  we 
decided  to  delay  operation  until  she  could  be  more  thor- 
oughly prepared. 

Treatment  was  symptomatic.  Antiseptic  douches  were 
used  and  every  effort  made  to  keep  the  vaginal  canal  and 
inverted  uterus  as  aseptic  as  possible.  Transfusions  were 
given  to  correct  a mild  secondary  anemia  which  slowly  de- 
veloped, despite  the  lack  of  any  appreciable  vaginal  bleed- 
ing. Three  weeks  following  delivery,  a Spinelli  operation 
was  performed. 

The  operation  deserves  a brief  report  because  of  the  diffi- 
culty encountered  with  the  reduction  of  the  fundus.  As  de- 
scribed by  Davis,3  the  procedure  was  as  follows:  the  vesico- 
uterine fold  of  the  peritoneum  was  divided  and  enlarged 
laterally;  the  cervix  was  divided  anteriorly  in  the  midline 

3.  Davis.  C.  H. : Gynecology  and  Obstetrics,  1:1-43.  W. 
P.  Prior  Co.,  Inc.  Hagerstown,  Maryland. 


and  the  incision  continued  down  through  the  anterior  wall 
of  the  uterus  to  the  fundus;  the  uterus  was  then  inverted 
by  folding  it  back  on  itself.  It  was  necessaray  to  remove  a 
segment  of  the  uterine  wall  before  it  could  be  sutured.  Two 
layers  of  interrupted  No.  1 chromic  catgut  were  used. 

In  attempting  to  replace  the  repaired  uterus  within  the 
pelvic  cavity,  we  found  it  impossible,  due  to  the  excep- 
tionally large  size  of  the  fundus.  Unsuccessful  efforts  were 
made  to  enlarge  the  pelvic  opening.  Finally,  we  injected  1 
cc.  obstetric  pituitrin  directly  into  the  fundus  and  it  imme- 
diately contracted,  enabling  us  to  replace  it  with  ease.  I 
believe  the  use  of  pituitrin  at  this  point  is  invaluable  and 
decidedly  more  simple  than  the  use  of  an  Esmarch  ban- 
dage as  recommended  by  some  writers.  A Penrose  drain 
was  inserted  in  the  anterior  cul-de-sac  through  the  anterior 
fornix.  This  was  then  repaired  in  the  usual  manner. 

The  postoperative  course  was  uneventful.  The  drain  was 
removed  on  the  third  day,  and  the  patient  discharged  from 
the  hospital  on  the  twelfth  day.  Future  convalescence  was 
completely  normal.  Pelvic  examinations  were  made  every 
two  weeks  for  five  months.  Then  it  was  with  difficulty 
that  one  could  demonstrate  the  site  of  the  Spinelli  opera- 
tion. There  was  no  evidence  beyond  that  of  a fine  scar 
extending  over  the  anterior  lip  of  the  cervix  and  disappear- 
ing into  the  anterior  fornix.  The  patient  began  menstruating 
normally  six  weeks  after  the  operation  and  continued  at 
intervals  of  four  weeks.  In  all  respects  her  marital  life  has 
been  normal. 

DISCUSSION 

Evidently  the  patient  had  had  for  some  time  a 
slight  invagination  of  the  fundus  of  the  uterus  as 
was  indicated  at  the  time  of  the  curettement  fol- 
lowing the  spontaneous  abortion  three  months 
prior  to  the  normal  pregnancy.  This  I believed 
to  be  a uterus  bicornatus.  Immediately  after  the 
normal  delivery,  the  inversion  which  appeared  was 
corrected.  However,  despite  this  the  inversion  re- 
curred six  days  later  after  marked  straining  while 
trying  to  void. 

The  recurrence  of  the  inversion  during  the  puer- 
perium  in  my  case  leads  me  to  a consideration  of 
recurrences  during  future  pregnancies.  Jacobs4 
states  that  many  authors  believe  recurrences  never 
occur.  However,  Miller5  states  that  many  authors 
believe  they  may  occur  in  26  per  cent  of  all  cases, 
while  Willians6  reports  a case  where  inversion  re- 
curred in  three  successive  deliveries. 

The  likelihood  of  recurrence  with  subsequent 
pregnancies  depends  on  the  primary  cause  which, 
if  it  is  due  to  a uterine  anomaly  plus  either  a gyne- 
cologic or  an  obstetric  precipitating  factor,  is  quite 
probable.  Obstetrically,  if  we  are  aware  of  a pre- 
vious inversion,  our  manipulative  efforts  must  be 
more  cautious  than  ever.  The  importance  of  careful 
examination  of  the  fundus  both  during  the  pre- 
natal period  and  during  labor  itself  can  not  be 
overemphasized. 

4 Jacobs,  J.  B. : Acute  Puerperal  Inversion.  Am.  J. 

Surg.,  32:130-134,  April,  1936. 

5.  Miller,  N.  F. : Pregnancy  Following  Inversion  of 
Uterus.  Am.  J.  Obst.  & Gynec.,  13:307-322.  March,  1927. 

6.  William,  J.  W. : Obstetrics,  6th  Edition,  pp.  1015-1017. 
D.  Appleton  and  Co.,  New  York,  1930. 
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HEMORRHAGE  IN  PULMONARY 
TUBERCULOSIS 

DENTAL  FOCAL  INFECTION  AS  PRINCIPAL  CAUSE* 

Charles  H.  Sprague,  M.D. 

BOISE,  IDA. 

In  the  management  and  prognosis  of  pulmonary 
tuberculosis,  hemorrhage  is  always  an  event  for 
consideration.  Most  important,  from  a clinical 
angle,  is  to  know  there  are  just  two  types,  fatal  and 
nonfatal.  This  is  rather  a crude  but  exact  classifi- 
cation. 

Ten  hundred  and  fifty  individual  cases  of  pul- 
monary tuberculosis  under  observation  in  Broad- 
lawns  Tuberculosis  Sanatorium,  Des  Moines,  Iowa, 
from  1924  to  1937  are  the  basis  of  this  report.  All 
patients  admited  were  subjected  to  complete  dental 
examination  and  removal  of  dental  foci  of  infection 
wherever  possible. 

Of  these  1050  patients,  367  were  hemoptoic 
sometime  during  their  disease.  Of  the  167  hemop- 
toics  five  left  before  examination  was  completed; 
92  were  too  ill  for  examination.  In  94  known  dental 
infections  were  not  removed  for  various  reasons. 

This  made  a total  of  191  cases  in  whom  no 
dental  infections  were  eradicated  and  in  whom 
there  was  no  noticeable  change  in  the  incidence 
and  recurrence  of  pulmonary  hemorrhage,  its  char- 
acter or  epidemicity.  In  the  remaining  176  cases, 
in  whom  definite  and  complete  removal  of  dental 
foci  of  infection  was  accomplished,  no  pulmonary 
hemorrhage  occurred  thereafter. 

There  was  no  discernible  difference  in  the  course 
of  the  pulmonary  tuberculosis  per  se  of  these  two 
groups;  the  only  difference  was  the  absolute  cessa- 
tion of  hemorrhage  in  all  cases  wherein  dental  foci 
of  infection  were  definitely  and  completely  re- 
moved. 

It  is  the  second,  nonfatal  type  of  hemorrhage 
which  is  now  under  consideration.  This  is  the  re- 
curring hemorrhage  which  is  common  in  pulmonary 
tuberculosis.  It  is  usually  accompanied  by  evi- 
dence of  infection,  a day  or  two  of  prodromes, 
malaise,  elevation  of  pulse  and  temperature.  Pa- 
tients who  have  had  repeated  hemorrhages  and 
recognize  these  symptoms  frequently  remark,  “to- 
morrow I’m  going  to  throw  a hemorrhage.”  This 
hemorrhage  varies  in  amount  from  a few  drams  to 
several  ounces,  continues  for  a widely  variable 
number  of  days;  blood  then  becomes  darker  in 
color,  black,  finally  ceasing  and  the  whole  syn- 
drome quiets  down  for  varying  periods  only  to 

*Read  before  a meeting  of  South  Side  Medical  Society, 
Twin  Falls,  Ida.,  Jan.  12,  1939. 


recur  at  some  later  time.  In  the  more  acute,  febrile, 
highly  toxic,  rapidly  spreading  cases  of  pulmonary 
tuberculosis  one  frequently  sees  this  type  of  bleed- 
ing continue  over  long  periods  of  time. 

There  is  a marked  epidemicity  in  this  nonfatal 
type  of  hemorrhage.  In  the  sanatorium  there  will 
be  periods  of  six  to  ten  months  practically  devoid 
of  hemorrhage;  then,  within  a week  or  two  nearly 
all  those  who  are  hemoptoic  will  go  through  their 
bout  of  hemorrhage  and  within  four  or  five  weeks 
a period  of  quiescence  recurs. 

No  bacteriologic  studies  of  these  cases  were  made 
either  before  or  after  removal  of  dental  foci.  The 
impelling  motive  behind  the  insistence  on  the  com- 
plete removal  of  dental  foci  was  the  conviction  that 
some  organism  other  than  the  tubercle  bacillus  was 
the  cause  of  this  recurrent,  infective,  epidemic  type 
of  hemorrhage;  that  a streptococcus  with  predilec- 
tion for  vascular  tissue,  known  to  exist  in  all  dental 
foci  through  the  work  of  Billings,1  Rosenow,2 
Hunter3  and  Price,4  was  the  logical  etiologic  factor 
herein. 

The  first  type  of  hemorrhage,  the  fatal,  bears  no 
relation  to  the  observations  recorded  in  this  paper. 
This  occurs  in  cases  with  extensive  cavitation, 
wherein  a large  vessel  ruptures,  usually  without 
premonitory  symptoms.  There  is  a sudden  welling 
up  of  blood  through  the  bronchial  tree  into  the 
mouth,  strangulation  and  death  within  a few  min- 
utes of  onset.  This  type  is  rare,  averaging,  in  my 
experience,  but  one  fatal  hemorrhage  in  263  cases 
of  pulmonary  tuberculosis. 

SUMMARY 

A group  of  176  cases  of  pulmonary  tuberculosis 
with  hemorrhage  is  reported,  in  all  of  whom  the 
hemorrhage  ceased  permanently  after  definite  erad- 
ication of  foci  of  dental  infection. 

A group  of  191  cases  of  pulmonary  tuberculosis 
with  hemorrhage  is  considered,  wherein  dental  foci 
of  infection  were  not  removed  and  in  whom  there 
was  no  change  in  the  character  or  frequency  of 
their  hemoptoic  syndrome. 

Other  than  the  cessation  of  hemorrhage,  there 
was  no  difference  in  the  course  of  the  disease  in  the 
two  groups. 

1.  Billings,  F. : Focal  Infection,  D.  Appleton  & Co.,  New 
York,  1917. 

2.  Rosenow,  E.  C. : Newer  Bacteriology  of  Various  In- 
fections as  Determined  by  Special  Methods.  J.A.M.A.  63  ; 
903-908,  Sept.  11,  1914  ; Elective  Localization  of  Strepto- 
cocci, 65;  1687-1691,  Nov.  17,  1915;  Relation  of  Dental 
Infection  to  Systemic  Disease,  Dental  Cosmos,  59;  485, 
1917. 

3.  Hunter,  Wm. : Role  of  Sepsis  and  Antisepsis  in  Medi- 
cine, Lancet,  1,  79-86,  Jan.  14,  1911. 

4.  Price,  W.  A. : Dental  Infections,  2 Vols.,  Penton  Pub- 
lishing Co.,  Cleveland,  1923. 
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MEDICAL  NOTES 


Radio  Talks.  Astoria  doctors  are  planning  a series  of 
sixteen  vitally  important  and  informative  educational  radio 
talks  on  the  functions  and  care  of  various  parts  of  the 
human  body.  This  program  is  under  the  sponsorship  of  the 
Clatsop  County  Medical  Society  and  the  Clatsop  County 
Health  Association.  The  speakers  will  appear  over  Station 
KAST  on  Tuesday  and  Thursday  at  3:30  p.m. 

Hospital  and  Public  Welfare  Facilities  valued  at 
more  than  $1,077,000  have  been  constructed  during  the  last 
six  years  with  the  aid  of  funds  allotted  by  the  Public 
Works  Administration,  according  to  the  report  of  P.  W. 
Godwin,  Regional  Director;  539  additional  hospital  beds 
have  been  added  to  provide  hospital  care  throughout  the 
state. 

Crippled  Children’s  Clinic.  Crippled  children  of  Klam- 
ath and  Lake  Counties  attended  a clinic  in  Klamath  Falls 
November  27.  Richard  B.  Dillehunt  and  John  F.  Abele  of 
Portland  examined  the  patients. 

New  Hospital  at  Hillsboro.  A twenty-four  bed  hos- 
pital is  under  construction  at  Hillsboro.  The  modern,  one- 
story  structure,  to  cost  $23,000,  will  be  ready  for  occu- 
pancy in  February,  1940. 

Hospital  Improved.  Extensive  improvements,  new  equip- 
ment, and  redecorating  have  been  applied  to  the  Grande 
Ronde  Hospital. 

Hospital  Staff  Elects.  St.  Mary’s  Hospital  staff,  As- 
toria, recently  named  L.  M.  Spalding  president,  L.  W.  Hyde 
vice-president,  and  F.  W.  Rafferty  secretary. 

Osteopathic  Licenses.  The  State  Board  of  Medical 
Examiners  filed  suit  in  Multnomah  County  Circuit  Court 
October  30,  questioning  the  “unlimited  licenses”  of  licensed 
osteopathic  physicians.  This  action  is  a test  case  and  is  be- 
ing instituted  in  an  attempt  to  clarify  the  status  of  the 
osteopaths  in  using  drug  therapy  and  performing  surgical 
operations  except  in  cases  of  emergency. 

Portland  Loses  Meeting.  The  1940  meeting  of  Amer- 
ican Public  Health  Association  will  be  held  in  Detroit,  not 
Portland,  as  was  previously  reported.  Adolph  Weinzirl, 
Portland  health  officer,  was  named  chairman  of  the  health 
officers  section  at  the  1939  meeting  in  Pittsburgh. 

Members  of  National  Physicians’  Committee.  The 
following  have  been  appointed  on  this  committee  from 
Oregon:  R.  L.  Benson,  J.  A.  Pettit  and  C.  E.  Sears,  all  of 
Portland. 

J.  B.  Bilderbeck  of  Portland  was  recently  installed  as 
President  of  the  American  Academy  of  Pediatrics  at  its 
meeting  held  in  Cincinnati  on  November  16-18. 


Vernon  Fowler  has  become  associated  with  his  brother, 
Frank  E.  Fowler  at  Astoria.  Dr.  Fowler  graduated  from 
Northwestern  University  School  of  Medicine  in  1937. 

Alfred  Geyer  of  Portland  is  sailing  with  Richard  E. 
Byrd  as  physician  on  his  latest  exploratory  trip  into  the 
Antarctic. 

Edward  Thorstenberg  has  taken  over  the  practice  of 
Byron  G.  Bailey  of  Grants  Pass,  moving  from  Bandon 
where  he  had  been  in  practice  for  the  past  few  years. 

Charles  H.  Law  has  opened  offices  in  Amity,  having 
recently  moved  from  Elgin. 


OBITUARIES 


Dr.  David  Marcus  Brower,  last  surviving  charter  mem- 
ber of  Oregon  State  Medical  Society,  died  October  27  at  his 
home  in  Ashland,  the  day  following  his  81st  birthday.  He 
was  born  in  Iowa,  but  moved  to  Oregon  with  his  parents  in 
1871.  Graduating  from  the  Willamette  University  Medical 
School  in  1888,  he  practiced  in  Roseburg,  Myrtle  Point  and 
Ashland,  his  active  career  covering  a span  of  fifty-one 
years.  He  was  a member  of  the  Jackson  County  Medical 
Society  which  he  served  two  terms  as  president.  The  cause 
of  death  was  cerebral  hemorrhage. 

Dr.  W.  S.  Cary,  age  80,  died  at  Rogue  River  on  No- 
vember 1,  following  an  emergency  operation  for  ruptured 
appendix.  A native  of  Zanesville,  Ohio,  Dr.  Cary  came  to 
Polk  County  in  1895  and  entered  active  practice  which  he 
continued  there  until  1916.  At  that  time,  with  the  intention 
of  semiretirement,  he  moved  to  Rogue  River.  Finding  the 
community  without  a physician,  he  continued  active  prac- 
tice until  the  time  of  his  death.  He  was  a member  of  the 
Jackson  County  Medical  Society. 


PROCEEDINGS  OF  THE  COUNCIL 


The  regular  monthly  meeting  of  the  Council  of  Oregon 
State  Medical  Society  was  held  at  the  Mallory  Hotel,  Port- 
land, Saturday,  October  14,  at  3:30  p.  m. 

The  following  members  of  the  Council  were  present: 
Charles  E.  Hunt,  Karl  H.  Martzloff,  Charles  E.  Sears, 
George  E.  Henton,  F.  K.  Power,  Morris  L.  Bridgeman,  and 
L.  S.  Kent. 

S.  H.  Sheldon,  A.  H.  Huycke,  G.  I.  Hurley,  Joseph  F. 
Wood,  John  J.  Coughlin,  legal  counsel,  and  the  executive 
secretary  were  also  present. 

The  meeting  was  called  to  order  by  President  Charles 
E.  Hunt. 

President  Hunt  introduced  Drs.  Spalding,  Durno,  and 
Power,  new  members  of  the  Council. 

It  was  voted  to  dispense  with  reading  of  the  minutes  of 
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July  1,  and  to  adopt  them  in  the  form  in  which  they  had 
been  previously  mailed  to  members  of  the  Council.  Bills 
for  September  were  read  and  approved. 

A letter  from  Lane  County  Medical  Society  was  read, 
inviting  the  Society  to  hold  the  1940  session  in  Eugene. 
It  was  voted  that  this  invitation  be  accepted  and  the 
1940  session  be  held  in  Eugene. 

PRACTICE  OF  OSTEOPATHS 

Dr.  Wood,  Secretary  of  the  State  Board  of  Medical  Ex- 
aminers, discussed  the  existing  controversy  concerning  the 
scope  of  practice  of  osteopaths.  He  stated  the  Attorney- 
General  had  ruled  that  osteopaths  have  all  the  legal  privi- 
leges of  doctors  of  medicine  and  the  Board  must  observe 
this  ruling  until  the  scope  of  practice  of  osteopaths  is  de- 
termined by  the  courts.  He  stated  that  the  Board  would 
shortly  file  a suit,  seeking  a declaratory  judgment  from  the 
courts  on  this  question. 

In  this  connection,  the  Secretary  reported  that  the 
Executive  Committee  had  requested  the  State  Board  of 
Medical  Examiners  to  take  necessary  steps  to  clarify  the 
confusion  which  now  exists  with  respect  to  the  scope  of 
practice  of  osteopaths.  It  was  voted  that  this  action  of  the 
Executive  Committee  be  approved. 

Dr.  Wood  stated  that  the  osteopaths  were  demanding 
the  privileges  of  staff  membership  in  Salem  General  Hos- 
pital and  Josephine  County  Hospital,  claiming  that  their 
training  in  obstetrics  and  surgery  entitled  them  to  hospital 
privileges.  He  stated  that  an  investigation  of  osteopathic 
schools  should  be  made  and  the  facts  concerning  osteo- 
pathic training  given  to  the  public  and  the  State  Legisla- 
ture. The  following  resolution  was  adopted: 

Whereas:  Osteopaths  practicing  in  this  state  are  main- 
taining that  osteopathic  schools  offer  as  good  or  better 
training  than  that  received  in  Class  A medical  schools;  and 

Whereas:  Surveys  made  in  the  past  have  conclusively 
shown  that  said  contention  was  not  true;  and 

Whereas:  Standards  of  osteopathic  schools  may  have  im- 
proved since  those  surveys;  and 

Whereas:  It  is  in  the  interest  of  the  public  that  a def- 
inite determination  of  this  question  be  made;  now,  there- 
fore, be  it 

Resolved:  That  the  Council  of  Oregon  State  Medical 
Society  authorizes  the  sending  of  a communication  to  the 
Secretary  of  Oregon  Osteopathic  Association  proposing  the 
following: 

1.  Selection  of  a committee  to  be  composed  of  one  rep- 
resentative of  the  medical  profession  (to  be  chosen  by  this 
Society),  one  representative  of  the  osteopathic  profession 
(to  be  chosen  by  Oregon  Osteopathic  Association)  and  a 
layman  with  scientific  training  (to  be  chosen  by  the 
Chancellor  of  the  Oregon  State  System  of  Higher  Educa- 
tion, or  other  disinterested,  capable  person) . 

2.  This  committee  to  make  a factual  study  of  the  courses, 
personnel  of  staff,  training,  clinical  facilities  and  related 
matters  of  several  typical  osteopathic  and  medical  schools. 

3.  A comprehensive  report  of  the  Committee  be  made 
to  each  Society. 

4.  Expenses  of  the  survey,  preparation  of  report  and 
compensation  of  lay  member  of  committee  to  be  shared 
equally  by  Oregon  State  Medical  Society  and  Oregon  Os- 
teopathic Association. 

5.  Results  of  the  survey  be  furnished  to  persons  inter- 
ested, including  any  committee  of  the  State  Legislature. 

It  was  voted  that,  in  the  event  Oregon  Osteopathic 
Association  declines  to  participate  in  the  proposed  study, 
the  University  of  Oregon  Medical  School,  or  the  other  two 
members  of  the  study  committee,  be  authorized  to  appoint 
the  third  member  of  the  committee. 

Dr.  Fitzgibbon  stated  that  the  American  Medical  Asso- 


ciation undoubtedly  had  considerable  information  con- 
cerning the  training  offered  by  osteopathic  schools  and 
suggested  that  Mr.  Coughlin  communicate  in  this  con- 
nection with  William  C.  Woodard,  Director  of  the  Bureau 
of  Legal  Medicine  and  Legislation,  and  William  D.  Cutter, 
Secretary  of  the  Council  on  Medical  Education  and  Hos- 
pitals. 

TECHNICAL  EXHIBIT 

Dr.  Fitzgibbon  referred  to  the  loss  of  a considerable 
number  of  expensive  packaged  products  by  certain  com- 
panies who  participated  in  the  Technical  Exhibit  at  the 
Gearhart  Session  and  suggested  that  a letter  be  addressed 
to  each  exhibitor  inquiring  as  to  the  extent  of  its  loss.  It 
was  voted  that  a letter  be  sent  to  each  company  which 
participated  in  the  Technical  Exhibit,  requesting  informa- 
tion as  to  its  loss,  including  the  amount  and  estimated 
value  of  the  products  taken,  if  any. 

It  was  voted  that,  at  future  annual  sessions,  participating 
companies  be  requested  to  use  “dummy  packages”  for  ex- 
hibition, and  that  a watchman  be  employed. 

LOW-WAGE  INDUSTRIAL  GROUPS 

President  Hunt  reported  that  the  Bureau  of  Medical 
Economics  had  voted  to  recommend  the  adoption  of  the 
following  amendments  to  the  Statement  of  Policy  and 
Program  for  the  Medical  Care  of  Low-Wage  Industrial 
Groups  by  the  House  of  Delegates  on  August  25,  1938: 

Section  7.  a.  The  President  of  the  Society  and  six  other 
members  shall  form  an  Executive  Committee.  The  Presi- 
dent shall  be  the  presiding  officer  of  the  committee  but  he 
shall  not  vote  except  in  the  case  of  a tie. 

b.  The  Council  shall  select  three  members  from  among 
its  number  and  the  Bureau  shall  select  three  members  from 
among  the  representatives  of  approved  local  organizations 
affiliated  with  it.  Each  of  these  members  shall  serve  for  a 
period  of  one  year,  and  until  their  successors  are  selected 
and  qualified. 

c.  The  Executive  Committee  shall  have  power  to  apply 
the  policies  of  the  Society  with  respect  to  problems  in  con- 
nection with  the  medical  care  of  low-wage  industrial 
groups  which  arise  between  meetings  of  the  Bureau  and 
which  require  immediate  consideration.  The  Committee 
shall  also  have  such  other  functions  and  powers  as  shall 
be  assigned  to  it  by  the  Council  or  the  Bureau,  consistent 
with  the  policies  of  the  Society.  A report  of  the  interim 
activities  of  the  Committee  shall  be  made  at  the  next  reg- 
ular meeting  of  the  Bureau. 

d.  A quorum  of  the  Executive  Committee  shall  consist 
of  four  members.  A majority  of  such  quorum  shall  be  suf- 
ficient to  take  any  action  which  the  committee  is  qualified 
to  take. 

It  was  voted  that  this  amendment  be  adopted. 

President  Hunt  reported  that  the  Bureau  of  Medical 
Economics  had  voted  to  recommend  the  adoption  of  the 
following  Recommended  Policies  and  Procedures  for  Pro- 
viding Medical  Care  to  Low-Wage  Industrial  Groups,  to 
guide  local  organizations  affiliated  with  the  Bureau.  (Copy 
previously  mailed  to  members  of  the  Council). 

It  was  voted  that  these  Recommended  Policies  and  Pro- 
cedures for  Providing  Medical  Care  to  Low-Wage  Indus- 
trial Groups  be  adopted. 

MEDICAL  EXECUTIVES  CONFERENCE 

President  Hunt  called  attention  to  the  meeting  of  the 
Pacific  States  Medical  Executives  Conference  to  be  held  at 
Seattle  December  10  and  read  the  tentative  program  of 
topics  for  discussion.  It  was  voted  that  the  President  be 
authorized  to  appoint  five  members  to  represent  the  Society 
at  this  meeting  and  the  expenses  of  these  representatives  be 
paid  by  the  Society. 
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President  Hunt  called  attention  to  the  National  Confer- 
ence on  Industrial  Health  to  be  held  in  Chicago  in  January 
under  auspices  of  the  Council  of  Industrial  Health  of  the 
American  Medical  Association.  He  raised  the  question  as 
to  whether  a representative  should  be  sent  to  participate 
in  this  conference.  It  was  voted  that  this  matter  be  laid 
on  the  table  until  the  next  meeting. 

MORNING  MILK  SAVINGS  FUND 

President  Hunt  called  attention  to  the  proposal  of  the 
Morning  Milk  Company  to  assist  the  Women’s  Auxiliary 
to  create  a Savings  Fund  and  to  provide  certain  prizes  in 
connection  with  the  project.  He  stated  that  the  Executive 
Committee  had  authorized  the  appointment  of  a com- 
mittee to  study  and  make  recommendations  concerning 
this  proposal.  The  following  report  of  the  committee  was 
read: 

Your  committee  was  appointed  to  study  and  report 
concerning  a proposal  of  the  Morning  Milk  Company 
to  assist  the  Woman’s  Auxiliary  to  create  a Savings  Fund 
and  to  provide  certain  prizes  in  connection  with  the  project. 

In  summary  the  proposal  is  as  follows: 

1.  That  the  Woman’s  Auxiliary  create  a Savings  Fund 
to  be  used  for  such  purposes  as  the  Auxiliary  desires. 

2.  That  this  fund  be  created  by  encouraging  the  mem- 
bers of  each  local  auxiliary  to  deposit  small  amounts  in  a 
miniature  can  bank  which  bears  the  Special  Morning  Milk 
label  to  be  supplied  for  each  member  by  the  company 
without  cost. 

3.  That,  prior  to  the  annual  meeting  of  the  State  Auxili- 
ary, the  members  turn  in  the  sums  so  saved  during  the 
year  to  their  respective  local  auxiliaries,  this  money  to  be 
sent  to  the  State  Auxiliary. 

4.  That  the  Company  award  the  following  cash  prizes 
each  year  to  the  local  auxiliaries  which  save  the  largest 
amount  per  member. 


First  prize  $50 

Second  prize  30 

Third  prize  20 

Fourth  prize  10 

Fifth  Prize  5 


5.  That,  in  addition,  the  Company  provide  a silver  lov- 
ing cup  to  the  local  auxiliary  winning  first  prize,  this  cup 
to  be  transferred  from  year  to  year  to  each  successive 
winning  local  auxiliary,  and  to  become  the  permanent 
property  of  the  local  auxiliary  winning  first  prize  for  two 
consecutive  years,  in  which  event  the  Company  to  pro- 
vide a new  cup  for  the  next  winner. 

Your  committee  has  no  doubt  that  this  proposal  was 
made  by  the  Morning  Milk  Company  in  a sincere  desire  to 
assist  the  work  of  the  Woman’s  Auxiliary.  However,  your 
committee  is  of  the  opinion  that  neither  the  Woman’s 
Auxiliary  nor  the  Society  should  accept  donations  of  this 
nature.  Our  organization  is  a professional  society  and  the 
Woman’s  Auxiliary  is  an  adjunct  of  it.  The  activities  of 
our  society  and  its  Auxiliary  should  be  financed  by  the 
membership,  except  for  such  additional  revenue  as  may 
properly  be  derived  from  advertising  in  our  publications, 
or  by  the  sale  of  exhibit  space  at  our  annual  sessions. 

In  this  connection,  your  committee  directs  attention  to 
the  well-established  policy  of  our  society  which  prohibits 
the  showing  in  our  scientific  meetings  of  motion  pictures 
or  the  presentation  of  other  demonstrations,  sponsored  by 
commercial  organizations,  but,  offering  these  organizations, 
through  our  Technical  Exhibit,  full  and  equal  opportunity 


to  present  recognized  products  to  our  membership  in  space 
purchased  for  this  purpose.  Your  committee  believes  that 
the  principle  underlying  this  policy  is  sound  and  should  be 
applied  with  respect  to  the  relationship  of  commercial 
organizations  and  our  Woman’s  Auxiliary. 

Your  committee  recognizes  the  contribution  which  com- 
mercial organizations  have  made  to  medical  practice  by 
the  development  of  meritorious  products  and  devices  and 
believes  that  a cordial  relationship  should  exist  between 
these  organizations  and  the  medical  profession.  However, 
the  committee  is  of  the  opinion  that  a clear-cut  separation 
should  exist  between  the  organizational  activities  of  the 
society  and  its  Woman’s  Auxiliary  and  the  promotional 
efforts  of  commercial  organizations. 

For  these  reasons,  your  committee  recommends  that  ap- 
preciation be  expressed  to  the  Morning  Milk  Company  for 
its  sincere  interest  in  offering  its  assistance  to  the  Woman’s 
Auxiliary,  but  that  its  proposal  be  not  accepted. 

Guy  L.  Boyden, 
Roy  A.  Payne, 
Committee 

It  was  voted  that  this  report  and  recommendations  con- 
tained therein  be  adopted. 

There  was  discussion  concerning  the  recommendation  of 
the  House  of  Delegates  that  certain  definite  functions  be 
assigned  to  past-presidents.  The  discussion  brought  forth 
no  definite  plan,  except  the  suggestion  that  their  services  be 
utilized,  so  far  as  possible,  on  committees. 

There  was  discussion  concerning  the  publication  of  a 
bulletin  to  keep  the  membership  informed  concerning  the 
policies  and  activities  of  the  Society. 

Dr.  Martzloff,  of  the  Committee  on  Publication,  stated 
that  the  Oregon  Section  of  Northwest  Medicine  was  an  ex- 
periment in  use  of  the  journal  for  this  purpose.  He  ex- 
pressed the  opinion  that,  if  this  experiment  was  not  suc- 
cessful, it  would  probably  be  necessary  to  publish  a bul- 
letin. 

Dr.  Baum  pointed  out  the  need  for  reaching  eligible  non- 
members, as  well  as  members,  with  this  information. 

It  was  voted  that  the  Committee  on  Publication  be 
authorized  to  investigate  the  feasibility  and  cost  of  obtain- 
ing reprints  of  the  Oregon  Section  of  Northwest  Medicine, 
with  a view  to  mailing  a copy  of  the  section  each  month 
to  all  members  and  eligible  nonmembers. 

STATE  PUBLIC  WELFARE  COMMISSION 

Dr.  Martzloff,  Vice-Chairman  of  the  Committee  on 
Charitable  Medical  Care,  presented  a verbal  report  of  cer- 
tain recent  developments  in  connection  with  the  medical 
care  of  State  Public  Welfare  Commission  clients.  He  stated 
that  Mr.  Elmer  R.  Goudy,  State  Public  Welfare  Adminis- 
trator, had  assured  the  committee  that  the  State  Public 
Welfare  Commission  would  guarantee  the  payment  of  physi- 
cians’ fees  in  all  cases  in  which  the  services  had  been  prop- 
erly authorized  by  any  of  the  County  Welfare  Commis- 
sions. He  stated  that  in  the  past  physicians  in  some  counties 
did  not  receive  payment  for  their  services  to  welfare  clients. 

Dr.  Martzloff  stated  that  there  had  been  considerable 
discussion  concerning  the  physical  examination  form  re- 
quired by  the  State  Public  Welfare  Commission.  He  stated 
that  this  form  was  unnecessarily  elaborate  for  many  cases 
of  minor  illness  and  accident  and  that  the  committee  hoped 
to  develop  a more  simple  form  for  this  type  of  case. 

Dr.  Durno  stated  that  in  Jackson  County  physicians 
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were  supplying  their  services  without  charge  to  all  welfare 
clients  who  require  surgical  care  in  a hospital. 

Dr.  Kent  called  attention  to  the  refusal  of  the  State  Pub- 
lic Welfare  Commission  to  permit  use  of  relief  funds  for  the 
care  of  communicable  disease. 

Dr.  Martzloff  stated  that  the  committee  desired  to  re- 
ceive all  complaints  which  physicians  have  concerning  the 
operation  of  the  existing  plan  for  the  medical  care  of  wel- 
fare clients.  He  suggested  that  Lane  County  Medical  Society 
organize  its  material  in  criticism  of  the  operation  of  the 
plan  in  that  county.  He  stated  that,  if  this  was  done,  the 
committee  would  arrange  to  have  Dr.  Neil  Black,  Medical 
Consultant  to  the  State  Public  Welfare  Commission,  appear 
before  the  Council,  in  an  effort  to  obtain  a satisfactory 
adjustment  of  the  difficulties. 

President  Hunt  announced  that  two  members  were  to  be 
elected  to  the  Executive  Committee  for  the  three  years 
term  ending  in  1942.  L.  S.  Kent  and  W.  W.  Baum  were 
nominated  and  unanimously  elected. 

President  Hunt  announced  that  three  members  were  to  be 
elected  to  the  Executive  Committee  of  the  Bureau  of 
Medical  Economics.  Charles  E.  Sears,  W.  W.  Baum,  and 
E.  R.  Durno  were  nominated  and  unanimously  elected. 

Dr.  Fitzgibbon  called  attention  to  the  medical  and  health 
supplement  prepared  by  the  Committee  on  Public  Rela- 
tions, in  cooperation  with  The  Oregonian,  and  published 
October  8.  A vote  of  thanks  was  extended  to  the  Commit- 
tee on  Public  Relations  for  their  efforts  in  connection  with 
this  supplement. 

Dr.  Fitzgibbons  pointed  out  the  need  for  more  intensive 
activity  by  the  Society,  especially  in  the  fields  of  medical 
economics  and  public  relations.  It  was  voted  that  the  Exec- 
utive Committee  be  authorized  to  study  the  possibility  of 
expanding  facilities  of  the  Society  to  meet  current  needs 
and  the  possibility  of  increasing  revenues  to  finance  the 
needed  expansion. 

President  Hunt  expressed  the  opinion  that  it  was  desir- 
able to  fix  a definite  date  each  month  for  meetings  of  the 
Council  and  the  Bureau  of  Medical  Economics.  There  was 
extended  discussion  concerning  the  time  of  meeting  which 
would  be  most  convenient  for  the  majority,  especially  the 
out-of-Portland  members.  It  was  voted  that  for  the  next 
few  months  meetings  of  the  two  bodies  be  held  on  the  first 
Sunday,  the  Bureaus  to  meet  at  10:00  a.m.  and  the  Council 
to  meet  immediately  following. 

There  being  to  further  business,  the  meeting  was  ad- 
journed.   

The  regular  monthly  meeting  of  the  Council  of  Oregon 
State  Medical  Society  was  held  on  Sunday,  November  5, 
in  Portland.  Sunday  has  been  chosen  as  the  day  for  the 
Council  meetings  with  the  hope  that  members  who  reside 
out  of  Portland  may  attend  without  interfering  too  much 
with  their  practices. 

A great  deal  of  routine  business  was  transacted  and  the 
report  of  the  Bureau  of  Medical  Economics,  which  met 
earlier  in  the  day,  was  received.  A number  of  reports  were 
received.  These  were  either  referred  to  committee  or  re- 
ceived as  project  reports. 

Mr.  Sparks  of  the  State  Department  of  Education  re- 
quested that  a committee  be  appointed  to  cooperate  with 
other  interested  agencies  in  the  coordination  of  health, 
physical  education  and  recreational  activities  in  the  public 
schools  of  the  state.  This  was  referred  to  the  Committee 
on  Public  Relations. 


Mr.  Wood  of  the  Farm  Security  Administration  outlined 
problems  of  medical  care  confronting  the  Administration. 
The  Council  voted  that  the  development  of  plans  of  med- 
ical care  for  Farm  Security  Administration  clients  be  re- 
ferred to  the  Committee  on  Charitable  Medical  Care  so 
that  this  semicharitable  enterprise  could  be  correlated  into 
plans  of  medical  service  on  a statewide  basis. 

Morris  L.  Bridgeman, 

Secretary. 


SOCIETY  MEETINGS 


CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  J.  C.  Booth;  Secty.,  L.  M.  Bain 
A meeting  of  the  society  was  held  at  the  Hotel  Benton, 
Corvallis,  November  2,  starting  with  a dinner,  after  which 
the  paper  of  the  evening  was  given  by  Lyle  B.  Kingery, 
dermatologist  of  Portland.  The  subject  of  the  paper  was 
“Symptoms  of  Itching.” 

CLACKAMAS  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  O.  Steele ; Secty.,  W.  Ross  Eaton 
Clackamas  County  Medical  Society  met  on  September 
29  at  the  West  Linn  Hotel.  The  society  is  greatly  indebted 
to  I.  C.  Brill  and  Banner  R.  Brooke  for  interesting  and 
instructive  papers  on  their  respective  specialties  which 
were  given  during  the  evening.  The  title  of  Dr.  Brill’s  paper 
was  “The  Mechanisms  of  Circulatory  Failure  With  Especial 
Reference  to  Their  Influence  on  Choice  of  Therapy,”  and 
that  of  Dr.  Brooke’s  paper  was  “The  Problem  of  Perineal 
Pruritus.” 

The  Physicians  Association  of  Clackamas  County,  which 
is  composed  of  the  members  of  Clackamas  County  Medical 
Society,  is  getting  along  fine.  Both  patient  and  doctor  are 
well  satisfied.  Harmony  and  satisfaction  marks  the  progress 
of  both  association  and  the  industrial  plants. 

COOS-CURRY  COUNTIES  MEDICAL  SOCIETY 
Pres.,  D.  M.  Long;  Secty.,  M.  E.  Johnson 
On  October  5 F.  B.  Zener  of  Portland  presented  a paper 
on  “The  Role  of  Endocrine  in  the  Practice  of  Gynecology 
and  Obstetrics.”  He  showed  a colored  movie  on  the  diag- 
nosis and  of  the  treatment  of  trichomonas  vaginitis. 

On  November  1 S.  G.  Henricke  of  Portland  presented  a 
paper  on  “Immunology  in  the  Practice  of  Pediatrics.” 

JACKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Dodson;  Secty.,  Harvey  A.  Woods 
Jackson  County  Medical  Society  met  in  regular  session 
October  25  at  Ashland,  with  E.  A.  Woods  as  host. 

In  addition  to  the  usual  business  meeting,  a paper  on 
“Poliomyelitis”  was  given  by  L.  D.  Inskeep,  City  Health 
Officer. 


KLAMATH  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  W.  Oldenburg;  Secty.,  H.  B.  Currin 
Abelson  Epsteen  of  San  Francisco  was  the  principal 
speaker  at  the  November  18  meeting  of  Klamath  County 
Medical  Society  in  the  Elk  Hotel,  Klamath  Falls.  Dr. 
Epsteen  spoke  on  “Venereal  Disease  Control.” 

MULTNOMAH  COUNTY  MEDICAL  SOCIETY 
Pres.,  Eugene  W.  Rockey ; Secty.,  Charles  P.  Wilson 
The  regular  meeting  of  Multnomah  County  Medical  So- 
ciety was  held  November  1,  at  which  time  the  Oregon 
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Academy  of  Ophthalmology  and  Otolaryngology  presented 
a symposium  on  “Common  Eye  Diseases.”  The  following 
papers  were  presented:  “Everyday  Ophthalmology,”  E. 
Merle  Taylor;  “Recent  Advances  in  Ophthalmology,”  A.  B. 
Dykman;  “The  Cataract  Question,”  Frederick  A.  Kiehle. 

A motion  picture  was  shown  at  the  end  of  the  meeting 
by  Drs.  Carruth  and  Kiehle. 

The  meeting  of  November  IS  was  devoted  to  a sympos- 
ium on  “Syphilis.”  Morton  J.  Goodman  speaking  on  “Pre- 
vention and  Management  of  Reactions  and  Complications 
of  Syphilotherapy,”  and  Joyle  Dahl  on  “Significance  of 
Serological  Reports  for  Syphilis.”  A motion  picture  clinic 
entitled,  “Syphilis,”  was  given  and  enthusaistically  received 
by  a large  audience.  This  film  was  prepared  under  the 
auspices  of  the  American  Medical  Association  and  the 
United  States  Department  of  Public  Health. 

COUNCIL  MEETING 

A meeting  of  the  Council  of  Multnomah  County  Medical 
Society  was  held  November  10. 

John  R.  Montague  reported  for  the  Committee  on  Con- 
stitution and  By-Laws,  outlining  the  various  changes  in 
the  constitution  and  by-laws  which  will  be  up  for  adoption 
at  the  annual  meeting  in  December. 

F.  B.  Freeland  requested  the  Council  to  consider  endors- 
ing the  establishment  of  a Warm  Springs  Foundation  to 
be  established  at  Kahneta  Hot  Springs  in  Central  Oregon. 
This  was  referred  to  the  Committee  on  Public  Health  for 
study. 

The  Committee  on  School  Health  made  a report  con- 
cerning sex  instruction  in  the  public  schools  and  recom- 
mended that  the  Council  go  on  record  as  favoring  the 
establishment  in  the  curricula  of  the  grade  and  high  schools 
of  a definite  program  of  sex  instruction  to  be  developed  by 
the  School  Board  and  the  City  Health  Officer,  with  such 
advice  from  the  medical  profession  and  the  clergy  as  the 
Board  and  the  City  Health  Officer  desires ; and  that  the 
Oregon  Social  Hygiene  Society  be  requested  to  establish  a 
permanent  relationship  with  the  Oregon  State  Medical 
Society  through  its  Committee  on  Venereal  Diseases,  one 
of  whose  functions  is  to  “serve  as  a liaison  agency  between 
the  Society  and  official  agencies  and  voluntary  organiza- 
tions interested  in  this  field.” 

POLK-YAMHILL-MARION  MEDICAL  SOCIETY 
Pres.,  M.  C.  Findley;  Secty.,  B.  A.  Myers 

The  November  meeting  of  Polk-Yamhill-Marion  Medical 
Society  was  called  to  order  by  the  President,  Dr.  Findley. 
Minutes  of  the  last  meeting  were  read  and  approved. 

Mr.  Jackson,  Claim  Agent  of  the  State  Industrial  Acci- 
dent Commission,  reported  the  Workmen’s  Compensation 
Law  is  general  except  in  Alabama  and  Mississippi,  some 
being  under  private  carriers.  Statistics  here  show  a gradual 
increase  in  the  cost  per  case  in  the  last  five  years  approx- 
imately from  $56  to  $76.  The  cause  is  due  to  various  fac- 
tors, among  which  are  insecurity  of  jobs,  people  are  more 
claim  minded,  tendency  to  broaden  the  scope  of  the  inten- 
tion of  the  law,  and  many  other  things. 

Sixty-three  per  cent  of  the  medical  cost  goes  to  the 
doctors.  The  sinking  fund  is  used  only  to  pay  out  partial 
and  total  disability  claims.  Proper  diagnosis,  reports,  and 
cooperation  by  the  doctors  is  essential  to  proper  working 
of  the  Compensation  Law.  Discussion  was  opened  by  Dr. 
Downs,  followed  by  Drs.  Gerald  Smith,  Berendrick,  Knott, 
Vern  Miller,  Gueffroy  and  Keene. 


YAMHILL  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  T.  Edmundson;  Secty.,  A.  G.  Noble 
Yamhill  County  Medical  Society  held  its  regular  dinner 
meeting  Tuesday  evening,  November  7,  at  the  Tourist  Cafe 
in  McMinnville. 

Donald  R.  Laird  of  Portland  was  guest  speaker.  His  sub- 
ject was  “Proctologic  Problems  of  General  Interest.”  This 
was  very  well  presented  and  enthusiastically  received  by 
the  society. 


LEGAL  MEDICINE 


THE  PROBLEM  OF  THE  CORPORATE  PRACTICE 
OF  MEDICINE  IN  RELATION  TO  LODGES 
AND  OTHER  GROUPS 

On  August  8,  1939,  the  Attorney  General  of  the  State 
of  Minnesota  decided  that  furnishing  of  medical  care  under 
the  plan  of  the  Fraternal  Order  of  Eagles  in  Minnesota 
constitutes  illegal  practice  of  medicine,  and  that  a physi- 
cian who  participates  in  the  plan  is  guilty  of  such  unpro- 
fessional or  dishonorable  conduct  as  to  subject  himself  to 
suspension  or  revocation  of  his  license. 

After  reviewing  the  plan  of  the  Eagles  Lodge,  the  At- 
torney-General decided  as  a logical  conclusion  that  the 
Lodge  is  jeopardizing  its  corporate  charter  by  operating 
such  a plan. 

This  decision  raises  many  interesting  questions  regarding 
corporate  practice  in  the  State  of  Oregon.  The  number  of 
lay  groups  and  corporations  attempting  to  “sell”  the  physi- 
cian’s services  is  increasing,  and  probably  will  continue  to 
increase.  How  far  can  such  groups  and  corporations  go  in 
designating  physicians  and  controlling  the  activities  of 
physicians  without  being  held  to  be  engaged  in  the  illegal 
practice  of  medicine? 

The  situation  in  Oregon  is  complicated  by  the  existence 
of  the  so-called  Hospital  Association  Law.  This  now  pro- 
vides that  corporations  may  contract  or  agree  with  indi- 
viduals, families,  employers  for  the  benefit  of  employes,  etc., 
for  the  furnishing  of  medicine,  medical  or  surgical  treat- 
ment, nursing,  hospital  service,  ambulance  service,  dental 
service  or  any  other  necessary  services,  contingent  upon 
sickness,  accident  or  death.  The  law  further  provides  that 
such  corporations  are  subject  to  the  provisions  of  the  act, 
that  is,  they  must  post  the  required  bond,  have  a designated 
paid-up  capital  and  make  certain  reports. 

The  said  law  further  provides  that  the  act  does  not  apply 
to  certain  organizations.  Presumably  this  means  that  the 
organizations  exempted  do  not  have  to  file  a bond,  have 
the  designated  paid-up  capital  or  make  the  required  reports. 
Among  the  organizations  exempted  are  organizations  work- 
ing under  the  lodge  system  and  having  ritualistic  work  in 
their  lodges. 

Does  this  statute  have  the  effect  of  permitting  organiza- 
tions which  comply  with  it,  or  are  exempted  from  its  terms, 
to  practice  medicine  without  a license,  that  is,  designate  and 
control  the  physician  rendering  service  under  their  con- 
tracts? Does  it  remove  the  long-standing  rule  of  law 
against  the  corporate  practice  of  medicine? 

The  Oregon  Supreme  Court  in  the  case  of  State  ex  rel. 
vs.  Employees’  Hospital  Association  decided  in  1937,  said, 
“*  * * They  (hospital  associations)  are  not  authorized  to 
practice  medicine.  They  delegate  to  other  agencies  the 
actual  functions  with  which  a state  law  has  invested  them. 
* * *» 
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In  the  light  of  this  Oregon  quote  and  the  above  opinion 
of  the  Attorney-General  of  the  State  of  Minnesota,  it 
seems  reasonable  to  make  a distinction  between  the  power 
to  contract  to  furnish  medical  care  and  the  power  not 
only  to  contract  to  furnish  such  care,  but  to  designate  the 
physician  to  render  the  care  and  control  his  rendering  of 
the  care.  It  seems  that  the  courts  might  very  well  decide 
that  in  any  contract  by  a “hospital  association”  or  “lodge” 
the  patient  shall  be  free  to  choose  his  own  physician,  and 
the  physician  free  to  adopt  the  procedure  which  he  be- 
lieves best  without  any  control  by  a third  party.  It  further 
seems  that  a court  might  very  well  decide  that  any  plan 
which  includes  designation  and  control  of  the  physician 
is  the  illegal  practice  of  medicine,  regardless  of  compliance 
with,  or  exemption  from,  the  so-called  Hospital  Association 
Law. 


OREGON  MEDICAL  MUSEUM 


The  University  of  Oregon  Medical  School  Library  is  now 
housed  in  a splendid  new  modern  building  outstanding  for 
beauty  and  comfort.  This  has  developed  through  the  gen- 
erosity of  Dr.  John  F.  Weeks  of  Portland,  whose  gift  of 
$100,000  for  a library  building  made  it  possible  to  secure 
additional  money  from  the  Rockefeller  Foundation  and 
W.P.A.,  and  to  build  a library,  an  auditorium  seating  600 
people  and  a wing  with  room  for  laboratories. 

In  the  library  are  rooms  especially  arranged  to  provide 
physicians,  students  and  other  readers  with  facilities  for 
reading,  writing  and  research.  In  one  of  these  rooms,  which 
is  furnished  in  club  fashion  with  a rug,  easy  chairs  and 
writing  desks,  are  shelved  the  library  collection  of  historical 
medical  books  valuable  for  age  or  content.  Here  also  are 
glass  exhibit  cases  for  the  display  of  books  and  equipment 
of  historic  interest. 

HISTORICAL  MATERIAL  IMPORTANT 

As  in  other  fields  of  endeavor,  it  is  important  that  the 
student  of  medicine  gain  perspective  and  insight  through  a 
knowledge  of  the  historical  background  of  his  subject.  Al- 
though this  medical  library,  in  common  with  many  others, 
has  scant  funds  to  spend  on  historical  material,  this  does 
not  make  it  impossible  to  have  an  interesting  and  instruc- 
tive historical  collection.  Often  the  museum  items  are 
stored  in  cellar  or  garret  and,  did  the  owner  know  of  their 
usability,  he  or  his  heirs  would  be  glad  to  give  them  to  the 
institution  desiring  them  where  they  could  be  preserved 
for  posterity. 

It  seems  highly  likely  that  Oregon  homes  contain  some 
interesting  medical  books  written  before  18S0  or  some  ex- 
amples of  equipment  used  in  pioneer  days.  To  the  end 
that  they  may  be  located  and  preserved,  the  undersigned 
committee  has  been  appointed  in  the  Woman’s  Auxiliary  to 
the  Oregon  State  Medical  Society.  We  ask  that  you  help 
by  bringing  this  matter  to  the  attention  of  physicians  and 
auxiliary  members  in  your  district  and  by  letting  us  know 
of  the  results.  Your  findings  will  be  much  appreciated  and 
material  made  available  to  the  library  will  be  housed  care- 
fully and  will  give  aid  to  many  people. 

VALUABLE  BOOKS  FREQUENTLY  DESTROYED 

Often,  when  owners  of  valuable  books  or  epoch  material 
pass  away,  these  various  articles  are  scattered  or  destroyed. 
We  are  eager  for  saddle  bags,  medical  books,  text-books, 
pictures,  photographs,  instruments,  old  correspondence, 


newspaper  clippings  and  anything  that  may  be  of  histori- 
cal value. 

Text-books  in  use  when  the  Medical  School  was  opened 
in  1887;  books  from  the  Whitman  Collection  of  1836;  and 
numbers  of  the  Oregon  Medical  and  Surgical  Reporter, 
published  at  Willamette  University  Medical  School,  1869- 
1871,  would  be  especially  appreciated. 

If  you  who  have,  or  know  of  such  material,  will  you 
kindly  contact  this  committee ; we  will  make  arrange- 
ments for  securing  same. 

It  is  planned  that  each  gift  will  be  accompanied  by  a 
descriptive  card  giving  the  name  of  donor,  and  other  per- 
tinent facts.  All  gifts  will  be  carefully  safeguarded  and  a 
central  card  index  will  be  maintained. 

Please  assist  us  to  collect  material  for  the  making  of  a 
valuable  Oregon  Medical  Museum  for  which  there  is 
ample  display  room  in  our  new  University  of  Oregon 
Medical  School  Library.* 

* Prepared  by  the  Oregon  Medical  Museum  Committee 
of  the  Woman’s  Auxiliary.  Members  of  this  committee 
are : Mrs.  George  E.  Henton,  Mrs.  Roy  A.  Payne  and  Mrs. 
Courtland  L.  Booth,  chairman.  Address  all  communica- 
tions to  Mrs.  Booth  at  2444  S.  E.  Clinton  St.,  Portland, 
Ore. 


WOMAN’S  AUXILIARY 


Portland,  Ore.,  November  17,  1939. 

Mid-Columbia  Medical  Society  was  organized  Novem- 
ber 13.  Wives  of  doctors  from  seven  counties  (Hood  River, 
Wasco,  Sherman,  Morrow,  Gilliam,  Grant  and  Wheeler) 
met  at  the  Hotel  Dalles  for  the  purpose  of  forming  their 
auxiliary,  under  the  direction  of  Dr.  Ethel  Gassman  Reuter 
who  had  been  appointed  official  organizer.  Fifteen  doctors’ 
wives  were  present  at  the  no-host  dinner  and  meeting. 

Officers  elected  were:  Mrs.  De  Walt  Payne,  President; 
Mrs.  Thompson  Coberth,  Vice-President;  Mrs.  Dwight  W. 
Gregg,  Secretary;  and  Mrs.  C.  E.  Hardwick,  Treasurer. 
Others  present  were  Mrs.  J.  M.  Odell  (now  StatQ  Presi- 
dent), Mrs.  C.  L.  Poley,  Mrs.  Fred  F.  Thompson,  Mrs. 
Stanley  E.  Wells,  Mrs.  Rosser  Atkinson,  Dr.  Martha  Rohner 
van  der  Vlugt,  Mrs.  J.  C.  Haldeman,  Mrs.  E.  Noel  Smith, 
Mrs.  Paul  R.  Vogt,  Mrs.  T.  Griffith  and  Dr.  Ethel  Gassman 
Reuter.  On  behalf  of  the  state  auxiliary,  we  cordially  wel- 
come this  new  group,  and  anticipate  for  them  many  pleas- 
ant hours  as  they  join  together  in  fulfilling  the  aims  and 
purposes  of  a medical  auxiliary  unit. 

Benton  County  Auxiliary  recently  met  at  the  home 
of  their  president,  Mrs.  Henry  Garnjobst.  At  this  meeting 
was  exhibited  one  of  the  first  medical  diplomas  to  have 
been  issued  in  Oregon.  A publication  of  the  National  Auxil- 
iary (the  “Bulletin”)  was  read  from  cover  to  cover,  and 
much  enjoyed  by  all  present.  Next  month  the  group  hopes 
to  have  as  guest  speaker  Dr.  Mabel  Akin  of  Portland. 

Lane  County  Auxilliry  held  an  enthusiastic  meeting 
under  the  leadership  of  their  able  president  Mrs.  Merle 
Howard.  Twenty-six  doctors’  wives  were  present  at  their 
recent  meeting,  the  younger  women  appearing  particularly 
active  now  among  this  group.  The  treasurer  is  proud  to 
announce  the  payment  of  more  dues  than  ever  before  in  the 
history  of  the  auxiliary. 

Polk-Yamhlll-Marion  County  Auxiliary  met  at  the 
home  of  Mrs.  Burton  Myers  of  Salem,  October  10,  with 
thirty-two  members  present  and  two  guests,  one  of  them 
being  Mrs.  Henry  Garnjobst  from  Corvallis.  Dr.  Vernon 
Douglas  gave  a very  interesting  and  timely  talk  on  Health 
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Problems  of  Marion  County,  in  which  he  told  of  the  ac- 
complishments of  the  Marion  County  Health  Unit  and  the 
problems  still  facing  the  community.  The  number  of  indi- 
gent children  who  were  in  need  of  glasses  was  stressed, 
and  the  auxiliary  voted  a sum  of  money  to  be  placed  at 
the  disposal  of  the  Health  Unit  for  this  purpose. 

It  was  decided  to  place  subscriptions  to  Hygeia  in  all  of 
the  one-room  schools  in  Polk  and  Marion  counties,  if  this 
met  with  the  approval  and  financial  support  of  the  medi- 
cal society.  There  are  over  one  hundred  schools  of  this 
type  in  the  two  counties.  Mrs.  G.  C.  Bellinger  reported  on 
the  State  Convention  at  Gearhart  in  September,  and 
stressed  the  importance  of  a greater  attendance  of  the 
members  of  the  auxiliary  at  this  meeting.  During  the  past 
year,  this  group  has  lost  two  members,  Mrs.  H.  J.  Clements, 
who  died  on  October  14,  1938,  and  Mrs.  Sarah  Hunt 
Steeves,  on  September  28,  1939. 

Clatsop-Tillamook  County  Auxiliary  reports  that 
they  will  again  take  care  of  one  or  two  families  this 
Christmas,  supplying  food,  toys  and  clothing.  Names  of 
the  families  will  be  obtained  as  usual  through  the  local 
Red  Cross.  Mrs.  L.  M.  Spalding  of  Astoria  has  charge 
this  year  of  all  tuberculosis  seal  sales  for  the  entire  county 
(Clatsop) . 

Harney  County  Auxiliary,  which  is  100  per  cent  in 
members-at-large,  reports  that  Hygeia  has  been  placed  in 


all  schools,  through  the  Harney  County  Health  Association. 

Multnomah  County  Auxiliary  has  had  a busy  fall 
schedule.  To  start  the  “ball  rolling,”  a purely  social  affair 
was  given  in  September,  when  many  Portlanders  motored 
to  beautiful  Waverly  Country  Club  for  luncheon  and  a re- 
union after  the  summer  months.  In  October  a successful 
“Health  Education”  meeting  and  tea  was  held  in  the  audi- 
torium of  the  Medical-Dental  Building.  Guests,  who  were 
members  of  clubs  and  organizations  throughout  Portland 
and  vicinity,  enjoyed  delicious  refreshments  as  they  talked 
over  the  remarks  of  John  H.  Fitzgibbon,  delegate  to  the 
A.  M.  A.,  who  was  an  interesting  speaker. 

Many  projects  have  been  undertaken.  By  means  of  a 
recent  theatre  ticket  sale,  a goodly  sum  has  now  been 
added  to  the  medical  student  loan  fund  (for  junior  and 
senior  students  at  the  University  of  Oregon  Medical 
School).  Many  of  the  doctors’  wives  have  been  making 
surgical  bandages  under  direction  of  the  Red  Cross;  and 
are  also  assisting,  in  November,  at  Red  Cross  booths  in 
various  banks  and  department  stores  of  Portland. 

At  the  November  Board  Meeting  of  the  Woman’s  Aux- 
iliary to  Oregon  State  Medical  Society,  our  guest,  Chas.  E. 
Hunt,  President  of  the  State  Medical  Society,  gave  one  of 
the  best  informal  talks  it  has  ever  been  the  privilege  of  the 
board  to  hear.  Mrs.  Doris  Abele, 

Chairman  Press  and  Publicity. 


WASHINGTON 

FIFTY-FIRST  ANNUAL  MEETING,  TACOMA,  AUGUST  26-28 


MEDICAL  NOTES 


Radio  Broadcast.  Remember  to  listen  to  the  “Appoint- 
ment With  Health”  broadcast  of  Washington  State  Medical 
Association,  released  over  the  Mutual  Don  Lee  Network 
stations  in  this  state  every  Sunday  at  2:00  p.  m. 

Base  Hospital  Reunion.  Annual  reunion  of  the  staff  of 
Base  Hospital  No.  SO  was  held  at  the  Hotel  Sorrento,  Se- 
attle, November  11.  The  unit,  organized  by  the  late  James 
B.  Eagleson,  was  recruited  at  the  University  of  Washington 
and  served  overseas  during  the  World  War. 

New  Staff  Member  at  Walla  Walla.  Harry  M.  Fine, 
formerly  of  Sunmount,  New  York,  has  been  transferred  to 
the  Veterans  Administration  Facility  at  Walla  Walla 
where  he  will  be  clinical  director. 

Hospital  Staff  Elects.  Staff  of  St.  Elizabeth’s  Hospital, 
Yakima,  held  its  annual  election  of  officers  November  1. 
William  L.  Ross,  Jr.,  was  named  president,  W.  Shuler  Ginn 
was  named  vice-president,  and  H.  L.  Hull,  secretary-treas- 
urer. 

Hospital  Staff  Resigns.  Some  thirty  members  of  the 
staff  of  St.  Luke’s  Hospital,  Seattle,  resigned  early  in  No- 
vember, when  it  was  learned  that  the  hospital  was  to  be 
taken  over  by  a Seattle  clinic. 

Convalescent  Home  at  Okanogan.  A convalescent  home 
for  tuberculosis  patients  of  Okanogan  County  is  being 
established  in  conjunction  with  the  Okanogan  Hospital. 


Tacoma  Selects  Health  Officer.  After  examination  of 
four  qualified  applicants  by  the  civil  service  commission,  it 
was  found  that  Leland  E.  Powers,  health  officer  of  Port 
Angeles  and  Clallam  County,  had  the  highest  rating.  He 
was,  therefore,  named  health  officer  for  the  city  of  Tacoma. 
Dr.  Powers  is  president-elect  of  Washington  State  Health 
Association  and  holds  the  degree  of  Master  of  Science  in 
Public  Health.  He  assumes  the  position  of  the  late  S.  M. 
Creswell  who  was  killed  in  an  automobile  accident  in 
July,  1938. 

Seattle  Surgical  Society.  The  regular  Annual  Meeting 
of  Seattle  Surgical  Society  will  be  held  on  January  26-27, 
1940.  Stuart  W.  Harrington,  Professor  of  Surgery  at  the 
Mayo  Clinic  in  Rochester,  Minnesota,  will  be  the  guest 
speaker.  There  will  be  short  papers  presented  by  members 
of  Seattle  Surgical  Society  covering  a variety  of  practical 
subjects.  These  will  be  discussed  by  Dr.  Harrington. 

A more  complete  announcement  of  the  subjects  to  be 
discussed  will  be  published  in  the  January  issue.  Make  a 
note  of  this  time  and  plan  to  attend  these  clinics. 

Seattle  Academy  Meets.  Fall  meeting  of  Seattle 
Academy  of  Internal  Medicine  was  held  in  the  Medical  and 
Dental  Building,  Seattle,  October  26  and  27.  Guest  speakers 
were  Lawrence  Selling  of  Portland  and  Frank  J.  Heck  of 
Rochester,  Minnesota. 

Nurses  Association  Meets.  Washington  State  Graduate 
Nurses’  Association  held  a meeting  in  Tacoma,  November 
2 and  3.  Meeting  was  addressed  by  Miss  Anne  Radford, 
president  of  the  group;  Miss  Kathleen  Leahy  of  the  Uni- 
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versity  of  Washington,  William  Goering,  F.  M.  Nace,  and 
Ralph  Gregg,  all  of  Tacoma.  Feature  of  the  meeting  was  a 
hobby  show. 

Decentralization  Suggested.  After  request  by  the  ad- 
ministrative board  of  commissioners  for  funds  to  construct 
a new  outpatient  clinic,  Wallace  D.  Hunt,  health  officer 
for  King  County,  made  alternate  suggestions  of  a number 
of  outpatient  clinics  in  towns  surrounding  Seattle.  He  also 
suggested  an  increase  in  home  service  to  indigent  patients. 

Blood  Donor  Group  Formed.  The  American  Legion  in 
Spokane  has  formed  a blood  donor  group.  All  members  are 
classified  according  to  type  and  are  subject  to  call. 

Change  of  Staff  for  Reservation.  Louis  Gries,  form- 
erly of  Chicago,  has  replaced  L.  H.  Curran  at  the  Omak 
subagency  of  the  Colville  Indian  Reservation. 

Anniversary  Celebrated.  Dr.  and  Mrs.  H.  H.  Canfield 
of  Seattle  celebrated  their  fiftieth  wedding  anniversary,  No- 
vember 19.  A large  number  of  friends  and  relatives  attended 
the  celebration. 

Members  of  National  Physicians’  Committee.  Ap- 
pointed on  this  committee  from  Washington  are  H.  E. 
Rhodehamel  of  Spokane  and  J.  R.  Morrison  of  Bellingham. 

Weddings.  Robert  Sandilands  of  LaConner  and  Miss 
Maria  Neufeldt  of  Dallas,  Oregon,  were  married  at  the 
home  of  the  bride  October  10.  Roscoe  E.  Conklin  of  Ellens- 
burg  and  Miss  Elvera  Hawkins  were  married  in  Ellensburg 
October  21. 

Locations.  Joseph  H.  Low,  formerly  of  King  George, 
Virginia,  has  joined  the  staff  of  the  Yakima  Medical  and 
Surgical  Clinic.  C.  S.  Youngstrom  has  moved  from  Seattle 
to  Wapato,  where  he  will  assume  the  practice  of  L.  F. 
Bland.  H.  J.  Capell,  formerly  of  Kennewick,  has  moved 
to  Yakima,  where  he  has  opened  an  office  in  the  Larson 
Building.  Dr.  Capell  took  several  months  postgraduate 
work  in  New  York  City.  Max  Wright  has  been  appointed 
by  Spokane  County  commissioners  as  county  physician  at 
Broadacres  where  he  replaces  J.  W.  Epton.  Paul  Armour, 
who  recently  completed  his  training  at  Providence  Hospital, 
Seattle,  has  moved  to  Longview  where  he  will  assume  the 
position  vacated  by  W.  E.  Steele.  A.  E.  Ayres  of  Yakima 
has  moved  to  Port  Angeles,  where  he  will  become  city  and 
county  health  officer  to  replace  L.  E.  Powers.  Dr.  Powers 
was  recently  named  health  officer  for  Tacoma.  James  D. 
Edgar,  pathologist  at  Deaconess  Hospital,  Spokane,  for 
the  past  seven  years,  has  resigned  to  accept  a similar  posi- 
tion at  Mercy  Hospital,  San  Diego,  California. 


OBITUARIES 


Dr.  William  Wesley  Bartine  of  Seattle,  Wash.,  died 
November  2,  aged  73.  He  was  born  in  Marshaltown,  Iowa, 
in  1866  and  received  his  medical  education  at  Northwest- 
ern University  Medical  School,  Chicago,  graduating  in  1898. 
He  practiced  for  eleven  years  at  Rock  Rapids,  Iowa,  fol- 
lowing which  he  came  to  Seattle  where  he  practiced  for 
nearly  thirty  years  in  the  University  district.  He  had  retired 
from  active  practice  last  August  and  had  moved  to  Aber- 
deen, where  he  was  living  with  his  son  at  the  time  of  his 
death. 


Dr.  Robert  Jasper  Skaife  of  Colfax,  Wash.,  died  Octo- 
ber 29,  aged  77.  He  was  born  in  Dubuque,  Iowa,  December, 
1861.  He  was  brought  to  Oregon  at  an  early  age  and  in 
1886  came  to  Colfax.  He  held  various  political  positions 
until  he  entered  medical  school  at  Kansas  City  Medical 
College,  from  which  he  graduated  in  1902.  He  served  a 
number  of  terms  as  city  health  officer  and  county  physician. 


BOARD  OF  TRUSTEES  MEETING 


October  8,  1939 

The  Board  of  Trustees  of  Washington  State  Medical 
Association  met  in  Seattle  October  8.  A summary  of  the 
proceedings  of  this  meeting  is  given  below: 

BUDGET  FOR  1940 

The  following  General  Fund  Budget  was  adopted  for 
the  Association  for  the  calendar  year  1940: 


Estimated  Receipts— 

1300  dues  at  $12.00 $15,600.00 

Income  from  technical  exhibits 1,500.00 

Total $17,100.00 


Estimated  Disbursements— 

Executive  Secretary  Committee $10,000.00 

President’s  office  300.00 

Meetings 

Annual  meeting  1,000.00 

Board  of  Trustees 650.00 

Delegate  to  A.M.A 350.00 

Special  meeting  200.00 

Northwest  Medicine  2,600.00 

Exhibit  expense  650.00 

Radio  programs,  appropriated  by  the 

House  of  Delegates 1,000.00 

Washington  State  Medical  Golf  As- 
sociation   50.00 

Fidelity  bonds  15.00 

Miscellaneous  200.00 


$17,015.00 

Balance,  Estimated  Receipts  over  Disbursements,  $ 85.00: 


U.  S.  PHARMACOPOEIAL  CONVENTION,  INC. 

The  following  report  was  adopted  by  the  Board: 

The  Board  of  Trustees  referred  to  the  Executive  Secre- 
tary Committee  on  August  27  the  question  of  recommend- 
ing delegates  to  the  1940  meeting  of  the  U.  S.  Pharmaco- 
poeial  Convention,  Inc. 

After  due  consideration,  the  Committee  wishes  to  recom- 
mend to  the  Board  that  the  Association  should  not  officially 
appoint  delegates  to  this  Convention,  nor  incur  any  expense 
by  reason  thereof. 


FUNDS  FROM  THE  PUBLIC  HEALTH  LEAGUE 

A resolution  was  read  from  the  Executive  Committee  of 
the  Public  Health  League  which  turned  over  the  balance 
of  the  funds  in  the  Public  Health  League,  together  with 
the  equipment  and  furniture,  to  the  Association  to  be  used 
in  the  conduct  of  public  relations  activities.  The  Board 
decided  that  this  money  should  be  deposited  in  the  General 
Fund  of  the  Association,  to  be  allocated  solely  for  the  pur- 
pose of  legislative  and  public  relations  activities. 


CONSIDERATION  OF  PUBLIC  RELATIONS  PROGRAM 

Clark  C.  Goss,  Chairman  of  the  Public  Relations  Com- 
mittee for  the  past  Association  year,  presented  an  outline 
of  a suggested  public  relations  program  which  had  been 
submitted  previously  by  him  to  each  member  of  the 
Board.  This  report  recommended  a basis  of  organization 
for  the  Committee,  and  outlined  the  functions  and  the 
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modus  operandi  which  should  be  followed  by  the  Commit- 
tee. It  recommended  that  there  should  be  a full-time  public 
relations  agent  to  carry  out  the  details  of  this  program. 

REPORT  OF  RADIO  ACTIVITIES  PLANNED  FOR  1939-40 

E.  A.  Nixon,  Chairman  of  the  Radio  Committee  for  the 
past  year,  spoke  on  plans  for  radio  activities  for  the  com- 
ing Association  year.  He  stated  that  the  programs  were  to 
be  broadcast  from  King  County  Hospital  and  will  center 
around  cases  in  the  hospital.  They  will  include  a discus- 
sion of  the  social  service  background,  the  diagnosis,  treat- 
ment and  medical  advances  which  have  been  made  in  the 
treatment  of  such  cases,  and  will  also  include  actual  inter- 
views with  the  patients.  A hope  was  expressed  that  it 
might  be  possible  to  arrange  later  to  have  similar  broad- 
casts from  the  Children’s  Orthopedic  Hospital  and  from 
Firlands.  There  will  be  no  expenditure  of  money  for  the 
purchase  of  radio  time  for  discussion  of  controversial  sub- 
jects. The  Board  adopted  the  report  and  decided  that  the 
radio  activities  should  be  a function  of  the  Public  Relations 
Committee,  and  that  E.  A.  Nixon  should  be  appointed  on 
the  Committee  to  be  in  charge  of  such  activities. 

REPORT  OF  POSTGRADUATE  MEDICAL  EDUCATION  COMMITTEE 

An  outline  of  a program  for  providing  postgraduate 
medical  education  in  Washington  which  had  been  presented 
to  the  1939  House  of  Delegates  was  resubmitted  to  the 
Board  with  a recommendation  for  approval.  The  Board 
approved  the  outline  which  follows: 

1.  Continuation  of  the  University  Graduate  Medical 
Course. 

a.  Provisions  for  more  definite  cooperation  with  Wash- 
ington State  Medical  Association  through  the  Postgraduate 
Medical  Education  Committee. 

b.  Provisions  for  more  use  of  the  facilities  of  the  Asso- 
ciation in  arranging  and  publicizing  the  course. 

2.  Circuit  Course  of  Lectures  under  the  Supervision  of 
the  Postgraduate  Medical  Education  Committee. 

a.  Divide  state  into  five  lecture  districts. 

b.  Secure  five  competent,  out-of-state,  medical  lecturers 
to  speak  on  different  subjects. 

c.  Arange  for  meetings  in  each  district  so  that  a lecturer 
can  appear  in  the  five  different  districts  on  five  consecutive 
days. 

d.  Have  a different  lecturer  in  each  district  on  same  day 
of  week  for  five  consecutive  weeks. 

e.  Arrange  meetings  in  each  district  to  include  clinics 
in  afternoon  and  lecture  in  evening. 

f.  Permit  some  latitude  of  choice  of  topic  under  the 
general  subject  by  the  members  of  the  various  districts. 

g.  Charge  registration  fee  adequate  to  pay  expenses  of 
obtaining  lecturers  and  for  administration. 

3.  Provide  Speakers  from  the  Membership  of  this  Asso- 
ciation to  Supplement  the  Circuit  Lecturers. 

a.  Compile  a list  of  local  men  competent  to  speak  on 
various  topics  and  circularize  this  list  to  each  component 
county  medical  society. 

b.  Send  speakers  to  any  locality  or  district  desiring  to 
secure  information  in  addition  to  that  given  by  circuit 
lecturers. 

c.  Charge  expenses  of  such  speakers  to  the  locality  or 
district. 

4.  Encourage  Scientific  Committees  of  the  Washington 
State  Medical  Association  to  Engage  in  Postgraduate  Activ- 
ities. 


a.  Require  plans  for  such  activities  to  be  submitted  to 
Postgraduate  Medical  Education  Committee  before  in- 
auguration of  any  program. 

b.  Coordinate  the  activities  of  the  various  committees 
through  the  Postgraduate  Medical  Education  Committee. 

REPORT  OF  GOVERNORS  OF  THE  MEDICAL  DEFENSE  FUND 

The  following  recommendation  of  the  Board  of  Gov- 
ernors was  adopted: 

Because  of  the  necessity  of  providing  for  a continuity 
of  experience  along  matters  of  medical  defense  in  each  gov- 
ernor district  in  this  state,  and  because  of  the  growing  com- 
plexity of  the  functions  now  being  undertaken  and  of  the 
new  progress  soon  to  be  inaugurated,  it  is  recommended  to 
the  Board  of  Trustees  that  the  Board  of  Governors  be 
empowered  to  appoint  an  associate  Governor  in  each 
governor  district,  and  to  report  back  to  the  next  meeting 
of  the  Board  of  Trustees  for  approval  the  names  of  the 
associate  Governors  so  appointed,  and  the  duties  assigned 
to  them. 

REGISTRATION  FEE  AT  FUTURE  MEETINGS  OF  THE  STATE 
ASSOCIATION 

The  House  of  Delegates  had  referred  the  question  of 
charging  a registration  fee  at  future  state  meetings  of  the 
Association  to  the  Board  for  consideration.  After  general 
discussion  it  was  decided  that  the  Board  should  discharge 
its  obligations  in  this  regard  by  recommending  that  no  reg- 
istration fee  be  charged. 

DATES  OF  1940  ANNUAL  MEETING 

Dr.  Penney  announced  that  the  next  annual  meeting 
would  be  held  in  Tacoma  on  Monday,  Tuesday,  and  Wed- 
nesday, August  26-28,  in  the  Winthrop  Hotel. 

MISCELLANEOUS 

Dr.  Rhodehamel  mentioned  that  the  State  Planning 
Council  is  now  making  a survey  of  health  education  in  the 
schools  of  this  state  with  a view  towards  introducing  a 
comprehensive  health  education  program  in  each  school. 
Dr.  A.  J.  Roth,  D.P.H.,  from  the  Washington  State  College, 
has  been  employed  to  make  this  survey.  It  was  moved  and 
carried  “that  a letter  be  sent  by  the  Secretary-Treasurer 
of  this  Association  to  the  State  Planning  Council,  endorsing 
the  establishment  of  a health  education  program  in  the 
institutions  of  learning  of  this  state,  and  offering  such  aid 
as  the  State  Medical  Association  can  give  in  organizing 
and  in  carrying  on  such  a program.” 

It  was  decided  that  the  expenses  of  the  Public  Relations 
Committee  should  be  paid  from  funds  received  from  the 
Public  Health  League  or  from  any  balance  remaining  in 
the  appropriation  to  the  Executive  Secretary  Committee. 

It  was  announced  that  the  Committee  of  Eight  at  its 
meeting  on  August  27  had  recommended  to  the  State  De- 
partment of  Health  that  a letter  be  sent  to  all  physicians 
in  this  state  reminding  them  that  on  and  after  January  2, 
1940,  the  state  law  requires  a standard  serologic  test  to  be 
made  on  all  pregnant  women,  and  that  such  a letter  would 
soon  be  sent  out.  Under  the  law,  the  specimen  can  be  sub- 
mitted to  any  approved  private  laboratory  or  the  State 
Department.  It  was  explained  that  this  announcement  was 
being  made  in  continuation  of  the  Department’s  policy  of 
keeping  the  Board  informed  relative  to  matters  of  joint 
interest. 
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COMMITTEES  OF  THE  STATE  MEDICAL 
ASSOCIATION,  1939-40 


The  following  committees  have  been  appointed  by  the 
President  or  by  the  Board  of  Trustees  to  serve  for  the 


Association  year  1939-1940: 

By-Laws  Revision 

C.  W.  Sharpies,  Chairman 

A.  J.  Bowles 

H.  D.  Dudley 

V.  W.  Spickard 

N.  L.  Thompson 

Executive  Secretary 
C.  W.  Sharpies,  Chairman 
H.  D.  Dudley 
V.  W.  Spickard 

Finance 

C.  W.  Sharpies,  Chairman 

D.  H.  Lewis 

A.  T.  Wanamaker 


Postgraduate  Medical 
Education 

A.  B.  Hepler,  Chairman 
H.  D.  Dudley 
Director,  State  Dept,  of 

Health 
D.  C.  Hall 
R.  J.  O’Shea 

Public  Health  and  Sanitation 
H.  L.  Hartley,  Chairman 
Director,  State  Dept,  of 
Health 

F.  H.  Douglass 

B.  F.  Francis 
O.  M.  Rott 


Group  Hospitalization 
H.  E.  Coe,  Chairman 
D.  H.  Palmer 
W.  W.  Pascoe 

Industrial  Insurance 
H.  T.  Buckner,  Chairman 

C.  W.  Knudson 
S.  L.  Caldbick 
H.  E.  Nichols 
J.  H.  Mathews 

Legislative 

M.  S.  Jared,  Chairman 
H.  E.  Rhodehamel 
J.  E.  Bittner,  Jr. 

W.  B.  Penney 
J.  H.  O’Shea 

Maternal  and  Child  Welfare 
H.  H.  Skinner,  Chairman 
R.  N.  Hamblen 
P.  C.  Kyle 

R.  S.  Mitchell 
H.  L.  Moon 

G.  G.  Thompson 

H.  E.  Coe 

D.  M.  Dayton 
C.  L.  Lyon 

V.  W.  Spickard 

Neoplastic 

H.  J.  Whitacre,  Chairman 
A.  E.  Seeds 

S.  M.  MacLean 

C.  B.  Ward 

D.  V.  Trueblood 
J.  T.  Rooks 

A.  L.  Balle 
Northwest  Medicine 
H.  G.  Willard,  Chairman 
J.  M.  Bowers 
R.  N.  Hamblen 


Public  Relations 

J.  H.  O’Shea,  Chairman 

E.  A.  Nixon 

R.  L.  Zech 
W.  D.  Read 
C.  C.  Goss 

Resettlement 

W.  D.  Read,  Chairman 

J.  E.  Bittner,  Jr. 

J.  Reid  Morrison 

Scientific  Work 

W.  B.  Penney,  Chairman 

S.  F.  Herrmann 

R.  E.  Mosiman 

V.  W.  Spickard 

Social  Hygiene 

W.  R.  Jones,  Chairman 

C.  F.  Engels 

D.  F.  Bice 

State  Planning  Council 
Representatives 
H.  J.  Whitacre 
C.  W.  Knudson 
J.  H.  O’Shea 

Study  of  Medical  Care 
A.  P.  Duryee,  Chairman 
W.  B.  McCreery 
A.  H.  Peacock 
T uberculosis 
J.  E.  Nelson,  Chairman 
L.  P.  Anderson 

S.  L.  Cox 

F.  B.  Exner 
R.  E.  McPhail 
F.  S.  Miller 

J.  F.  Steele 
L.  G.  Woodford 
H.  L.  Hull 


R.  M.  Stith 


COMMITTEE  ACTIVITIES  FOR  1939-1940 


A meeting  of  the  chairmen  of  the  committees  of  the 
Association  was  held  in  Seattle  on  November  12,  all  com- 
mittees being  represented.  A general  outline  of  activities 
which  the  various  committees  might  perform  had  been 
sent  in  advance  by  the  President  to  each  chairman.  These 
outlines  were  discussed,  supplementary  ideas  were  sub- 


mitted by  the  chairmen,  and  an  attempt  was  made  to  co- 
ordinate the  proposed  program  of  the  various  committees. 
Many  chairmen  have  since  held  meetings  of  their  com- 
mittees and  are  getting  their  activities  under  way  at  the 
present  time.  A brief  summary  of  the  proposed  programs 
is  given  below: 

Postgraduate  Medical  Education  Committee.  The  com- 
mittee will  develop  a postgraduate  medical  education  pro- 
gram from  the  outline  approved  by  the  Board  of  Trustees 
on  October  8,  1939,  which  is  included  in  the  report  of  the 
Board  meeting  in  this  issue  of  Northwest  Medicine.  In 
addition,  the  scientific  committees  of  the  Association  will 
be  urged  to  engage  in  postgraduate  activites,  coordinated 
through  this  committee. 

Industrial  Insurance  Committee.  Cooperation  with  the 
State  Department  of  Labor  and  Industries,  reviewing  the 
new  fee  schedule  and  revised  regulations  which  the  De- 
partment is  preparing,  and  studying  the  effect  of  the  recent 
ruling  of  the  Attorney  General  permitting  chiropractors, 
drugless  healers  and  others  to  take  state  cases  will  be  the 
major  functions  of  the  committee  this  year. 

Public  Health  and  Sanitation  Committee.  An  attempt 
will  be  made  by  the  committee  to  reduce  the  relatively  high 
incidence  of  smallpox  and  diphtheria  in  Washington.  The 
Committee  will  apprise  each  county  society  of  the  resolu- 
tion adopted  by  the  House  of  Delegates  this  year,  urging 
proper  immunization  of  all  children  against  communicable 
diseases,  and  urging  physicians  to  make  a proper  reporting 
of  all  cases  of  such  diseases  to  the  local  and  state  health 
departments. 

By-Laws  Revision  Committee.  The  committee  will  con- 
tinue the  study  of  the  By-Laws  which  it  started  last  year, 
and  is  under  instructions  to  make  a report  of  proposed 
changes  to  the  1940  House  of  Delegates. 

Social  Hygiene  Committee.  Close  contact  will  be  main- 
tained with  the  Venereal  Disease  Division  of  the  State  De- 
partment of  Health,  and  the  committee  will  serve  as  a 
source  of  information  to  physicians  having  to  discuss  social 
hygiene  problems,  and  also  will  furnish  social  hygiene  mate- 
rial to  lay  groups  for  use  in  educational  work. 

Group  Hospitalization  Committee.  The  House  of  Dele- 
gates had  directed  the  committee  to  make  further  study  of 
the  group  hospitalization  problem,  and  it  plans  to  do  this  in 
cooperation  with  the  Washington  State  Hospital  Associa- 
tion. 

Maternal  and  Child  Welfare  Committee.  The  program  of 
educating  the  physician  and  of  contacting  lay  groups  rela- 
tive to  maternal  and  child  welfare  matters  which  the  com- 
mittee originated  last  year  will  be  continued.  In  addition, 
the  committee  will  continue  its  studies  of  infant  mortality 
and  morbidity,  and  will  assist  the  State  Department  of 
Health  in  working  out  a program  to  prevent  the  delin- 
quency in  reporting  of  births. 

Resettlement  Committee.  The  committee  will  serve  as  a 
committee  of  contact  for  the  Farm  Security  Administra- 
tion, consider  a program  of  providing  medical  care  for 
migrant  families,  and  study  the  medical  care  plans  for 
F.S.A.  clients  which  are  adopted  by  the  various  county 
medical  societies. 

Study  of  Medical  Care  Committee.  Many  studies  of 
medical  care  have  already  been  made,  and  the  compiled 
data  will  be  analyzed  by  the  committee  and  recommenda- 
tions regarding  medical  care  will  be  made  to  the  Board 
of  Trustees  based  on  such  data. 
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Tuberculosis  Committee.  The  committee  plans  to  con- 
tinue the  educational  program  which  it  has  been  carrying 
on  in  the  past.  This  will  include  urging  the  county  medical 
societies  to  have  several  papers  on  tuberculosis  each  year, 
distribution  of  pamphlets  on  diagnostic  standards  to  indi- 
vidual physicians,  instructions  to  the  nursing  profession 
regarding  tuberculosis,  and  talks  on  tuberculosis  before  lay 
audiences. 

Legislative  Committee.  A study  will  be  made  of  the 
public  health  legislation  considered  at  the  last  session  and 
of  the  future  needs  for  legislation  by  the  Association.  In 
this  connection,  conferences  will  be  held  with  the  various 
state  departments  and  other  governmental  and  private 
agencies  which  have  a public  health  interest  regarding  their 
legislative  needs  for  1941. 

Scientific  Work  Committee.  The  committee  will  arrange 
the  program  for  the  1940  state  meeting,  and  also  will  ar- 
range for  the  scientific  exhibit  at  that  meeting. 

Neoplastic  Committee.  The  work  of  the  committee  will 
be  divided  into  two  parts,  one  involving  a program  of  edu- 
cation for  the  profession  and  the  other  education  of  the 
public.  The  latter  part  of  the  program  will  be  carried  on 
in  cooperation  with  the  Women’s  Field  Army. 

Other  Committees.  Certain  committees,  such  as  Finance. 
Executive  Secretary  and  Northwest  Medicine,  have 
functions  assigned  to  them  in  the  By-Laws,  and  they  will 
carry  out  their  prescribed  functions.  A program  for  the 
Public  Relations  Committee  will  be  considered  at  the  De- 
cember 3 meeting  of  the  Board  of  Trustees. 


SOCIETY  MEETINGS 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  S.  McCarthy;  Secty.,  R.  E.  Freeman 

Cowlitz  County  Medical  Society  held  its  regular  dinner 
meeting  Wednesday,  November  16,  at  Hotel  Monticello, 
Longview. 

Harry  Feagles  of  Chehalis  and  C.  B.  Bain  of  Centralia 
gave  an  interesting  paper  on  “Peritonitis  treated  with  Pep- 
tone Broth.”  They  reported  112  cases  so  treated,  with  six 
deaths.  The  broth  acts  as  a foreign  protein  stimulating  the 
body  defense  mechanism,  also  inhibits  growth  of  organ- 
isms. 

A.  B.  Shaw  of  Longview  presented  a paper  on  “Salivary 
Calculi.”  He  reported  two  cases  that  he  has  recently  oper- 
ated upon  with  success. 

Several  physicians  from  neighboring  counties  were  pres- 
ent. Officers  for  the  coming  year  were  nominated  and  will 
be  voted  on  at  the  next  regular  meeting  in  December. 

The  Auxiliary  met  at  a dinner  meeting  the  same  eve- 
ning. Mrs.  L.  S.  Roach  gave  a talk  on  her  recent  visit  to 
the  various  auxiliaries  over  the  state,  and  Mrs.  H.  D. 
Fritz  spoke  on  “Birth  Control.” 


GRAYS  HARBOR  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  M.  Skaperud;  Secty.,  F.  T.  O’Brien 
Regular  meeting  of  the  Grays  Harbor  County  Medical 
Society  was  held  at  the  Morck  Hotel,  Aberdeen,  November 
IS.  Following  dinner  the  meeting  was  addressed  by  John 
Hand  of  Portland  who  discussed  new  methods  of  treating 
renal  calculi.  Lawrence  Selling,  also  of  Portland,  spoke  on 
common  diseases  of  the  spinal  cord. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  W.  Mattson ; Secty.,  T.  H.  Duerfeldt 

The  regular  meeting  of  the  Pierce  County  Medical  So- 
ciety was  held  in  the  Medical  Arts  Auditorium,  Tacoma, 
November  14,  with  president  W.  W.  Mattson  in  the  chair. 
Minutes  of  previous  meeting  were  read  and  approved. 

Mr.  Lampkin,  of  the  Wyeth  Laboratories,  presented  a 
film  entitled  “Trichomonas  Vaginalis;  its  Diagnosis  and 
Treatment.” 

A case  report  on  “Chronic  Synovitis”  was  presented  by 
Edgar  F.  Dodds.  The  patient  was  exhibited  and  a newer 
method  of  applying  a pressure  dressing  by  incorporating  a 
sponge  rubber  pad  under  an  elastic  bandage  was  demon- 
strated. This  case  was  discussed  by  H.  J.  Whitacre. 

The  first  paper  was  presented  by  C.  P.  Larson,  on 
“Thrombosis  of  the  Veins  of  the  Extremities,  Significance 
and  Prevention.”  Dr.  Larson  showed  on  consecutive  au- 
topsy reports  an  incidence  of  27  to  62  per  cent  throm- 
bosis in  smaller  veins  of  the  lower  extremities,  especially 
of  the  soleus  and  gastronomicus  muscles.  He  stated  that  4 
per  cent  of  all  deaths  from  mechanical  injury  were  directly 
the  result  of  pulmonary  embolism.  The  paper  was  discussed 
by  G.  A.  Snyder,  B.  T.  Terry,  W.  B.  Penney,  Govnor  Teats, 
J.  P.  Kane,  S.  F.  Herrmann  and  J.  H.  Turner. 

The  second  paper  was  a presentation  of  “Principles  of 
Intestinal  Obstruction,”  by  Don  G.  Williard.  This  is  due 
to  loss  of  electrolytes  and  fluids  from  the  body.  Replace- 
ment therapy  was  shown  to  be  of  paramount  importance. 
The  paper  was  discussed  by  Wilmot  Read,  W.  W.  Mattson 
and  H .J.  Whitacre. 

H.  G.  Willard  made  a plea  for  support  of  the  Salvation 
Army,  inasmuch  as  this  organization  is  not  now  in  the 
Community  Chest. 

SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  L.  S.  Trask;  Secty.,  W.  J.  Wagner 

Regular  meeting  of  the  Snohomish  County  Medical  So- 
ciety was  held  at  Everett,  November  2.  Election  of  officers 
resulted  in  naming  of  William  Wagner  president,  J.  Walton 
Darrough  vice-president,  and  O.  W.  Anderson  secretary 
and  treasurer.  Scientific  papers  of  the  evening  were  read 
by  Nathan  L.  Thompson  who  discussed  the  local  obstetric 
mortality  rate,  and  John  Fiorino  who  discussed  care  of 
toxemias  of  pregnancy. 


STATE  BOARD  OF  HEALTH 


PNEUMONIA 

From  1920  to  1938,  18,540  lives  were  lost  to  pneumonia 
in  the  State  of  Washington,  or  a mean  annual  loss  of  976 
lives. 

The  lowest  mortality  from  this  disease  during  this  nine- 
teen-year period  occurred  in  1933  with  a loss  of  787  lives, 
or  a rate  of  48.9  per  100,000,  and  the  highest  mortality  in 
1936  with  a loss  of  1,357  lives,  or  a rate  of  82.6  per  100,000. 

While  the  pneumonia  loss  in  Washington  is  not  as  great 
as  in  a number  of  other  states,  neither  is  it  as  low  as  num- 
erous other  states.  Any  disease  taking  an  annual  toll  of 
over  900  lives  from  a population  of  1,633,000  merits  serious 
consideration  of  the  medical  profession  of  the  state,  partic- 
ularly when  not  a small  number  of  these  deaths  are  pre- 
ventable in  the  light  of  recent  advances  in  therapy.  It  is 
important  for  the  physician  to  become  acquainted  with  the 
field  of  usefulness  and  with  the  limitations  of  two  import- 
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ant  agents  in  the  specific  treatment  of  pneumonia  and 
other  pneumococcic  infections.  There  are  sulfapyridine  and 
the  specific  antipneumococcus  serums.  Both  sulfapyridine 
and  serum  have  been  shown  to  be  highly  effective  agents  in 
the  treatment  of  pneumococcus  pneumonia. 

From  theoretical  as  well  as  practical  considerations,  it 
appears  that  the  combination  of  sulfapyridine  and  serum 
may  well  be  the  method  of  choice,  since  under  these  cir- 
cumstances the  period  of  drug  treatment  can  be  shortened 
and  considerably  smaller  amounts  of  serum  seem  to  be 
necessary  to  attain  an  adequate  therapeutic  response.  In 
any  event,  it  is  important  for  physicians  to  be  acquainted 
with  both  the  beneficial  and  untoward  effects  as  well  as 
the  limitations  of  both  types  of  treatment,  so  that  either 
or  both  can  be  used  in  any  given  case. 

From  this  point  of  view,  even  though  drug  treatment 
alone  may  be  intended,  it  is  best  for  the  physician  to  be 
prepared  to  give  serum  if  necessary  by  obtaining  sputum 
for  typing  and  blood  for  culture  before  treatment  with 
sulfapyridine  is  begun.  Ig  the  patient  is  made  too  uncom- 
fortable from  the  toxic  effects  of  the  drug,  if  the  response 
to  the  drug  is  not  satisfactory,  or  if  it  is  impossible  to  ob- 
tain adequate  intake  of  the  drug,  the  physician  will  have 
immediately  available  another  therapeutic  agent. 

It  would  seem  desirable  in  certain  cases,  where  the  ex- 
pected fatality  from  the  disease  is  known  to  be  high,  to 
begin  treatment  with  both  serum  and  drug  simultaneously; 
as  in  patients  with  bacteremia,  in  pregnant  women,  in 
patients  over  forty  years  of  age,  and  perhaps  in  cases  seen 
late  in  the  course  of  the  disease  who  are  still  very  sick.  It 
may  be  possible  in  such  cases  to  institute  treatment  with 
sulfapyridine  as  soon  as  the  clinical  diagnosis  is  made  and 
specimens  of  sputum  and  blood  obtained  for  typing  and 
culture,  and  then  begin  serum  therapy  when  the  etiologic 
diagnosis  is  established.* 

* Clinical  Aspects  of  Pneumococcus  Pneumonia,  Bureau 
of  Pneumonia  Control,  New  York  State  Department  of 
Health. 
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IMPORTANCE  OF  HYGEIA 

Seattle,  Wash. 
November  20,  1939 

Every  Auxiliary  throughout  the  country  is  in  the  midst 
of  an  intensive  Hygeia  campaign  at  this  writing,  and  we 
are  therefore  devoting  most  of  our  news  section  to  an 
article  prepared  by  Mrs.  J.  B.  Robertson  of  Tacoma, 
State  Hygeia  Chairman.  However,  just  a few  words  about 
the  activities  of  some  of  the  counties.  First,  Kitsap  county, 
with  100  per  cent  membership,  our  smallest  county,  met 
on  November  6,  and  devoted  the  whole  of  its  program  to 
Hygeia.  Other  counties  held  their  membership  teas  in 
October  or  November,  among  them  being  Yakima  and 
Pierce,  the  latter  welcoming  twenty-three  new  members 
into  the  Auxiliary.  Walla  Walla  county  has  had  two  suc- 
cessful dinner  meetings  in  October  and  November,  follow- 
ed by  discussions  of  national  health  problems.  Most  of  the 
other  counties  are  holding  regular  monthly  meetings,  which 
will  be  reported  in  detail  at  a later  date. 

Mrs.  J.  B.  Robertson,  State  Hygeia  Chairman,  who  last 
year  won  a national  prize  for  her  essay  on  Hygeia,  is  well 
qualified  as  the  author  of  the  following  article: 

Mrs.  Souren  H.  Tashian, 
State  Publicity  Chairman 


HYGEIA 

Hygeia  is  the  only  authentic  health  magazine  published 
in  the  United  States.  It  is  a valuable  press  agent  to  the 
doctor.  It  helps  to  build  respect  for  the  physician.  One  aim 
of  Hygeia  is  to  educate  the  public  against  the  advice  of 
quacks  and  untrained  persons  not  qualified  for  giving  out 
anything  so  vital  to  people  as  information  regarding  life 
and  well-being.  While  Hygeia  does  present  to  the  reader 
information  of  medical  care,  it  does  this  in  such  a manner 
that  it  can  in  no  way  be  used  as  a basis  for  self-medica- 
tion but  the  magazine  does  impress  the  readers  that  their 
doctors  help  them  and  that  they  should  consult  a qualified 
medical  adviser. 

It  is  a well  known  fact  that  the  general  public  is  clamor- 
ing for  health  knowledge.  Why  not  at  this  hodiday  season, 
when  we  are  thinking  of  others,  make  a gift  of  Hygeia 
which  will  be  appreciated  twelve  months  in  the  year? 
One  doctor  in  Pierce  county,  realizing  the  value  of  Hygeia 
to  the  medical  profession,  gave  fourteen  subscriptions  last 
year  for  Christmas  gifts. 

Let  us,  as  members  of  the  Auxiliary  to  one  of  the  highest 
and  most  noble  of  professions,  not  hold  ourselves  aloof  and 
feel  it  beneath  our  dignity  to  assume  the  helpful  task  of 
the  distribution  of  Hygeia.  We  must  realize  our  husbands 
do  not  have  the  time  for  individual  chats  with  their 
patients  that  Hygenia  presents  and  that  we  are  selling 
health  education.  We  should  consider  it  a privilege  and  an 
honor  to  help  clear  minds  muddled  with  misinformation 
concerning  health  and  healing.  We  are  thereby  doing  a 
valuable  duty  to  the  public  as  much  as  if  we  were  en- 
gaged in  any  other  civic  undertaking. 

There  is  a subscription  contest  on  now  which  lasts 
through  January,  1940.  This  year  the  American  Medical 
Association  is  giving  both  county  and  state  an  opportunity 
to  win  a prize.  The  amount  of  prize  money  appropriated 
this  year  is  double  the  one  hundred  and  fifty  dollars  they 
formerly  have  given.  There  will  be  three  hundred  dollars 
divided  into  four  groups  according  to  membership. 

County  groups  are  as  follows: 

Group  (1).  One  hundred  auxiliaries  with  membership  of 

1 to  13. 

Group  (2).  One  hundred  auxiliaries  with  membership  of 

14  to  23. 

Group  (3).  One  hundred  auxiliaries  with  membership  of 

24  to  42. 

Group  (4).  One  hundred  auxiliaries  with  membership  of 

over  43. 

Each  of  these  groups  has  a chance  of  winning  first  prize, 
thirty-five  dollars;  second  prize  twenty  dollars;  and  third 
prize  ten  dollars. 

Two  cash  prizes  go  to  the  state  auxiliaries  that  have  the 
highest  rating  based  on  their  paid-up  membership  and 
Hygeia  subscriptions  obtained.  Twenty-five  dollars  is  the 
first  prize  and  fifteen  dollars,  second  prize. 

Last  year  in  the  State  of  Washington  several  of  our 
counties  made  their  quota  but  none  were  fortunate  enough 
to  win  a prize.  But  this  year  let  us  hope  that  we  in  Wash- 
ington get  on  the  honor  roll  and  be  prize  winners. 

I feel  sure  we  can  do  this,  if  each  county  will  double  its 
subscriptions.  This  would  make  our  State  President  proud 
when  she  gives  her  report  at  the  State  and  National  Con- 
vention in  1940. 

Mrs.  J.  B.  Robertson, 
Hygenia  Chairman,  Woman’s  Auxiliary  to 
Washington  State  Medical  Association. 
1017  North  Jay  Street,  Tacoma. 
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IDAHO 


FORTY-EIGHTH  ANNUAL  MEETING,  SUN  VALLEY,  SEPTEMBER  11-14 


MEDICAL  NOTES 


Grangeville  Hospital  to  Open.  New  General  Hospital 
at  Grangeville  was  turned  over  to  the  city  in  the  latter 
part  of  October  by  the  general  contractors.  Finishing  and 
equipping  will  be  completed  by  mid-December,  when  it  is 
expected  that  the  hospital  will  be  put  into  service. 

Changes  at  Nampa.  Under  the  direction  of  Charles  Scott, 
formerly  of  Twin  Falls,  the  State  institution  for  feeble 
minded  at  Nampa  has  undergone  a virtual  transformation. 
The  entire  physical  plant  has  been  rebuilt  and  cleaned  up ; 
kitchen  and  laundry  have  been  improved,  a sewage  disposal 
plant  has  been  installed,  a new  well  has  been  drilled,  and  a 
surgery  has  been  arranged  and  equipped. 

New  Dormitory  at  Orofino.  New  one  hundred  bed 
dormitory  at  State  Hospital  North,  Orofino,  has  been  open- 
ed. Construction  has  been  under  way  on  the  building  since 
the  summer  of  1938. 

Public  Health  Service  Man  Speaks.  J.  J.  Bloomfield 
of  Washington  met  with  a number  of  lay  groups  in  Idaho 
early  in  November,  discussing  matters  of  health  and 
hygiene. 

Offices  Ransacked.  Medical  offices  in  Caldwell  were 
ransacked  November  11  and  12.  Offices  of  C.  M.  Kaley,  F. 
M.  Cole,  W.  B.  Handford,  H.  J.  Tikker,  and  G.  W.  Mont- 
gomery were  opened.  Small  amounts  of  money  and  avail- 
able drugs  were  taken. 

Cottonwood  Physician  Honored.  A group  of  friends 
entertained  November  5 in  honor  of  W.  F.  Orr  of  Cotton- 
wood, celebrating  twenty-five  years  of  service  to  the  com- 
munity. A silver  trophy  was  presented  to  Dr.  Orr. 

Location.  E.  G.  Peacock,  formerly  of  Spokane,  Wash- 
ington, has  moved  to  St.  Mary’s,  where  he  will  be  asso- 
ciated with  C.  A.  Robbins. 


November  meeting  was  held  at  the  Lewis-Clark  Hotel, 
Lewiston,  November  15.  Guest  speaker  was  Arthur  F.  Cun- 
ningham of  Spokane,  Washington,  who  discussed  “Plastic 
Surgery.” 


COMMITTEES  OF  IDAHO  STATE 
MEDICAL  ASSOCIATION 


Industrial  Medicine  Committee 


E.  N.  Roberts Pocatello 

G.  C.  Halley Twin  Falls 

W.  B.  Hanford Caldwell 

R.  T.  Hopkins..— Orofino 

C.  C.  Wen  die Sandpoint 

Public  Policy  and  Legislation  Committee 

J.  L.  Stewart Boise 

R.  T.  Hopkins Orofino 

G.  C.  Halley Twin  Falls 

Scientific  Exhibit  Committee 

F.  B.  Jeppesen,  Chairman Boise 

R.  T.  Scott Lewiston 

B.  C.  Eisenberg Pocatello 

D.  H.  Affleck Twin  Falls 

D.  M.  Loehr Moscow 

P.  M.  Ellis Wallace 

H.  V.  Guyatt Idaho  Falls 

A.  M.  Popma Boise 

Program  Committee 

C.  W.  Pond Pocatello 

F.  B.  Jeppesen Boise 

H.  W.  Stone..— Boise 

F.  M.  Cole Caldwell 

J.  N.  Davis Twin  Falls 

Public  Relations  Committee 

Robert  Smith  Boise 

Bruce  C.  Budge Boise 

Elizabeth  Curtis  Weiser 


Wedding.  C.  A.  Robbins  of  St.  Mary’s  and  Miss  Patricia 
Simpson  of  the  same  city  were  married  in  Coeur  d’Alene 
November  15. 


SOCIETY  MEETINGS 


IDAHO  FALLS  MEDICAL  SOCIETY 
Pres.,  A.  R.  Soderquist;  Secty.,  C.  C.  Erickson 
November  meeting  of  the  Idaho  Falls  Medical  Society 
was  held  at  the  Bonneville  Hotel,  Idaho  Falls,  November  6. 
Following  the  dinner  Dr.  Cox,  of  the  federal  spotted  fever 
laboratory  in  Hamilton,  Montana,  discussed  “Nine-mile 
Fever.” 


NORTH  IDAHO  MEDICAL  SOCIETY 
Pres.,  J.  E.  Baldeck;  Secty.,  J.  E.  Carssow 
October  meeting  of  the  North  Idaho  Medical  Society  was 
held  at  the  Lewis-Clark  Hotel,  Lewiston,  October  18.  Scien- 
tific session  of  the  meeting  was  addressed  by  Donald  A. 
Palmer  of  Spokane  who  spoke  on  “Gastroenterology  and 
Cardiology,”  and  Milo  Harris,  also  of  Spokane,  who  spoke 
on  “Cancer  of  the  Cervix.” 


Cancer  Committee 


W.  F.  Howard,  Chairman Pocatello 

J.  L.  Stewart Boise 

W.  O.  Clark Lewiston 

Maternal  Welfare  Committee 

H.  E.  Dedman,  Chairman Boise 

D.  E.  Harris - Ashton 

J.  N.  Davis Twin  Falls 

Earl  Bovenmeyer  Pocatello 


DIVISION  OF  PUBLIC  HEALTH 


In  compliance  with  recent  legislation  establishing  a merit 
system  for  the  Department  of  Public  Welfare,  a council 
was  appointed  to  administer  the  policies  of  the  merit  sys- 
tem which  were  adopted  by  the  Board  of  Public  Welfare  in 
September,  1939.  Members  of  the  council  include  Dr. 
James  Millar,  chairman,  College  of  Idaho,  Caldwell;  W.  H. 
Davison,  Vice-chairman,  Boise,  attorney;  R.  C.  Steven- 
son, acting  secretary,  Idaho  Surveying  and  Rating  Bureau. 
All  of  the  personnel  in  the  Department  of  Public  Welfare, 
including  all  professional  and  nonprofessional  employees 
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under  the  Division  of  Public  Health,  will  be  selected  under 
this  merit  system. 

Arrangements  have  been  completed  for  the  establish- 
ment of  a part-time  sanitarian  service  in  Shoshone  County 
in  cooperation  with  the  Kootenai  County  Health  Unit, 
headquarters  at  Coeur  d'Alene.  Special  attention  is  to  be 
given  to  milk  sanitation  in  Shoshone  County. 

Representatives  of  nurses’  training  schools  in  Idaho  met 
with  Dr.  J.  O.  Cromwell,  Superintendent  of  the  State 
Hospital  South,  Blackfoot,  Commissioner  of  the  Depart- 
ment of  Public  Welfare,  and  Director  of  the  Division  of 
Public  Health  in  Boise,  November  17-18,  to  discuss  prob- 
lems arising  in  the  administration  of  an  affiliate  school  of 
nurses’  training  in  mental  diseases  and  plans  for  future 
expansion.  This  training  course  has  been  in  operation  slight- 
ly more  than  a year  and  is  now  an  accredited  course  for 
nurses’  training  in  mental  diseases.  The  problem  of  per- 
sonnel was  discussed  at  length  and  suggestions  were  made 
for  the  future  plans  and  continued  advancement  of  the 
program. 


ANNOUNCEMENT  OF  THE  1940 
ANNUAL  MEETING 


The  University  of  Iowa  Medical  School  will  furnish  the 
scientific  program  for  the  annual  meeting  of  Idaho  State 
Medical  Association,  which  will  be  held  at  Sun  Valley, 
September  11-14,  1940. 

The  following  speakers  have  been  arranged  for: 

E.  M.  MacEwen,  Dean  of  the  Medical  School,  Professor  of 
Anatomy. 

C.  E.  Van  Epps,  Professor  of  Neurology. 

Fred  M.  Smith,  Professor  of  Theory  and  Prac.  Med. 

N.  G.  Alcock,  Professor  of  Gen.-Urin.  Surgery. 

Arthur  Steindler,  Professor  of  Orth.  Surgery. 


NORTH  PACIFIC  SURGICAL  ASSOCIATION 
North  Pacific  Surgical  Association  held  its  twenty-eighth 
annual  conference  in  Victoria,  B.  C.,  November  17  and  18. 
Officers  elected  for  the  ensuing  year  were:  president,  Ralph 
D.  Forbes  of  Seattle;  first  vice-president,  Thomas  Joyce  of 
Portland;  second  vice-president,  H.  G.  Willard  of  Tacoma; 
senior  councilor,  A.  J.  MacLachlan  of  Vancouver,  B.  C.; 
junior  councilor,  R.  N.  Hamblen  of  Spokane;  secretary- 
treasurer,  W.  M.  Wilson  of  Portland. 

A.  T.  Bazin,  emeritus  professor  of  surgery  at  Magill 
University,  was  guest  speaker.  He  discussed  “Jaundice,  Its 
Interpretation  and  Significance,”  “Cancer  of  the  Colon  and 
Rectum,”  and  “The  Omphalomesenteric  Duct — Perils  of 
Its  Persistence.” 


ADDISON’S  DISEASE  AND  PNEUMONIA 

The  recovery  from  pneumonia  of  a patient  with  Addi- 
son’s disease  is  reported  by  Ford  K.  Hick,  M.D.,  and 
Broda  0.  Barnes,  M.D.,  Chicago,  in  The  Journal  of  the 
American  Medical  Association  for  Nov.  18. 

Up  to  the  present  the  outlook  for  patients  with  Addi- 
son’s disease,  when  complicated  by  other  infections,  the 
authors  state,  has  been  hopeless.  They  controlled  the  dis- 
ease in  their  patients  by  desoxycorticosterone.  This  is  a 
synthetic  glandular-like  extract.  They  believe  that  the  com- 
plete recovery  of  their  patient  from  pneumonia  further  con- 
firms the  efficiency  of  treating  Addison’s  disease  with 
desoxycorticosterone.  Another  complicating  infection  should 
not  upset  these  patients  too  much,  provided  a specific  treat- 
ment is  available  for  the  infection. 
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Textbook  of  Bacteriology.  By  Hans  Zinsser,  M.D. 
Consulting  Bacteriologist  to  the  Peter  Bent  Brigham  Hos- 
pital and  the  Children’s  Hospital,  Boston.  And  Stanhope 
Bayne-Jones,  M.D.  Professor  of  Bacteriology,  and  Dean, 
Yale  University  Medical  School,  Master  of  Trumbull  Col- 
lege, Yale  University,  New  Haven,  Connecticut.  Eighth 
Edition,  Revised  and  Reset.  990  pp.,  $8.  D.  Appleton- 
Century  Company,  Inc.,  New  York  City,  1939. 

This  edition  succeeds  in  keeping  this  renowned  textbook 
where  it  has  been  for  many  years,  at  the  head  of  its  class. 
So  much  water  is  continually  flowing  under  the  bridge  in 
the  stream  of  knowledge  of  bacteria,  probably  more  than 
in  any  of  the  so-called  fundamental  branches  of  medical 
knowledge  at  the  present  time,  that  one  wonders  how 
anyone  can  expect  to  condense  it  to  the  requirements  of  a 
modern  textbook.  All  of  the  better  recent  texts  in  this  field 
run  into  approximately  1000  pages  or  more  and  this  one 
is  no  exception.  Such  a text  is  intended  primarily  for  medi- 
cal students  and,  in  spite  of  its  great  length,  there  is  no 
waste  in  it.  Some  of  the  revisions  from  the  previous  edi- 
tion have  been  rather  extensive;  and  when  one  reads  the 
revised  chapters  on  streptococci,  the  common  cold  and 
pneumonias,  one  realizes  how  quickly  many  sections  of 
textbooks  on  bacteriology,  that  are  three  or  more  years  old, 
become  antiquated.  For  the  physician  who  makes  a prac- 
tice of  keeping  at  hand  a recent  standard  text  on  each  one 
of  the  fundamental  branches  of  medical  science,  the  pres- 
ent volume  can  be  recommended  without  qualification. 

C. R.  Jensen 


Cardiovascular  Diseases.  Their  Diagnosis  and  Treat- 
ment. By  David  Scherf,  M.D.,  and  Linn  J.  Boyd,  M.D., 
F.A.C.P.  Associate  Professor  of  Clinical  Medicine  and  Pro- 
fessor of  Medicine  respectively,  The  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals.  4S8  pp.,  $6.25. 
The  C.  V.  Mosby  Company,  St.  Louis,  1939. 

“This  book  is  not  intended  to  be  a textbook  and  does 
not  make  any  claim  to  completeness.  Rather  it  is  intended 
to  supply  considerable  practical  information  by  brief  dis- 
cussions for  direct  application  to  diagnosis  and  treatment 
without  recourse  to  complicated  methods  and  treatment.” 
In  this  respect  the  authors  have  admirably  succeeded. 
“The  almost  complete  absence  of  electrocardiography  and 
the  syndromes  recognizable  by  its  aid  may  seem  surpris- 
ing.” This  is  surely  astonishing  in  these  days  when  electro- 
cardiographs are  to  be  found  even  in  the  small  towns  of 
Alaska,  but  it  is  certainly  commendable.  As  the  authors 
state,  “Experience  has  shown  that  abbreviated  discussions 
of  electrocardiography  serve  mainly  to  confuse  rather  than 
aid  the  general  reader.”  Anyone  possessing  the  knowledge 
contained  in  this  book  will  be  prepared  to  diagnose  nearly 
all  heart  cases.  P.  H.  von  Phul. 


Asthma.  By  Frank  Coke,  F.R.C.S.  With  the  collabora- 
tion of  Harry  Coke,  M.R.C.S.,  L.R.C.P.  Honorary  Physi- 
cian, Chapter  House  Rheumatism  Clinic.  Second  Edition, 
Fully  Revised  and  Illustrated.  266  pp.  $4.  The  Williams 
and  Wilkins  Co.,  Baltimore,  1939. 

It  is  refreshing  to  read  the  writings  of  a good  clinician 
on  the  subject  of  asthma.  Excellent  descriptions  are  given 
of  the  clinical  states  associated  with  asthma  and  of  ana- 
tomic and  laboratory  observations.  The  word  asthma  is 
looked  upon  as  a technical  word  descriptive  of  a symptom. 

Chapters  on  the  mechanism  of  production  of  asthma  are 
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detailed  and  there  is  a discussion  of  the  modern  interpre- 
tations of  the  etiologic  background.  Asthma  is  considered 
to  group  itself  into  three  distinct  types:  (1)  the  allergic, 
(2)  the  infective,  and  (3)  the  mixed  and  aspirin-sensitive. 
Methods  of  diagnosis  are  given  in  detail  in  a concise  man- 
ner and  treatment  for  each  type  is  given.  This  is  a good 
text  of  modern  interpretations  of  physiology  as  applied  to 
the  chest. 

The  author  portrays  an  excellent  quality  of  humaneness  in 
his  discussion  of  the  subject  and  leaves  one  with  the  feeling 
that  he  would  like  to  know  him  very  much  better.  For 
wholesomeness,  good  powers  of  observation  and  fairness 
of  evaluation  this  author  is  suggested. 

C.  H.  Hofrichter. 


Synopsis  of  Pediatrics.  By  John  Zahorsky,  A.B.,  M.D., 
F.A.C.P.,  Professor  of  Pediatrics  and  Director  of  the 
Department  of  Pediatrics,  St.  Louis  University  School  of 
Medicine,  etc.,  assisted  by  T.  S.  Zahorsky,  B.S.,  M.D.,  In- 
structor in  Pediatrics,  St.  Louis  University  School  of 
Medicine.  Third  Edition.  430  pp.,  $4.00.  The  C.  V.  Mosby 
Company,  St.  Louis,  1939. 

The  author  states  that  this  volume  attempts  to  make 
selection  of  useful  points  from  the  standpoint  of  the  practi- 
tioner who  visits  the  home.  Particular  stress  is  laid  on  clin- 
ical features  of  diseases,  laboratory  data  occupying  little 
space.  The  sixty-two  chapters  cover  quite  thoroughly  the 
diseases  of  children  encountered  by  the  average  practi- 
tioner. Following  chapters  devoted  to  general  subjects,  such 
as  nutrition,  natural  and  artificial  feeding  of  well  and  sick 
children,  diagnosis  and  other  general  subjects,  individual 
diseases  are  discussed,  including  essential  factors  of  each. 
The  text  is  illuminated  by  144  illustrations  and  nine  color 
plates.  Since  the  book  is  printed  with  closely  set  type,  its 
contents  are  much  more  voluminous  than  might  be  antici- 
pated. In  condensed  form  is  presented  material  which 
should  be  found  useful  by  the  pediatrician. 


Ophthalmology.  By  Burton  Chance,  M.D.  With  6 
Illustrations.  240  pp.,  $2.00.  Paul  B.  Hoeber,  Inc.,  Medical 
Book  Department  of  Harper  & Brothers,  New  York,  1939. 

To  one  interested  in  the  history  of  ophthalmology,  this 
volume,  under  the  general  title  of  Clio  Medica,  appeals 
with  much  fascination.  The  earliest  mention  of  ophthal- 
mology is  found  in  the  “Code  of  Hammurabi,”  promulgated 
about  2250  B.  C.  What  do  you  think  of  this  quotation: 
“If  a physician  shall  operate  on  a man  and  cause  a man’s 
death;  or,  with  a bronze  lancet,  open  an  abscess  in  the 
eye  of  a man  and  destroy  the  man’s  sight,  they  shall  cut 
off  his  fingers.”  There  are  historical  reviews  of  Egyptian, 
Chinese,  Greco-Roman,  Arabian  ophthalmology.  Al- 

though it  has  been  supposed  that  little  was  added  to  the 
science  of  ophthalmology  in  the  sixteenth  century,  Beren- 
garius,  in  1523,  described  the  conjunctiva  and  showed  that 
it  was  not  a prolongation  or  off-shoot  of  the  cranial  peri- 
osteum. Dissemination  of  knowledge  beginning  with  the 
eighteenth  century  has  gradually  attained  the  scientific 
developments  of  the  present  day.  The  participants  in  this 
extension  of  knowledge  were  so  numerous  that  they 
cannot  be  mentioned  individually.  Whether  or  not  one  is 
an  opththalmologist,  he  will  obtain  satisfaction  in  perus- 
ing this  volume. 


Diseases  of  the  Eye.  For  Students  and  General  Practi- 
tioners. By  Charles  H.  May,  M.D.  Consulting  Ophthal- 
mologist of  Bellevue,  Mt.  Sinai  and  French  Hospitals,  New 
York,  etc.  Sixteenth  Edition  Revised.  With  387  illustra- 
tions including  31  plates,  with  95  colored  figures.  515  pp., 
$4.  William  Wood  and  Co.,  Baltimore,  1939. 

A concise,  practical  manual  of  diseases  of  the  eye  for  the 
student  and  general  practitioner  of  medicine.  Although  com- 
prehensive and  supplying  the  fundamental  facts  of  ophthal- 
mology, it  is  not  too  detailed  to  be  confusing  or  lacking  in 
interest  to  the  student.  Rare  conditions  are  merely  men- 
tioned and  the  more  common  diseases  have  been  described 
with  comparative  fullness.  Each  chapter  is  prefaced  with 
an  outline  of  the  anatomy  and  relations  of  the  parts  in- 
volved in  the  text  of  the  chapter.  The  extensive  use  of 
the  book  in  many  medical  schools  for  many  years,  its 
printing  in  nine  languages,  and  its  many  reprints  are  suffi- 
cient testimony  of  its  merit.  R.  T.  Horsfield, 


Symposium  on  the  Synapse.  By  Herbert  S.  Gasser, 
Joseph  Erlanger,  D.  W.  Bronk,  Rafael  Lorente  de  No, 
Alexander  Forbes.  Reprinted  from  Journal  of  Neurophys- 
iology, 2:361-472.  $2.00.  Charles  C.  Thomas,  Springfield, 
III.,  1939. 

This  brochure  consists  of  the  subject  matter  of  a sym- 
posium on  the  mechanism  of  synaptic  transmission  held  at 
Toronto,  April  29,  1939,  under  the  auspices  of  the  Ameri- 
can Physiological  Society.  The  text  is  so  extremely  erudite 
and  technical,  that  it  is  of  interest  primarily  to  neurophysi- 
ologists. The  best  of  the  articles  is  by  Bronk.  He  furnishes 
evidence  which  leads  him  into  a pluralistic  view  of  synaptic 
function.  Forbes  reviews  the  controversy  dealing  with  the 
derived  electrical  and  chemical  hypotheses,  over  which  most 
of  the  argument  rages.  It  all  seems  to  boil  down  to  the  ex- 
planation that  activity  of  the  nervous  system  is  mediated 
through  chains  of  neurons  by  the  detonator  action  of  nerve 
impulses,  and  that  they  are  transmitted  by  successive  elec- 
trochemical reactions.  The  proof  of  this  trite  statement 
seems  to  perturb  the  various  physiologic  schools  no  end, 
but  as  yet  their  conclusions  have  no  pragmatic  value. 

M.  M.  Campbell. 


Treatment  of  Some  Common  Diseases  (Medical  and 
Surgical).  By  Various  Authors.  Edited  by  T.  Rowland 
Hill,  M.D.  (Lond.),  M.R.C.P.  (Lond.),  Physician  to  the 
Southend  General  Hospital,  etc.  With  90  Illustrations,  In- 
cluding Several  in  Colour,  and  Many  X-Rays.  398  pp., 
$5.00.  The  Williams  and  Wilkins  Co.,  Baltimore,  1939. 

This  volume  presents  a group  of  papers  by  twenty-one 
contributors  from  the  staffs  of  London  hospitals.  Its  pur- 
pose is  to  cover  a range  of  medical  and  surgical  subjects 
valuable  to  men  in  active  clinical  practice,  and  particularly 
for  the  general  practitioner.  Each  subject  is  described  at 
considerable  length  without  references  to  other  authorities. 
There  are  contributions  on  various  phases  of  the  cardiac 
and  circulatory  system,  digestive  disorders  of  infancy  and 
childhood,  enlargement  of  prostate  gland,  uterine  hemor- 
rhage, shock  during  anesthesia,  x-rays  in  the  treatment  of 
malignant  disease,  moles  and  warts.  These  items  suggest 
the  variety  of  disorders  which  are  discussed.  Many  useful 
suggestions  are  presented  dealing  with  these  varied  sub- 
jects. 


December,  1939 
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SILVER  PICRATE  Wydk’s 

has  shown  a 

CONVINCING  RECORD  OF  EFFECTIVENESS 
in  ACUTE  ANTERIOR  URETHRITIS 
due  to  Neisseria  gonorrheae 


*“Treatment  of 
Acute  Anterior 
Urethritis  with 
Silver  Picrate,” 
Knight  and  She- 
lanski,  American 
Journal  of 
Syphilis,  Gon- 
orrhea and  Ve- 
nereal Diseases, 
Vol.  23,  No.  2, 
pages  201-206, 
March,  1939. 


The  record  is  based  on  rigid  clinical  and  laboratory  signs  before 
and  after  treatment.* 

1.  Fresh  smear  3.  Acid  formation  in  maltose 

2.  Fermentation  of  dextrose  4.  Agglutination  test 

5.  Alkali  solubility  test 

Silver  Picrate  is  a crystalline  compound  of  silver  in  definite 
chemical  combination  with  picric  acid.  Dosage  form  for  use  in 
Anterior  Urethritis:  Wyeth’s  Silver  Picrate  Crystals  used  in  an 
aqueous  solution  of  0.5  percent. 

Supplied  at  all  pharmacies  in  vials  of  2 grams 

Complete  literature  on  Silver  Picrate  as  used  in  genito-urinary  and  gyneco- 
logical practice  will  be  mailed  on  request. 


JOHN  WYETH  AND  BROTHER,  INC.  • PHILADELPHIA,  PA. 


JAMES  BLACKMAN,  M.D. 
Consultant  in 


RIVERTON  SANATORIUM 

For  Diseases  of  the  Chest 

Resident  Physician  • Graduate  Nurses  Route  9,  Seattle  — Phone  Glendale  1626 

Established  by  private  endowment,  Riverton  Sanatorium  is  operated  on  a non-profit  basis. 

The  recently  erected  fifty  bed  hospital  building  is  equipped  for  modern  methods  of  diagnosis,  medical  and 
surgical  treatment  of  chest  diseases. 

Steam-heated  cottages,  each  with  private  bath,  provide  additional  accommodations. 

The  facilities  of  the  institution  are  available  to  physicians  who  wish  to  use  them  for  the  care  of  their  private 
patients.  ...  . 


BOARD  OF  TRUSTEES 

Joshua  Green 
Dr.  Minnie  Burdon 
David  B.  Morgan 
Dr.  Caspar  W.  Sharpies 
Elmer  Todd 
Otto  Grunbaum 
Honoria  Hughes 
L.  C.  Gilman 
Paul  M.  Carlson 
Frank  M.  Preston 
Hawthorne  K.  Dent 

BYRON  F.  FRANCIS,  M.D. 
Medical  Director 
Phone:  MAin  4646 

MRS.  LOUISE  L.  HARRIS,  N.R. 
Superintendent 


Thoracic  Surgery 


Harold  Preston  Building 
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BOOK  REVIEWS 


Vol.  38,  No.  12 


The  Art  of  Anaesthesia.  By  Palvel  J.  Flagg,  M.D. 
Visiting  Anaesthetist  to  Manhattan  Eye  and  Ear  Hospital, 
New  York,  etc.  Sixth  Edition  Revised.  161  Illustrations. 
491  pp.,  $6.  J.  B.  Lippincott  Co.,  Philadelphia,  1939. 

This  is  a valuable  book  for  anyone  interested  in  the  ad- 
ministration of  anesthetics.  It  is  of  value  for  the  surgeon 
who  by  reading  it  may  obtain  a comprehensive  idea  of  the 
problems  of  the  anesthetist.  Thereafter  his  cooperation 
with  the  anesthetist  in  preoperative,  operative  and  post- 
operative care  of  the  patient  may  obtain  maximum  benefit 
for  all  concerned.  Public  health  officers  and  others  in  charge 
of  the  care  of  asphyxiated  people,  whether  from  drown- 
ing, gas  poisoning  or  other  cause,  should  read  the  book. 
As  a result  of  the  application  of  the  information  obtained 
many  people  may  be  saved  who  now  die  after  the  rela- 
tively ineffectual  means  of  resuscitation  now  practiced. 

Part  I considers  types  of  anesthesia,  general,  local  and 
regional  block,  each  of  which  is  described  in  detail,  technic 
of  administering  different  anesthetics  being  separately  dis- 
cussed. Part  II  deals  with  factors  incidental  to  actual  ad- 
ministration of  the  anesthetic,  attention  being  paid  to  new 
methods.  Numerous  illustrations  amplify  and  explain  the 
text.  W.  A.  Millington. 


Handbook  of  Bacteriology.  For  Students  and  Practi- 
tioners of  Medicine.  By  Joseph  W.  Bigger,  M.D.,  Sc.D. 
(Dublin),  F.R.C.P.I.,  M'.R.C.P.  (Lond-),  D.P.H.,  M.R.I.A., 
Professor  of  Bacteriology  and  Preventive  Medicine,  Uni- 
versity of  Dublin,  etc  Fifth  Edition.  466  pp.,  $4.25.  The 
Williams  and  Wilkins  Company,  Baltimore,  1939. 

The  author  states  there  has  been  for  some  years  urgent 
need  of  a shorter  textbook  on  bacteriology,  suitable  for 
students  of  medicine  and  practitioners  who  have  not  spe- 
cialized in  this  branch  of  study.  The  important  facts  relat- 
ing to  bacteriology  as  they  affect  man  are  discussed.  Spe- 
cial emphasis  is  placed  on  the  practical  aspect  of  the  sub- 
ject, with  a minimum  of  theory.  A new  edition  after  four 
years  has  seemed  necessary  to  keep  abreast  of  increased 
knowledge  in  various  branches  of  bacteriology.  The  text 
is  amplified  by  a hundred  illustrations  and  five  colored 
plates.  After  chapters  describing  the  customary  laboratory 
technics,  the  different  microorganisms  are  considered  in  sep- 
arate chapters,  with  necessary  details  as  to  their  identifica- 
tion, cultivation  and  other  procedures. 


Psychopathia  Sexualis.  A medico-forensic  study.  By 
' Richard  Von  Krafft-Ebing,  M.D.,  Professor  of  Psychiatry 
and  Nervous  Diseases,  University  of  Vienna.  Only  Author- 
ized English  Adaptation  of  the  Last  German  Edition  Re- 
vised by  Krafft-Ebing.  Introduction  and  Supplement  by 
Victor  Robinson,  M.D.,  Professor  of  History  of  Medicine, 
Temple  University  School  of  Medicine.  626  pp.  $3.00. 
Pioneer  Publications,  Inc.,  New  York,  1939. 

The  dissertations  in  this  volume  regarding  pathologic  con- 
ditions are  clear  and  concise.  Case  histories  are  a trifle 
wordy,  contain  much  idiomatic  Latin  and  are  somewhat 
tiresome,  unless  one  has  unusual  morbid  curiosity  regard- 
ing the  individual  cases.  These  histories  of  people  living  in 
that  prewar  civilization  before  1900  impress  one  as  being 
not  entirely  illustrative  of  the  cases  met  today.  The  lan- 
guage and  descriptions  of  the  basic  conditions,  however, 
are  of  1939  era.  This  is  still  the  most  comprehensive  treatise 
we  have  upon  the  subject,  seemingly  including  all  the  psy- 
chopathologies associated  with  sex.  It  is  a very  decided 
improvement  upon  previous  editions.  W.  R.  Tones. 


Essentials  of  Fevers.  By  Gerald  E.  Breen,  M.D.,  Ch.B. 
(N.U.I:  Dub.),  D.P.H.,  D.O.M.S:  (R.C.P.  Lond.,  R.C.S. 
Eng.) ; Senior  Assistant  Medical  Officer,  The  Brook  Hos- 
pital, London,  etc.  274  pp.,  $3.00.  The  Williams  and  Wil- 
kins Co.,  Baltimore,  1939. 

This  book  presents  the  essentials  of  acute  infectious  dis- 
eases commonly  called  fevers.  It  incudes  practical  details 
of  treatment,  management  and  prophylaxis.  After  a discus- 
sion of  general  features,  results  and  control  of  infection,  in- 
dividual infectious  diseases  are  studied,  including  scarlet 
fever,  erysipelas,  diphtheria,  typhoid  and  dysentery.  Tests 
for  the  recognition  of  these  diseases  are  discussed,  with  an 
exposition  of  the  latest  knowledge  concerning  transmission, 
prophylaxis  and  prevention.  This  is  a handy  volume  from 
which  to  obtain  the  essential  factors  of  this  class  of  dis- 
eases. 


A Synopsis  of  Surgical  Anatomy.  By  Alexander  Lee 
McGregor,  M.Ch.  (Edin.),  F.R.C.S.  (Eng.),  Lecturer  on 
Surgical  Anatomy,  University  of  the  Witwatersrand,  etc. 
With  a Foreword  by  Sir  Harold  J.  Stiles,  K.B.E.,  F.R.C.S. 
(Edin.).  Fourth  Edition.  Illustrated  with  648  Figures. 
664  pp.,  $6.00.  The  Williams  and  Wilkins  Company,  Balti- 
more, 1939. 

“The  contents  of  this  book  are  presented  as  separate 
essays,  anyone  of  which  is  complete  in  itself.”  The  first 
part,  anatomy  of  the  normal,  describes  anatomic  structures 
with  congenital  errors  or  the  results  of  disease.  It  is  in- 
tended particularly  as  anatomy  for  students  of  surgery,  and 
those  surgeons  who  have  not  been  trained  as  anatomists. 
A very  useful  feature  of  this  book  is  the  great  abundance 
of  illustrations  in  line  drawings  descriptive  of  both  normal 
and  abnormal  conditions.  The  operative  surgeons  will  find 
useful  suggestions  and  explanations  in  this  volume. 


The  Canned  Food  Reference  Manual.  American  Can 
Company,  New  York,  1939. 

For  many  years  canning  was  a secret  art.  In  recent  years 
there  has  developed  a popular  understanding  of  the  nutri- 
tive values  and  wholesomeness  of  commercially  canned 
foods.  This  volume  has  been  prepared  to  present  in  tech- 
nical form  some  phases  of  canned  food  knowledge.  It  dis- 
cusses canning  technology,  canned  foods  in  human  nutrition 
and  public  health  aspects  of  canned  foods. 


The  Complete  Guide  to  Bust  Culture.  By  A.  F.  Nie- 
moeller,  A.B.,  M.A.,  B.S.,  Author  of  Superfluous  Hair  and 
Its  Removal.  160  pp.  Harvest  House,  New  York,  1939. 

The  female  breast  is  a visible  symbol  of  femininity,  con- 
tributing greatly  to  the  beauty  of  figure  and  attractive- 
ness of  women.  This  book  describes  important  methods 
employed  for  esthetic  improvement  of  the  bosom  and  its 
contour,  containing  much  helpful  advice  which  is  of  value 
to  every  woman  concerning  the  care  of  the  breasts. 


Short  Stature  and  Height  Increase.  By  C.  J.  Gerling. 
159  pp.  Harvest  House  New  York,  1939. 

The  author  discusses  psychologic  factors  of  short  stature, 
indicating  ways  in  which  acute  self-consciousness  may  be 
removed.  Advice  is  given  regarding  diet,  rest,  glands  and 
other  health  problems  in  relation  to  growth.  Its  purpose 
is  to  help  improve  the  appearance  as  well  as  morale  of 
those  of  short  stature. 
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The  department  of  Radi- 
ology of  Swedish  Hospital 
is  fully  equipped  for  the 
treatment  of  cancer.  This 
department  was  institut- 
ed six  years  ago,  and 
since  that  time  every 
effort  has  been  made  to 
assist  the  medical  profes- 
sion in  the  care  of  ma- 
lignancy. 

1211  Marion  Street 
Seattle,  Washington 
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REGULATION 


Regulation  of  the  daily  program,  especially 
diet  and  exercise,  is  beneficial  to  normal 
bowel  movement  and  in  some  cases  of  consti- 
pation serves  as  sufficient  treatment.  Others 
require  additional  aid  to  facilitate  regular 
evacuation  . . . When  an  adjunct  to  diet  and 
exercise  is  required,  as  it  often  is,  Petrolagar 
provides  a mild  but  effective  treatment.  Its 


miscible  properties  make  it  easier  to  take  and 
more  effective  than  plain  mineral  oil.  Further, 
by  softening  the  feces,  Petrolagar  induces 
large,  well  formed  stools  which  are  easy  to 
evacuate.  The  five  types  of  Petrolagar  afford  a 
choice  of  medication  adaptable  to  the  indi- 
vidual patient.  Petrolagar  Laboratories,  Inc., 
8134  McCormick  Blvd.,  Chicago,  Illinois. 
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SFW/FBS  YEASTffTRACT 
RVITAMINTOMPLEX 
EXTRINSIC  FACTOR 

- V -, 


SPECIAL  PURPOSE 
FOOD  for  the  VITAMIN 
B COMPLEX  (including 
antineuritic  Bi;  riboflavin 
Ba;  antipellagric  G;  com- 
plete vitamin  B complex 
growth  factor) ; the  EX- 
TRINSIC FACTOR  and 
available  FOOD  IRON. 


HI  iGREDIENTS 

A brewers’  yeast  extract 
from  a salt-enzyme  auto- 
lyzing  process — see  anal- 
ysis— with  added  pure 
vegetable  flavor  and 
added  available  iron  salt 
— ferrous  malate. 


As  used,  a teaspoonful 
to  a cup  of  liquid,  the 
salt  concentration  is  less 
than  in  toast.  The  vege- 
table flavor  is  of  possibly 
no  physiological  signifi- 
cance. Meat  like  flavor, 
but  entirely  meat  free. 
Starch  and  sugar  free 
for  restricted  diets;  easily 
borne  by  infants  and 
patients  on  liquid  diets. 


VEGEX  ANALYSIS 

Per  Cent 


1 Protein  (N  X 6.25)...  32.6 

Fat  0.8 

I Calories  per  ounce....  40 

|i  Sodium  Chloride II. I 

l' Phosphorus  as  P 2.62 

|l  Potassium  as  K 2.18 

■I  Calcium  as  Ca 0.098 

I Iron  as  Fe 0.048 

Magnesium  as  Mg....  0.13 

| Copper  0.00275 

l>  Manganese  Distinct  Traces 


B VITAMIN  TEST 

Average  per  Gram 


[ herman-Chase  B, 45  units 

^international  B, 25  units 

1 Sherman- Bourquin  ribo- 
flavin   35  plus  units 


B Complex  full  growth 

2 to  3 units 

Mass  clinical  use  indicates  one 
man  unit  each  anti-beriberi, 
anti  - pellagr  ic  and  extrinsic  fac- 
tor (anemias)  per  ounce. 


Adequate  nutrition  re- 
quires the  whole  of  the 
vitamin  B complex. 
Vegex  supplies  it. 


VEGEX  WITH  EVERYDAY  FOODS 

-MILK 

In  1920  (Journal  Biological  Chemistry,  Vol.  41,  No.  4,  April,  1920)  Osborne 
and  Mendel  state: 


“The  inferiority  of  15  cc.  of  the  fresh  unpasteurized 
summer  milk  as  a source  of  water  soluble  vitamin,  in 
contrast  with  0.2  gm.  of  dried  brewers  yeast  is  indi- 
cated by  the  more  rapid  gains  made  by  all  the  animals. 

“The  consequences  of  this  relative  poverty  of  milk 
soluble  vitamin  for  the  artificial  feeding  of  infants 
have  already  been  referred  to  by  us.” 

Vegex,  the  condensed  whole  extract  from  enzymatic  autolyzed  yeast,  supplies 
the  vitamin  B factors  and  water  soluble  minerals  and  proteins  in  more  readily 
available,  palatable  and  easily  borne  form.  For  this  reason  it  has  been  widely 
chosen,  and  its  name  appears  so  much  in  the  literature  of  medical  and  nutritional 
research. 


In  the  Newer  Knowledge  of  Nutrition, 
1923,  McCollum  and  Simmonds  say: 

“Possibly  milk  is  lacking  in  both  quantity 
and  quality  in  substances  necessary  for 
adolescent  growth  and  reproduction.  The 
growth  of  rats  on  this  ration  and  also  on 
5 per  cent  of  yeast  was  normal.” 

NOT  “POSED  MODELS” 

Five  per  cent  of  Vegex  with  dried  whole 
milk  does  this  job.  The  animals  shown  here 
are  not  “posed  models”  but  an  actual  photo- 
graph of  a male  and  female  taken  from  a 
litter  in  the  third  generation  fed  with  dried 
whole  milk,  five  per  cent  of  Vegex  and  water  as  the  sole  diet. 

Our  laboratories  have  not  had  full  growth,  nor  reproduction  with  dried 
whole  milk  as  the  sole  diet  and,  in  all  cases,  there  is  a low  red  blood  cell  count. 
Chart  I shows  the 
growth  curves 
using  dried  whole 
milk  with  and  with- 
out Vegex,  and  the 
red  blood  cell 
counts.  These 
curves  and  photo- 
graphs cannot  but 
compel  attention. 


CHILD  CLINICAL  USE 

Vegex  has  been  widely  used  since  the  first  reported  use  by  Pritchard  (Physi- 
ological Feeding  of  Infants  and  Children,  1922)  in  work  to  find  the  relation  of 
the  vitamin  B complex  to  the  appetite  and  growth  of  children  and  particularly 
to  the  promotion  of  lactation. 

It  would  seem  that  Vegex  not  only  makes  the  “quart  of  milk  a day”  into  a 
better  food,  but  the  experience  is  that  Vegex  markedly  helps  to  get  the  consump- 
tion of  a “quart  of  milk  a day.” 

Samples  for  clinical  or  professional  use  ivill  be  sent  on  request 

VITAMIN  FOOD  CO.,  INC.  XLSZZ  S!r“!  VEGEX,  INC. 


ADDITIONAL  SAFETY  ASSURANCE 


— backed  by  a government- 
licensed  biological  laboratory! 

Since  dextrose  solutions  themselves  are  not  government- 
licensed — isn’t  it  all  the  more  important  to  insist  on 
the  additional  safety  assurance  of  solutions  produced  in 
a government-licensed  biological  laboratory  ? 

Biological  workers  know  that  no  product  intended 
for  intravenous  injection  is  safe  until  it  has  been  proven 
safe.  Hence  dextrose  solutions  in  Safti flasks — produced 
in  one  of  the  oldest  biological  laboratories  in  America 
— are  tested  as  exactingly  as  biologicals. 

They  are  given  every  conceivable  test — by  technicians 
wholly  divorced  from  the  product’s  manufacture.  Tested 
for  aerobic  and  anaerobic  contamination;  for  molds; 
for  chemical  identity  and  purity;  intravenously,  for 
pyrogens.  Even  the  testing  media  are  tested,  by  growing 
hard-to-grow  organisms  on  samples  of  each  lot. 

Specify  dextrose  and  other  solutions  in  Saftiflasks! 
Available  in  two,  one  and  half-liter  sizes.  Cutter  Lab- 
oratories, Berkeley,  California,  and  111  North  Canal 
Street,  Chicago.  (U.  S.  Government  License  No.  8) 
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. . . THE  EMULSION 

Petrolagar 

FOR  CONSTIPATION! 


Assures  a more  normal 
fecal  consistency. 


J Petrolagar  is  more  palat- 
able. Easier  to  take  by 
patients  with  aversion  to 
plain  oil — may  be  thinned 
by  dilution. 

2.  Miscible  in  aqueous  solu- 
tions. Mixes  with  gastro- 
intestinal contents  to  form 
a homogeneous  mass. 

Does  not  coat  intestinal 
mucosa.  Petrolagar  is  an 
aqueous  suspension  of 
mineral  oil  — oil  in  water 
emulsion. 

4.  No  accumulation  of  oil  in 
folds  of  mucosa. 

Will  not  coat  the  feces 
with  oily  film. 


0_  Does  not  interfere  with 
secretion  or  absorption. 

7 Augments  intestinal  con- 
tents by  supplying  an  un- 
absorbable  fluid. 

0 m More  even  distribution  and 
dissemination  of  oil  with 
gastro-intestinal  contents. 


10.  Less  likely  to  leak. 

11.  Provides  comfortable 
bowel  action. 

12.  Makes  possible  five  types 
of  Petrolagar  to  select  from 
to  meet  the  special  needs 
of  Bowel  Management. 


Petrolagai Liquid  petrolatum  65  cc.  emulsified 

with  0.4  Gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar 

Petrolagar  Laboratories,  Inc.  • 8 134  McCormick  Boulevard  • Chicago,  Illinois 
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VEGEX  ( MAR  MITE*) 

NUTRITIONAL  THERAPY  DURING  PREGNANCY 


In  presenting  the  aid  Vegex  (Marmite)  may 
have,  we  have  said  and  repeat: 

“Conservatism  must  be  the  rule  in  projecting 
products  for  use  in  human  disease.  The  re- 
covery and  life  of  the  patient,  the  professional 
reputation  of  the  physician  are  at  stake.” 

There  is  also  a policy  which  physicians  will  note. 
Reports,  clinical  data  and  medical  research  are  not 


followed  with  a publicity  service  for  public  dis- 
tribution. The  years  which  one  in  the  manage- 
ment spent  in  food  and  drug  control  and  public 
health  broadly  emphasize  that  self  treatment  of 
disease  is  dangerous;  that  accurate  diagnosis 
should  and  can  be  had;  that  one  disorder  is  gen- 
erally accompanied  with  other  disorders;  that  it 
is  all  a job  for  medical  skill. 


• AN  EXTENSIVE  STUDY 

For  several  years  studies  have  been  made  in 
England  with  Vegex  (Marmite)  and  milk  in  nutri- 
tional therapy  during  pregnancy.  The  summary 
report  given  in  the  British  Medical  Journal,  Jan.  22, 
1938,  page  191,  shows  that  a total  of  over  10,000 
expectant  mothers  received  Vegex  (Marmite)  with 
milk  and  milk  foods,  and  a total  of  over  18,000,  in 
the  same  area,  did  not  receive  these  food  additions. 


• THE  RESULTS  NOTED 

Among  the  women  having  Vegex  (Marmite)  and 
the  milk  and  milk  foods — the  exact  number  was 
10,384 — the  puerperal  death  rate  from  sepsis  was 
only  0.09  per  1,000,  that  is,  only  one  death.  Among 
the  group  of  women — the  exact  number  was  18,854 
— not  receiving  these  food  supplements,  the  death 
rate  was  2.91  per  1,000. 


• THE  POSTULATED  REASON 

The  workers  postulate  that: 

“the  vitamin  B complex,  which  was  a neuromuscular  stimulant,  and 
possibly  when  this  preparation  was  taken  in  the  last  months  of  preg- 
nancy it  enabled  the  women  to  deliver  herself  in  certain  cases  when 
otherwise  she  would  have  had  to  undergo  operative  intervention.  The 
vitamin  B complex  also  had  a special  action  on  the  skin  and  mucous 
membrane,  and  it  might  be  that  the  action  on  the  mucous  membrane  of 
the  uterine  passages  diminished  the  tendency  to  puerperal  sepsis.” 


• EASILY  B0RNF  AND  PALATABLE 

Vegex  is  easily  borne,  aids  appetite  and  lactation.  Of  course,  enough 
of  all  the  B vitamins  must  be  had  for  normal  nutrition  and  it  is  now 
generally  accepted  that  possibly  a larger  amount  is  needed  during  this 
period. 

As  frequently  we  have  shown  by  animal  tests,  five  per  cent  of  Vegex — 
on  the  solids  a teaspoonful  to  a quart  of  fresh  milk — in  dried  whole  milk 
maintains  a normal  red  blood  cell  count  and  a normal  hemoglobin 
percentage. 

Vegex  in  hot  milk,  or  Vegex  in  soups  or  broths  are  simple  ways  for  its 
administration. 

* The  British  name  for  Vegex. 


Samples  for  clinical  or  professional  use  will  be 
sent  on  request 


Autolyzed  Brewers’  Yeast 
Extract  with  salt,  added 
iron  salt  and  pure  vege- 
table flavoring.  A level 
teaspoonful  supplies  3 
calories.  Vegex  is  free 
of  starch  and  sugar. 

VEGEX  ANALYSIS 

Per  Cent 


Protein  (N  X 6.25)...  32.6 

Fat  0.8 

Calories  per  ounce....  40 

Sodium  Chloride II. I 

Phosphorus  as  P 2.62 

Potassium  as  K 2.18 

Calcium  as  Ca 0.098 

Iron  as  Fe 0.048 

Magnesium  as  Mg...  0.13 

Copper  1.00275 

Manganese Distinct  Traces 


B VITAMINS  TESTS 

Average  per  gram,  45 
Sherman  Bi  and  Be  (G) 
units;  800  plus  Interna- 
tional Bi  units  per  ounce. 
3%%  in  a B complex 
free  ration  gives  good 
growth,  reproduction  and 
successful  rearing. 


VITAMIN  FOOD  CO.,  INC. 


VEGEX,  INCORPORATED 


122  Hudson  Street 
NEW  YORK,  N.  Y. 


Cutter 


Convenient  new 
bail  now  on 
every  Safliflask 


WHAT?  Test  a simple  dextrose  solution  for 
percentage  error?  No  good  technician  would 
ever  go  wrong  on  an  "A-B-C”  like  that! 

One  of  Cutter’s,  with  years  of  experience,  did. 
He  made  up  a ten  percent  dextrose  solution  instead 
of  a five,  which  the  polariscope  caught.  Yet  no 
better  trained  or  more  experienced  workers  can  be 
found  in  any  institution  than  in  this  government- 
licensed  biological  laboratory. 

The  moral  is  that  there  is  no  technician  living 
who  is  error-proof;  no  equipment  in  existence  that 
is  perfect.  No  preparation  for  injection,  regardless 
how  simple,  is  safe  or  "as  labeled”  until  human 
frailty  and  equipment  failure  have  been  ruled  out 
by  routine,  all  embracing,  meticulous  tests. 

Human  life  is  too  precious  to  gamble  on  an  un- 
tested solution.  It  will  cost  your  patients  no  more 
to  assure  yourself  of  the  safety  of  the  solution  by 
insisting  on  "in  Saftiflasks.”  Nor  will  it  cost  the 
hospital  more,  for  when  all  costs  involved  are  eval- 
uated, even  if  testing  costs  are  not  included,  these 
solutions  prepared  in  large  volume  are  no  more  ex- 
pensive than  those  prepared  in  the  hospital.  Cutter 
Laboratories,  Berkeley,  California  and  111  N. 
Canal  Street,  Chicago.  (U.  S.  Gov't  License  No.  8.) 


CARRYING  TESTING  TO  THE  RIDICULOUS? 
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Routine  polariscopic 
examination  of  solution 
to  determine  dextrose 
percentage 
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